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FACTS  EVERY  DOCTOR  SHOULD  KNOW 
ABOUT  THE  MORTALITY  IN 
APPENDICITIS.* 

By  A.  MURAT  WILLIS.  M.  D„  Richmond,  Va. 

Professor  of  Surgery,  Medical  College  of  Virginia. 

In  a paper  read  before  the  Medical  Society 
of  Virginia  at  the  meeting  held  in  October, 
1922,  attention  was  called  to  the  steadily  in- 
creasing death  rate  from  appendicitis.  Since 
that  time,  more  careful  study  of  the  subject 
has  served  only  to  impress  upon  me  its  tre- 
mendous importance  and  the  necessity  of  hav- 
ing the  medical  profession  take  steps  to  at- 
tempt to  reduce  the  appalling  number  of  deaths 
annually  chargeable  to  this  condition. 

Some  twenty  years  ago,  during  the  early 
days  of  my  medical  career,  discussions  of  ap- 
pendicitis and  diffuse  peritonitis  were  frequent 
in  meetings  of  surgical  societies.  In  1908, 
however,  Murphy  announced  the  results  of  the 
application  of  his  method  of  treatment  of 
diffuse  peritonitis ; and  this,  according  to  many, 
closed  discussion  of  the  question,  so  that  it  is 
now  tabooed  at  meetings  of  surgeons.  Un- 
fortunately, it  would  seem  that  we  are  far  from 
having  reached  a satisfactory  conclusion  con- 
cerning appropriate  treatment  for  the  simple 
acute  appendix  or  the  more  dreaded  sequel, 
diffuse  peritonitis,  as  will  be  readily  appre- 
ciated from  the  following  figures. 

According  to  the  vital  statistics  - for  the 
registration  area  of  the  United  States,  in  the 
five-year  period,  1901  to  1905  inclusive,  the 
annual  mortality  rate  from  appendicitis  was 
11  per  hundred  thousand  population.  In  the 
next  quinquennial  period  it  had  increased 
slightly,  annually  being  11.2  per  hundred 
thousand.  From  1916  to  1919,  it  had  risen  to 
12.4;  in  1920,  to  13.4;  and  in  1921,  the  amazing 
figure  of  14.4  per  hundred  thousand  popula- 
tion had  been  reached.  Putting  the  popula- 
tion of  the  United  States  at  110,000,000,  by 
the  methods  of  treatment  employed  in  1901, 
12,000  persons  would  have  succumbed  to  ap- 

•Read  before  the  Medical  Society  of  Virginia  at  its  fifty-fifth 
annual  meeting,  held  in  Staunton.  October  14-17,  1924. 


pendicitis;  by  our  “modern”  or  “improved” 
method,  the  number  is  actually  almost  16,000; 
indicating  that  the  “improvement”  has  re- 
sulted in  the  annual  sacrifice  of  almost  4,000 
lives. 

Nor  is  this  the  only  evidence  that  there  is 
something  radically  wrong  with  present-day 
methods  of  treatment  of  appendicitis  as  widely 
practiced.  In  a series  of  patients  observed  dur- 
ing the  years  1901-1905  inclusive  and  treated 
conservatively,  Ochsner  reported  a mortality 
rate  of  4.1  per  cent  from  appendicitis.  A 
prominent  Virginia  surgeon  recently  stated1 
that  the  mortality  in  appendicitis  was  10  per 
cent;  and  last  year,  Gatch  reported  a series  of 
cases  treated  by  modern  methods  with  a mor- 
tality of  8.7  per  cent. 

It  is  appalling  to  realize  that  the  annual 
deaths  from  appendicitis  equal  all  from  sal- 
pingitis, pelvic  abscess,  surgical  diseases  of 
the  pancreas,  spleen,  thyroid,  gall-stones, 
and  ectopic  pregnancy.  The  annual  toll  taken 
by  appendicitis  almost  equals  the  combined 
total  of  intestinal  obstruction,  gall-stones,  and 
gastric  and  duodenal  ulcer.  Impressive  as  is 
the  actual  number  of  deaths  from  appendi- 
citis, the  figure  gains  significance  when  it  is 
recognized  that  this  number  is  taken  from  the 
most  valuable  of  our  population.  Much  is  said 
regarding  the  mortality  from  cancer;  thou- 
sands of  dollars  are  expended  in  attempts  to 
discover  the  etiology  of  this  disorder  and  other 
thousands  in  attempts  to  educate  the  laity. 
Cancer  takes  its  toll  from  the  aged,  80  per 
cent  of  the  deaths  from  this  condition  occur- 
ring in  persons  over  fifty  years  of  age.  Ap- 
pendicitis affects  chiefly  those  in  the  produc- 
tive period  of  life,  80  per  cent  of  the  deaths 
from  appendicitis  occurring  in  persons  under 
50  years  of  age.  These  facts  should  convince 
any  except  those  of  us  who  are  so  blind  they 
will  not  see  or  so  deaf  they  will  not  hear 
that  all  is  not  well  in  the  treatment  of  ap- 
pendicitis. 

A number  of  explanations  for  this  remark- 
able and  inexcusable  mortality  in  this  disease 
might  be  offered.  In  our  humble  opinion  the 
me  important  factor,  however,  is  a lack  of 
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uniformity  in  the  teaching  of  this  subject 
throughout  the  United  States.  Great  medical 
schools  within  a few  miles  of  each  other  teach 
entirely  opposite  views.  If  the  same  difference 
of  opinion  existed  among  us  in  the  handling 
and  treatment  of  tuberculosis,  diphtheria, 
lockjaw,  etc.,  the  same  lack  of  progress  would 
be  shown  to  exist  in  those  diseases.  It  is  quite 
evident  that  this  question  will  have  to  be 
settled  by  a commission  composed  of  the  lead- 
ing surgical  teachers  of  this  country  and  a 
more  or  less  uniform  standard  in  the  treatment 
of  this  disease  will  have  to  be  promulgated. 
The  time  is  approaching  when  our  Boards  of 
Health  will  investigate  a death  from  appendi- 
citis just  as  it  does  one  from  diphtheria  today. 
If.  in  investigating  a case,  it  is  found  that 
the  mother  or  a member  of  a family  has  given 
home  medication,  consisting  of  cathartics,  the 
dangers  of  this  treatment  should  be  explained 
to  them  and  in  this  way  protect  others.  If 
the  family  physician  is  responsible  through 
carelessness  or  ignorance,  his  attention  should 
be  called  to  his  failure.  The  surgeon  already 
in  reputable  hospitals  has  to  explain  these 
deaths  to  his  surgical  colleagues. 

A few  comparisons  are  not  out  of  place.  The 
cancer  death  rate  is  six  times  that  of  appendi- 
citis. Approximately  20  per  cent  of  the  can- 
cer deaths  occur  before  the  age  of  50;  80  per 
cent  of  the  appendix  deaths  occur  before  the 
age  of  50;  up  to  the  age  of  45  there  are  a 
few  more  actual  deaths  from  appendicitis  than 
there  are  from  cancer.  Think  of  what  this 
means  from  an  economic  standpoint.  In  ap- 
pendicitis following  operation  and  recovery 
the  patient  may  expect  permanent  relief.  In 
cancer  following  operation  and  survival  the  pa- 
tient is  not  usually  so  fortunate.  The  appen- 
dix is  an  easily  accessible  organ  with  which 
we  can  safely  dispense.  A large  percentage 
of  the  cancers  are  located  in  inaccessible  and 
vital  organs,  to  say  nothing  of  the  tremendous 
percentage  of  recurrences  after  removal  of  the 
disease  in  accessible  organs. 

If  just  a small  fraction  of  the  publicity  that 
has  been  given  cancer,  tuberculosis  and 
crippled  children  had  been  given  to  this  sub- 
ject the  benefits  would  be  proportionately  as 
great. 

In  conclusion,  I am  perfectly  aware  of  the 
much  hackneyed  expression  that  there  are  three 
kinds  of  lies;  lies,  damned  lies  and  statistics, 
and  that  figures  will  prove  anything/  ^.Not- 


withstanding this,  the  fact  remains  that  ap- 
pendicitis with  its  complications  is  one  of  the 
most  serious  conditions  in  surgery  with  an 
annual  death  toll  of  approximately  16,000  in 
a population  of  one  hundred  and  ten  millions. 
The  percentage  of  increase  has  been  about  D/2 
per  cent  per  year  during  the  past  twenty  years. 
It  behooves  the  medical  profession  to  become 
aroused  to  the  gravity  of  this  situation  a little 
in  advance  of  the  legislators  of  this  country. 

Discussion. 

Dr.  Stuart  McGuire,  Richmond : I think  Dr. 

Willis’  paper  on  the  “Increasing  Mortality  in  Ap- 
pendicitis” is  a very  timely  and  important  one.  I 
have  recently  called  attention  to  the  same  subject 
in  two  different  articles,  but  Dr.  Willis  has  presented 
the  facts  more  clearly  and  dramatically  than  I was 
able  to  do.  I think  the  present  situation  is  largely 
due  to  the  failure  to  teach  the  facts  with  reference 
to  appendicitis  properly  to  students  in  our  medical 
schools  and  to  the  failure  to  instruct  young  prac- 
titioners on  the  subject  in  our  medical  societies  and 
in  our  medical  journals. 

Surgeons  of  my  generation  were  born  and  bred 
in  the  briar-patch  of  appendicitis  discussions.  At 
that  time  a large  part  of  the  program  of  all  medical 
meetings  and  a large  number  of  pages  of  all  medical 
journals  were  devoted  to  the  subject.  Later,  there 
naturally  came  a reaction  and  for  some  years  little 
has  been  said  or  written  on  appendicitis. 

I think  we  should  thank  Dr.  Willis  for  his  paper 
because,  unless  something  is  done,  the  dearly  earned 
experience  of  the  past  will  not  be  transmitted  to 
the  doctors  of  the  future. 

I have  recently  had  a demonstration  of  how  little 
some  of  the  best  of  our  recent  medical  graduates 
know  about  appendicitis.  Two  years  ago  I added  a 
new  assistant  to  my  staff.  He  was  a man  of  un- 
usual ability  and  had  what  would  be  supposed  to 
he  unusual  educational  advantages,  as  he  had  grad- 
uated in  medicine  at  the  University  of  Virginia  and 
had  spent  a year  as  interne  at  Johns  Hopkins  Hos- 
pital. His  first  two  weeks  with  me  were  very  un- 
happy, as  four  or  five  acute  cases  of  appendicitis 
came  in  and  he  absolutely  failed  to  recognize  the 
condition.  The  cases  were  so  plain  that  the  nurses 
would  be  making  the  preparation  for  immediate 
operation  while  he  would  be  getting  an  elaborate 
history  and  ordering  numerous  laboratory  examina- 
tions. He  would  follow  these  cases  to  the  operating 
room  in  a somewhat  critical  spirit,  because  of  what 
he  considered  failure  to  make  a proper  preliminary 
study.  After  he  saw  half  dozen  suppurating  or  gan- 
grenous appendices  removed,  he  frankly  admitted  he 
did  not  know  anything  about  appendicitis. 

I again  congratulate  Dr.  Willis  on  his  effort  to  re- 
vive interest  in  what  to  many  of  us  is  an  old  and 
almost  exhausted  subject,  but  which  must  be  kept 
actively  before  the  profession  and  public  if  we  want 
to  save  lives  which  would  otherwise  be  lost. 

Dr.  J.  E.  Rawls,  Suffolk:  I don’t  know  of  any 

subject  that  will  impress  the  average  surgeon  as 
much  as  these  cases.  Several  years  ago  I wrote  a 
paper  on  “Time  and  Mortality,”  referring  to  the  neg- 
lected cases  of  acute  appendicitis  that  were  operated 
on.  One  hundred  and  fourteen  reached  the  hospital 
within  thirty  hours  from  onset,  and  there  was  no 
mortality  in  the  one  hundred  and  fourteen  cases; 
sixty  three  cases  came  any  time  ranging  from  three 
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days  to  fourteen  days,  and  out  of  the  sixty-three 
eases  eight  died.  Sometimes  the  pain  had  been  local- 
ized a week  before  coming  to  the  hospital.  In  this 
paper  I attributed  this  to  neglect  at  some  point. 
The  line  of  demarcation  was  the  hospital  door.  There 
seems  to  be  four  classes  who  are  responsible  for 
this  neglect  before  the  patient  is  brought  to  the 
hospital:  The  neighbors  coming  in  and  advising 

the  patient:  then  comes  the  family  of  the  patient, 
who  does  not  see  the  importance  of  the  operation; 
then  the  patient  himself,  and  then  the  family  phy- 
sician. It  does  seem  to  me  that  if  you  cannot  reach 
the  family  physician,  you  should  be  able  to  reach 
the  public.  The  public  is  becoming  educated.  About 
the  first  thing  a patient  asks  now  when  he  comes 
into  the  hospital  is,  “Doctor,  did  I get  here  in 
time?”  They  seem  to  realize  that  time  really  does 
figure  in  the  results  they  expect  to  get.  I believe 
if  we  would  get  this  informat’on  in  public  schools 
and  teach  the  ordinary  symptoms  of  appendicitis,  it 
would  be  a good  plan.  I knew  a teacher  in  the 
schools  in  Norfolk  to  whom  I gave  a few  symptoms 
ot  typical  appendicitis.  I saw  her  several  months 
later  and  she  said  her  room-mate  had  an  attack,  and 
she  diagnosed  it,  and  she  was  taken  to  the  hospital 
and  operated  on  in  less  than  twenty-four  hours. 

I usually  ask  these  patients  if  they  have  pain  They 
call  it  “indigestion,”  and  they  say,  “Yes  ” “Where 
did  it  begin?”  “In  my  stomach.”  “What  part?” 
“Upper  part.”  “When  did  it  start?”  “Yesterday,  or 
last  night.”  “Where  is  it  today?”  “On  my  right 
side.”  And  I tell  you,  I haven’t  run  across  anything 
that  will  give  a history  of  such  a pain  other  than 
an  attack  of  acute  appendicitis  I really  believe  that 
you  can  diagnose  fifty  to  seventy-five  per  cent  of 
these  cases  over  the  ’phone.  If  you  cad  get  the  public 
to  realize  that  you  can  save  fifteen  or  twenty  thou- 
sand a year  by  making  early  diagnosis,  you  have 
done  a great  deal  toward  decreasing  the  present 
mortality  in  appendicitis.  I believe  if  you  make  a 
mistake  you  had  better  ^ make  it  in  favor  of  the 
patient,  by  operating  early,  it  will  only  be  a matter 
of  a little  time  and  money  lost.  If  you  delay  opera- 
tion, it  may  cost  the  patient’s  life. 

Dr.  J.  Shelton  Horsley.  Richmond:  This  is  a 

very  important  paper  and  should  be  presented  before 
a joint  meeting  of  the  Society.  The  attention  of  the 
general  practitioner  as  well  as  the  surgeon  should 
be  called  to  it.  If.  we  can  get  the  general  medical 
profession  to  understand  the  significance  of  the 
facts  that  Dr.  Willis  brings  out  and  then  have  public 
opinion  behind  them,  the  mortality  rate  will  be 
greatly  reduced.  It  is  impossible  to  save  patients 
when  they  are  neglected  and  referred  to  a surgeon 
in  the  late  stages  of  the  disease,  when  they  are 
saturated  with  sepsis  and  are  practically  moribund. 

Dr.  : I believe  the  suggestion  made  by  Dr.- 

Horsley  is  a good  one.  The  surgeon  has  kept  this 
information  from  the  physician  and  I believe  it 
should  be  brought  to  the  attention  of  the  general 
practitioner. 

Dr. : This  paper  has  brought  out  the  fact 

that  early  diagnosis  and  immediate  treatment  is 
very  necessary,  and  I bel’eve  it  should  be  talked 
about  more,  and  this  striking  fact  in  regard  to  the 
mortality  in  appendicitis  brought  to  the  minds  of 
as  many  people  as  possible. 

Dr.  : I first  want  to  thank  Dr.  McGuire 

for  the  information  he  gave  us  in  a previous  meet- 
ing in  regard  to  the  symptoms  of  appendicitis.  I 
believe  the  paper  he  read  at  that  meeting  saved  my 
boy’s  life.  He  had  an  attack  one  evening  about 


six  o’clock  and  I told  my  wife  I didn’t  feel  at  all 
comfortable  about  his  condition  and  that  night  he 
had  chills.  We  sent  thirty  miles  for  a surgeon  and 
he  came  in  at  ten  o’clock  the  next  morning.  The 
boy’s  temperature  was  normal,  he  did  not  have  any 
tenderness  of  pain  at  all,  you  couldn’t  make  him 
flinch.  When  the  surgeon  came  he  said:  “I  think 

you  are  unduly  alarmed”;  but  I told  him  it  was 
my  boy  and  I thought  something  should  be  done 
at  once.  When  he  was  opened  up  the  fluid  was 
oozing  out  and,  I am  certain,  in  a few  hours  the 
appendix  would  have  broken.  He  had  some  nausea 
and  vomiting,  but  no  pain  at  all. 

Dr.  A.  M.  Show  alter,  Cambria:  This  matter  has 

been  very  forcibly  impressed  on  me.  It  has  been 
my  observation  that,  in  order  to  help  the  patient, 
we  often  make  the  mistake  of  trying  to  relieve  the 
patient  of  the  pain  without  operation.  I want  to 
call  attention  to  a case:  I was  called  at  two  o’clock 

and  was  with  the  patient  at  four  o’clock  and  advised 
an  operation.  He  refused  to  be  operated  on,  and 
wanted  something  for  the  pain  and,  when  I told  him 
I would  not  give  him  anything,  he  began  to  cry  and 
I finally  gave  him  a hypodermic  of  morphine.  The 
next  morning  we  operated  and  lost  the  patient. 

I want  to  mention  another  case:  I was  called  out 

at  eleven  o’clock  one  night  to  see  a man  who  had 
a history  of  having  dysentery  for  a week.  That 
evening  at  e’ght  he  had  taken  a severe  pain  and 
when  I got  there  his  temperature  was  103,  pulse 
110.  I explained  his  condition  to  the  family  and 
they  very  bitterly  opposed  an  operation  and  wanted 
me  to  give  him  something  to  relieve  the  pain,  and  I 
told  them  I would  do  it  under  one  condition,  and 
that  was  that  they  promise  to  bring  him  to  the 
hospital  in  the  morning.  The  next  morning  tem- 
perature was  98,  pulse  110,  he  had  no  vomiting  nor 
nausea  and  felt  fine.  There  was  a little  tenderness 
and  very  little  rigidity,  and  I told  the  family  I 
could  hardly  believe  it  to  be  the  same  patient.  We 
went  in  there  and  found  the  appendix  tucked  up 
under  caecum  and  the  end  sluffed  off,  and  there 
was  a little  pocket  of  pus. 

It  is  my  opinion  that  pain  is  one  thing  that  drives 
the  patient  to  the  operating  room,  and,  if  we  re- 
move that,  you  put  them  in  a position  to  neglect 
what  should  be  done  at  once — that  is,  an  operation. 
In  other  words,  the  indiscriminate  use  of  narcotics 
for  acute  appendicitis  cases  has  been  responsible  in 
my  opinion  for  more  deaths  than  perhaps  any  other 
known  cause. 

Dr.  Mttrat  Willis.  Richmond;  closing  the  discus- 
sion: Many  of  the  papers  read  in  the  Surgical  Sec- 

tion this  morning  should  have  properly  been  read 
in  the  Medical  Section.  I feel  that  it  is  particu- 
larly true  of  the  paper  I have  just  presented.  We 
w’ill  never  be  able  to  lower  the  mortality  in  certain 
acute  abdominal  conditions  without  first  reaching 
the  great  body  of  the  profession  and  through  them 
the  education  of  the  public.  I feel  that,  if  a num- 
ber of  medical  papers  were  published  in  lay  journals, 
a great  deal  of  good  could  be  accomplished.  So  much 
of  the  mortality  in  acute  abdominal  conditions  is 
due  to  home  medication,  principally  cathartics,  and 
this  can  never  be  controlled  until  there  is  a thorough 
appreciation  on  the  part  of  the  mother  and  other 
members  of  the  family  that  cathartics  are  absolutely 
contraindicated  in  the  presence  of  abdominal  pain; 
and,  further,  that,  no  life  was  ever  saved  because  of 
a purgative  in  the  presence  of  pain,  but  on  the  con- 
trary many  lives  have  been  lost  through  its  ad- 
nr  ' juration. 
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THE  EARLY  DIAGNOSIS  OF  INTESTINAL 
OBSTRUCTION.* 

By  L.  G.  RICHARDS,  M.  D.,  Roanoke,  Va. 

The  subject  of  this  paper  embraces  a field 
so  vast,  being  intimately  associated  with  and 
having:  involvements  with  practically  every 
organ  in  the  abdominal  cavity,  that  one  could 
be  easily  led  astray,  were  he  not  mindful  of 
the  more  rational  course  and  restrict  himself 
directly  to  the  title  of  the  paper,  “The  Early 
Diagnosis  of  Intestinal  Obstruction/’ 

In  all  the  domain  of  medicine  and  surgery 
there  is  no  condition  where  an  early  diagnosis 
is  of  more  urgent  import.  We  may  un- 
guardedly. now  and  then,  allow  an  appendix 
to  go  on  to  perforation  without  seriously  en- 
dangering the  patient’s  life;  we  may  in  gall- 
bladder conditions  make  a tentative  diagnosis 
and  await  developments.  We  may  even  argue 
the  question  of  a leaking  gastric  or  duodenal 
ulcer,  until  Nature,  for  the  time  at  least,  saves 
the  patient’s  life.  But  in  the  case  of  intestinal 
obstruction,  an  early  diagnosis  is  all  important. 
It  may  mean,  on  the  one  hand,  a simple  sur- 
gical procedure;  on  the  other,  a serious  major 
operation  under  most  unfavorable  circum- 
stances. 

How  are  we  to  make  an  early  diagnosis  in 
intestinal  obstruction?  First,  we  must  con- 
sider cause.  We  cannot  intelligently  draw 
conclusions  or  rule  out  this  or  that  positively 
in  a given  case  without  thorough  knowledge 
of  cause  and  effect. 

The  cause  of  ileus  has  been  classified  by 
many  authors.  I shall  mention  the  one  sug- 
gested by  Ashhurst : First,  adynamic  obstruc- 
tion. that  form  due  to  bacterial  toxins,  result- 
ing in  paralysis  of  the  muscular  tunic  of  the 
bowel:  also  from  lesions  in  spinal  cord.  Second, 
dynamic  obstruction,  chiefly  due  to  lead  poi- 
soning. Third,  occlusion  bv  changes  within  the 
lumen  of  the  bowel,  such  as  fecal  impactions, 
gall-stones  or  other  foreign  body:  changes  in 
the  wall  of  the  bowel,  such  as  congenital  mal- 
formations, or  gradual  occlusion  by  a tumor 
or  constricting  cicatrix.  Pressure  from  outside 
by  tumors  or  neighboring  organs.  Fourth, 
strangulation  of  intestine  by  peritoneal  bands 
or  adhesions;  intussusception,  volvulus  and  in- 
ternal hernia. 

Again,  we  classify  intestinal  obstruction  as 
acute  and  chronic,  bearing  in  mind  that 

•Read  at  the  fiftv-fiffh  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Staunton,  October  14-17,  1925.  i m 


chronic  intestinal  obstruction  may  become 
acute,  whereas,  acute  rarely  become  chronic. 

Symptoms.- — What  are  the  symptoms  of  in- 
testinal obstruction?  Text-books  tell  us  they 
are  well-marked,  easily  recognized.  This  I 
deny.  They  read  alike:  pain,  vomiting,  con- 
stipation, markedly  increased  peristalsis,  visi- 
ble in  thin  abdominal  walls.  We  all  know  this 
is  true  in  the  majority  of  cases  and  the  diag- 
nosis is  easy;  but  there  is  another  class  of  cases 
where  the  picture  is  all  wrong:  where  the 
absence  of  one  or  more  cardinal  symptoms 
leaves  us  in  doubt.  . However,  by  keeping  in 
mind  .cause  and  effect,  and  by  the  process  of 
elimination,  we  may  in  the  majority  of  cases 
make  a sufficiently  early  diagnosis  to  save  out- 
patient. 

Quite  frequently  it  is  difficult  to  determine 
its  site,  or  to  determine  the  nature  of  the  ob- 
struction. 

According  to  Fitz,  strangulation  will  be 
present  in  about  thirty-five  per  cent  of  cases: 
intussusception  thirty-five  per  cent,  volvulus 
fifteen  per  cent,  gall-stone  eight  per  cent,  stric- 
ture or  tumors  six  per  cent.  He  also  states 
that  acute  obstruction  is  usually  due  to 
strangulation  or  intussusception,  less  commonly 
to  volvulus. 

In  intussusception  the  patient  is  usually  a 
child:  marked  tenderness,  mucus  and  bloody 
stools  make  the  diagnosis  easy.  In  volvulus, 
the  diagnosis  is  not  so  easy:  the  patient  is 
rarely  under  forty  years  of  age:  onset,  amte: 
distention,  marked  tenderness  and  rigid  ab- 
dominal walls. 

Fecal  obstruction  is  usually  chronic  and 
found  in  older  subjects;  fecal  vomiting  occurs 
late,  if  at  all:  a mass  can  be  felt  along  the  dis- 
tended colon : this,  with  history  of  case,  makes 
diagnosis  easy.  Strictures  resulting  from 
syphilis,  malignancy,  tuberculosis  or  due  to 
tumors,  are  chronic  in  nature,  which  can  in 
clue  time  be  recognized. 

There  is  another  form  of  obstruction  with 
which  Ave  have  to  deal  quite  frequently — 
adynamic  ileus,  the  result  of  sepsis.  We  ^nd 
it  in  acute  toxic  poisoning,  where  the  intesti- 
nal muscularis  loses  its  motor  activity,  and  in 
lesions  of  the  spinal  cord. 

Differential  Diagnosis. — We  must  distin- 
guish acute  intestinal  obstruction  from  acute 
enteritis  with  pain,  intestinal  paresis,  tym- 
pany and  vomiting,  acute  hemorrhagic  pan- 
creatitis. also  acute  diffuse  peritonitis  and 
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other  less  important  conditions.  Again  the 
question  arises,  how  are  we  to  make  an  early 
diagnosis  in  intestinal  obstruction? 

This  paper  will  have  served  its  mission  if  it 
carries  home  this  one  point,  namely,  that  the 
patient’s  life  is  more  important  than  the  diag- 
nosis. be  it  £arly  or  late;  that  with  the  means 
we  have  at  hand  today  we  should  try  to  relieve 
our  patient:  if  we  fail  within  a reasonable 
time,  our  duty  is  clear — his  abdomen  should 
be  opened  and  a positive  diagnosis  made  later. 
The  report  of  a recent  case  explains  fully. 

Mr.  B..  machinist,  age  37,  past  history  nega- 
tive save  colicky  pains  in  upper  abdomen,  com- 
ing on  at  intervals  of  every  few  weeks,  cover- 
ing a period  of  about  six  months.  These  at- 
tacks had  been  diagnosed  acute  indigestion  by 
the  attending  physician  and  relieved  by  large 
doses  of  salts.  Patient  retired  feeling  per- 
fectly well;  at  five  o’clock  in  the  morning  he 
experienced  severe  pain  in  upper  abdomen.  He 
took  his  usual  dose  of  salts,  but  grew  worse 
and  was  sent  to  the  hospital.  Consultation, 
which  was  demanded,  resulted  in  delay.  The 
symptoms  as  seen  at  this  time  were  shock, 
severe  pain — which  was  continuous — midway 
between  umbilicus  and  ensiform  appendix, 
temperature  sub-normal,  no  distention,  no  in- 
creased peristalsis.  Reflexes  were  normal. 
Urine  normal.  Consultation  followed  consul- 
tation: gall-stones  was  suggested  as  a possible 
explanation,  gastric  ulcer,  actute  pancreatitis; 
abdominal  pneumonia  et  cetera. 

Operation  was  performed  at  7 P.  M.  The 
abdomen  was  full  of  a dark,  bloody  exudate;  in 
the  left  hypochondriac  region  we  found  an 
hour-glass  condition  caused  by  a peritoneal 
band,  thus  explaining  why,  in  previous  attacks, 
large  doses  of  salts  relieved  the  symptoms.  AVe 
had  here  a chronic  condition  becoming  acute. 
Four  and  a half  feet  of  dark  gangrenous  gut 
was  resected.  His  condition  was  hopeless  at 
time  of  operation. 

It  is  far  better  to  operate  unnecessarily  now 
and  then,  than  lose  a life,  the  result  of  delay. 

7*7  v 

507  MacBain  Building. 

Discussion 

Dr.  : I think  this  is  one  of  the  most  im- 

portant papers  that  has  been  read  at  this  session.  I 
see  this  every  day,  almost,  and  I know  the  mortality 
is  reckoned  by  the  time  from  the  onset  to  the  opera- 
t’on.  This  is  one  thing  that  should  be  taught  to 
the  general  practitioner.  That  is  where  the  responsi- 
bility lies — with  the  one  who  sees  the  patient  first. 
Life  is  more  important  than  diagnosis,  and  an  effort 
should  be  made  at  once  to  find  the  trouble. 


Dr.  Murat  Willis.  Richmond:  I am  very  much 

interested  in  Dr.  Richard’s  paper  on  the  “Early 
Diagnosis  of  Intestinal  Obstruction.”  In  recent 
years  I have  made  a very  careful  statistical  study 
of  the  mortality  in  acute  abdominal  lesions,  and  this 
is  one  of  the  few  abdominal  conditions  in  which  there 
has  been  a slightly  decreasing  death  rate  during  the 
past  ten  years.  This  decreasing  mortality,  in  all 
likelihood,  is  due  to  the  prompt  diagnosis,  early 
surgical  intervention  and,  in  the  more  advanced 
cases,  doing  as  little  surgery  as  possible.  Extensive 
operation  in  the  late  cases  usually  means  disaster. 


DANGERS  OF  FREQUENT  AND  UN- 
NECESSARY EXAMINATIONS  PER 
VAGINAM  DURING  LABOR.* 

By  MILLARD  B.  SAVAGE,  M.  D.,  Norfolk,  Virginia. 

The  larger  maternity  clinics  gave  statistics 
of  a morbidity  rate  ranging  from  5 to  20  per 
cent  in  confinement  cases  conducted  under  the 
most  ideal  and  aseptic  conditions.  They  have 
shown  that  puerperal  sepsis  increases  directly  in 
proportion  to  the  number  of  vaginal  examina- 
tions and  other  manipulations  made  during 
labor,  which  proves  that  there  is  always  a 
definite  risk  and  a real  danger  from  vaginal 
examinations  made  during  labor. 

The  average  obstetrical  case,  when  conducted 
in  the  home,  at  its  best  is  not  satisfactory  in 
relation  to  asepsis,  and  every  internal  exami- 
nation carries  with  it  a potential  danger  of 
puerperal  infection. 

If  the  morbidity  rate  in  obstetrics  can  be  re- 
duced to  any  degree  by  a limitation  of  internal 
examinations  without  increased  danger  in 
other  ways  to  the  mother  or  child,  we  should 
bend  our  efforts  in  the  direction  for  that  im- 
provement. Far  too  manv  vaginal  examina- 
tions are  made  without  due  consideration  as  to 
what  complications  might  arise,  which  would 
require  interference  of  some  nature:  and  when- 
ever an  occasion  for  operative  delivery  does 
arise,  it  is  a feeling  of  satisfaction  to  have  a 
clean  case  rather  than  a potentially  infected 
case  upon  which  to  begin  the  operation. 

Polak  and  Beck,1  in  a study  of  200  cases 
coming  to  Cesarean  section,  have  shown  the 
effect  of  vaginal  examinations  upon  their  mor- 
bidity rate.  The  morbidity  rate  for  cases  upon 
which  abdominal  and  rectal  examinations  alone 
had  been  made  was  2S.8  per  cent  compared  to 
52  per  cent  in  the  cases  which  had  been  ex- 
amined per  vaginam.  They  also  showed  that 
the  morbidity  rate  was  reduced  approximately 
half  in  cases  which  were  examined  in  the  hos- 
pital alone,  compared  to  those  examined  out- 

*Roa<l  at  the  fifty-fifth  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Staunton,  October  14-17.  1924. 

\ Polak  and  Beck.  Surgr.  Gyn.  & Obs.  1922.  P.  566. 
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side  of  the  hospital  and  previous  to  admission. 
Their  statistics  concluded  that  early  rupture 
of  the  membranes  and  hours  of  labor  were  fac- 
tors which  increased  the  morbidity  rate,  to- 
gether with  the  greater  factor  of  too  frequently 
and  carelessly  conducted  vaginal  examination. 
The  mortality  rate  in  the  same  series  of  cases 
was  3.3  per  cent  in  the  clean  cases,  and  14.6  per 
cent  in  the  potentially  and  frankly  infected 
cases. 

Polak2  has  quoted  a record  of  5.000  consecu- 
tive confinements  which  were  attended  by  senior 
students  in  the  Out-Patient  Department  of 
the  Long  Island  College  Hospital,  of  Brooklyn, 
in  which  there  were  no  deaths  from  puerperal 
infection.  No  vaginal  examinations  were  made 
and  the  progress  of  labor  was  watched  by  ab- 
dominal and  rectal  examinations.  These  statis- 
tics are  significant  of  the  fact  that  some  of  the 
danger  of  puerperal  infection  from  too  frequent 
and  careless  vaginal  examination  can  be  elimi- 
nated. and  that  such  examination  is  not  a mat- 
ter of  routine  necessity.  If  graduate  students 
are  able  to  conduct  a series  of  cases  with  only 
rectal  and  abdominal  examination  by  which 
to  judge  the  progress  of  labor,  and  can  obtain 
this  result,  the  average  physician  should  in  a 
like  manner  strive  to  equal  their  enviable 
record. 

We  have  a regulation  which  governs  the 
practice  of  midwifery,  and  it  reads  that,  “Mid- 
wives are  prohibited  from  making  examina- 
tions bv  passing  their  fingers  into  the  birth 
canal.”  A physician  is  trained  sufficiently  in 
asepsis  for  making  internal  examinations,  but 
we  are  also  familiar  with  its  dangers  which  are 
great  enough  to  cause  us  to  hesitate  in  making 
them,  and  to  reserve  the  examination  for  the 
unusual  case,  rather  than  to  make  them  rou- 
tinely. 

Prenatal  examinations  are  desirable  and  im- 
portant because  a diagnosis  can  be  made  in 
some  cases,  in  which  we  can  predict  a slight 
prolongation  of  the  labor  because  of  various 
conditions,  such  as  funnel  pelvis,  contracted 
pelvis,  abnormal  positions,  twins,  and  fibroid 
uterus.  These  cases  can  be  watched  with  a care- 
ful expectancy  without  the  necessity  of  making 
frequent  examinations  in  order  to  determine 
the  cause  for  the  arrest  of  labor. 

It  is  the  prolonged  cases  of  labor  which  are 
examined  most  often,  and  these  are  the  very 
ones  in  which  the  dangers  of  puerperal  infec- 
tion are  increased.  Approximately  25  per  cent 


of  all  dry  labors  are  prolonged,  particularly 
the  primiparous,  and  frequent  examinations  in 
dry  labors  are  the  more  to  be  avoided,  because 
both  premature  rupture  of  the  membranes  and 
hours  of  labor  are  predisposing  factors  to  the 
incidence  of  puerperal  infection. 

Where  the  membranes  have  ruptured  pre- 
maturely, the  acid  reaction  of  the  normal  va- 
ginal secretion  and  its  bactericidal  power  is  re- 
moved, because  the  gradual  escape  of  the 
amniotic  fluid  substitutes  an  alkalinity  which 
is  said  to  favor  the  pathogenicity  of  the  va- 
ginal flora,  and  this  has  been  advanced  as  a 
possible  explanation  for  the  greater  frequenc}7 
of  puerperal  infection  with  premature  rupture 
of  the  membranes. 

Pre-existing  infection  of  the  birth  canal  con- 
traindicates vaginal  manipulation,  and  cases 
may  arise  where  a Cesarean  section  is  indi- 
cated with  an  arrested  labor  which  ordinarily 
would  be  delivered  by  forceps  or  version.  In 
this  case  the  danger  of  carrying  the  infection 
high  into  the  uterine  cavity  would  be  very 
great,  more  so  than  with  the  Cesarean  section. 
During  a test  of  labor  on  this  occasion,  rectal 
and  abdominal  examination  could  be  used  to 
an  advantage. 

How  can  Ave  obtain  the  necessary  informa- 
tion concerning  the  progress  of  labor  without 
resorting  to  the  routine  vaginal  examination? 
There  ai'e  many  men  who  have  become  very 
proficient  in  the  use  of  rectal  and  abdominal 
examination,  and  these  men  found  out  fi’om 
experience  that  the  percentage  of  correct  diag- 
noses increased  steadily  with  the  use  of  this 
method.  Lankford3  states  two  basic  reasons 
for  rectal  instead  of  vaginal  examination: 
1.  “It  is  safer  for  the  patient,”  and.  2.  “It  is 
more  convenient  and  time  saving  for  the  at- 
tendant.” 

By  rectal  examination,  we  can  learn  the 
condition  of  the  cervix,  the  amount  of  dilata- 
tion, and  the  engagement  or  descent  of  the 
fetal  parts.  After  a dilatation  of  four  or  five 
fingers,  the  fontanels  and  sutures  are  palpable, 
and  one  should  suspect,  if  not  diagnose,  a pro- 
lapsed cord  or  placenta  previa.  Jegge4  has 
brought  forward  a method  by  which  he  deter- 
mines the  dilatation  of  the  cervix  by  means  of 
measuring  the  height  of  the  contraction  ring 
in  finger-breadths  above  the  symphysis.  He 
states  that  the  os  is  fully  dilated  when  the 
ring  measures  four  finger-breadths.  The  con- 


2.  Polak.  Gyn.  & Obs.  Monograph.  1921.  P.  74! 


3.  Lankford.  Southern  Medical  Journal.  October.  1923. 

4.  E.  P.  Davis.  Progressive  Medicine,  September,  1920. 
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traction  ring  is  found  by  palpation  of  the 
ridge  where  the  thin  elastic  segment  joins  the 
contractile  muscle  of  the  uterine  body.  The 
diameter  of  the  external  os  increases  directly 
with  the  height  of  the  ring  and,  when  the  con- 
traction ring  is  not  palpable  above  the  symphy- 
sis. the  external  os  will  not  be  larger  than  a 
half  dollar  in  size.  We  can  keep  close  observa- 
tion upon  the  fetal  heart  by  means  of  ausculta- 
tion, and  complications  with  fetal  distress 
should  be  recognized  very  early. 

The  location  of  the  fetal  heart  sound  is  often 
helpful  in  that  the  point  of  maximum  intensity 
moves  lower  with  active  progress  in  labor. 
During  the  latter  stage  of  labor,  the  fetal 
heart  sound  usually  becomes  more  distinct  and 
is  heard  best  very  low  upon  the  abdomen  and 
on  both  sides  directly  above  the  symphysis. 
Bv  combining  the  rectal  and  the  external  ex- 
aminations, we  should  learn  enough  as  to  the 
progress  of  labor  in  the  average  case,  and  by 
this  means  we  can  reserve  the  vaginal  for  the 
more  complicated  cases,  such  as  placenta  previa, 
accidental  hemorrhage  and  arrested  labors. 
And  whenever  we  do  make  the  examination 
which  is  considered  necessary,  we  should  do  it 
with  the  most  complete  aseptic  precautions  and 
with  full  realization  as  to  the  danger  which 
it  carries. 

The  following  is  a case  report  of  a death  fol- 
lowing puerperal  sepsis.  The  first  stage  of 
labor  was  very  much  prolonged,  during  which 
time  frequent  and  unnecessary  vaginal  exami- 
nations were  made  in  the  home.  After  ad- 
mission to  the  hospital,  complications  were 
found  to  exist  which  required  intravaginal  and 
uterine  manipulations,  which  hafl  to  be  done 
upon  an  already  frankly  infected  case.  This 
case  prompted  the  writing  of  this  paper. 

Hospital  Clinic  Case : Age  twenty-three. 

Married  eight  years.  Para  0.  Family  His- 
tory: Negative:  Past  History:  Negative. 

Menstrual  History:  Negative.  Obstetrical 

History:  Four  children  living,  ages  of  seven, 
six,  four  and  two,  respectively.  One  still  birth 
in  1923;  fetus  was  macerated.  Was  in  labor 
several  days.  Patient  had  a miscarriage  dur- 
ing latter  part  of  1923.  Other  labors  were 
normal.  Present  pregnancy  negative  other 
than  some  edema  of  feet  during  the  past  month. 
Patient  was  estimated  to  be  approximately  at 
term. 

On  admission  the  patient  appeared  to  be  in 
very  active  labor.  She  stated  that  the  onset 
of  labor  pains  dated  nine  days  previous  to 


hospital  admission.  During  that  time  she  had 
been  attended  in  her  home  by  a physician  who 
saw  her  each  day  and  examined  her  per  vagi- 
nam  two  or  three  times  each  twenty-four  hours. 
She  had  not  felt  fetal  movements  for  over  three 
days  and  the  membranes  had  ruptured  five  days 
before  coming  to  the  hospital.  She  complained 
of  very  much  pain,  mostly  throught  the  lower 
abdomen.  When  examined  she  was  found  to 
be  tender  over  the  entire  abdomen  and  the 
uterus  was  in  a state  of  tonic  contraction. 
Her  temperature  was  101.2°  and  pulse  rate  was 
100.  No  fetal  heart  sound  could  be  heard  and 
no  fetal  movements  were  made  out.  Rectal  ex- 
amination was  very  painful.  The  head  was 
dipping  into  the  pelvis  with  two  fingers  dila- 
tation, and  the  softening  of  the  cervix  was  yet 
incomplete.  No  cause  for  the  arrest  of  labor 
was  determined  at  this  time.  Inspection  of  the 
pei’ineum  showed  a bichloride  dermatitis  ex- 
tending around  the  external  genitalia  and  upon 
the  inner  surface  of  both  thighs. 

A number  5 Voorhees’  hydrostatic  bag  was 
inserted  under  ether  anaesthesia  with  *4  gr. 
of  morphia  and  1/200  gr.  of  hyoscine  as  a pre- 
liminary. Five  hours  later  the  bag  was  ex- 
pelled, and  this  was  followed  immediately  by 
a precipitate  delivery  of  the  fetus,  which  ap- 
peared to  be  full  term.  The  fetus  was  macer- 
ated and  there  was  a foul  odor  present.  Two 
hours  later,  the  placenta  was  extracted  manu- 
ally after  other  methods  of  delivery  had  failed. 
A Bandl’s  contraction  ring  with  its  greatest 
thickness  to  the  left  and  posteriorly  Avas  en- 
countered when  the  manual  extraction  of  the 
placenta  was  attempted.  Sufficient  relaxation  of 
the  ring  in  order  to  extract  the  placenta  Avas 
obtained  under  deep  ether  anaesthesia,  after 
Avhieh  an  intrauterine  douche  of  Avarm  saline 
and  2 per  cent  iodine  solution  Avas  giA’en. 

At  the  termination  of  labor  the  patient’s 
temperature  was  105.4°  and  the  pulse  rate  was 
160.  One  hour  after  labor  the  temperature 
dropped  to  103.4°  and  the  pulse  rate  to  140. 
The  patient  appeared  very  toxic  and  Avas  given 
1,500  c.c.  of  saline  subcutaneously. 

First  day  after  labor:  During  the  night  the 
temperature  dropped  below  normal  and  the 
pulse  rate  remained  up  at  120.  The  white  cell 
count  Avas  only  6,000,  Avith  95  per  cent  of  poly- 
morphonuclears.  The  patient  complained  of  in- 
creasing pain  through  the  entire  lower  portion 
of  the  abdomen,  and  a sliirht  spasticity  of  the 
recti  muscles  was  noted.  She  was  ghren  30  c.c. 
of  a 1 per  cent  mercurochrome  solution  intra- 
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venously.  Within  thirty  minutes  the  patient 
began  to  bleed  freely  from  the  uterus  and  the 
uterine  cavity  was  packed. 

Second  day  after  labor:  Patient  was  semi- 
conscious and  the  temperature  had  climbed  to 
103.5°  during  the  night.  Pulse  rate  became 
fast  and  irregular.  Five  hundred  c.c.  of  blood 
was  transfused  by  the  direct  method,  but  pa- 
tient expired  some  hours  later. 

Abdominal  autopsy  revealed  an  empty  uter- 
ine cavity  and  a purulent  pelvic  peritonitis. 
Gross  section  of  the  uterus  showed  areas  of  in- 
fection and  necrosis  involving  the  entire  wall 
in  many  places. 

Summary : The  main  points  which  were  in- 
tended to  be  brought  out  in  this  paper  are  as 
follows : 

1.  Vaginal  examinations  during  labor  carry 
with  them  a certain  amount  of  danger  from 
puerperal  infection  even  when  conducted  under 
the  most  ideal  and  aseptic  conditions. 

2.  Too  frequent  vaginal  examinations  are 
made  in  prolonged  and  complicated  cases,  in 
Avhich  cases  the  danger  from  puerperal  infec- 
tion is  very  much  increased. 

3.  The  amount  of  information  necessary  con- 
cerning the  progress  of  labor  in  the  average 
obstetrical  case  can  be  obtained  by  rectal  and 
abdominal  examination. 

4.  Vaginal  examination  should  not  be  a mat- 
ter of  routine,  but  it  should  be  reserved  for  the 
unusual  case,  and  the  number  of  examinations 
should  be  reduced  to  a minimum  and  should 
be  conducted  under  the  most  strict  asepsis. 

400  Fairfax  Avenue. 

Discussion. 

Dr.  L.  M.  Ai.len.  Winchester:  The  subject  of 

vaginal  examinations  is  a very  old  one,  but  discus- 
sion of  it  is  valuable  because  of  the  fact  that  they 
are  being  frequently,  and,  generally  speaking,  un- 
necessarily, employed.  Diagnosis  of  abnormal  con- 
ditions should  be  made  before  labor.  It  is  seldom 
now  that  obstetric  cases  are  Seen  for  the  first  time 
when  in  labor.  They  usually  come  to  the  physician 
early,  and  all  abnormal  conditions  should  be  recog- 
nized before  labor  begins  when  danger  of  infection, 
if  vaginal  examination  is  necessary,  is  not  so  great. 
The  danger  of  vaginal  examination  has  been  thor- 
oughly demonstrated.  Generally  speaking,  the  vagi- 
nal canal  does  not  contain  pathogenic  bacteria.  It 
is  ordinarily  safe  from  them  unless  they  are  intro- 
duced from  without  by  the  examining  finger.  I 
should  like  to  emphasize  what  has  been  already 
stated,  the  absolute  lack  of  necessity  for  vaginal  ex- 
aminations. In  my  own  experience  I have  made 
vaginal  examinations  in  only  about  one  per  cent  of 
my  cases,  and  even  those  who  come  to  operation  fre- 
quently do  so  without  vaginal  examination.  Hands 
which  have  been  properly  educated  in  abdominal  pal- 
pation can  recognize  everything  which  could  be 
recognized  by  vaginal  examination.  Practically 


everything  except  the  amount  of  dilation  of  the  cer- 
vix can  be  determined  without  it.  Now,  what  does 
it  matter  whether  the  cervix  is  the  size  of  a half- 
dollar,  a dollar,  or,  as  is  sometimes  said,  two  dollars! 
The  progress  of  labor  does  not  depend  upon  the  dila- 
tation of  the  cervix.  If  there  is  no  other  trouble  and 
the  uterine  contraction  is  good,  and  it  is  as  a rule, 
it  is  my  experience  that,  unless  there  is  mechanical 
obstruction,  the  uterine  contractions  will  be  effec- 
tive. So,  what  difference  does  the  size  of  the  cervix 
make?  All  vaginal  examinations  to  find  this  out  are 
unnecessary.  Practically  everything  recognized  by 
vaginal  examination  can  be  recognized  by  abdominal 
and  rectal  examination.  Dr.  Savage  brought  out  this 
subject  well  in  his  paper.  I feel  that  it  is  very  im- 
portant. 

Dr.  Mili.ard  B.  Savage,  Norfolk:  In  closing,  I 

wish  to  thank  Dr.  Allen  for  his  kind  remarks.  I 
feel  that  if  we  can  reduce  the  mortality  rate  from 
puerperal  sepsis,  which  is  estimated  as  high  as  fifty 
per  cent  of  the  total  mortality  from  child  birth,  we 
will  have  done  a great  deal. 


A STUDY  OF  THE  ETIOLOGY  OF  HEART 
DISEASE  IN  VIRGINIA. 

A Preliminary  Report."5 

By  J.  EDWIN  WOOD,  Jr.,  M.  D„ 
and 

THOMAS  DUCKETT  JONES,  M.  D„ 

University,  Va. 

Hoping  to  obtain  a better  impression  of  the 
causes  of  heart  disease  in  Virginia,  we  started 
a clinical  study  of  this  subject  at  the  Univer- 
sity of  Virginia  Hospital  one  year  ago.  From 
October  1.  1923,  to  October  1,  1924,  150  cases 
of  definite  organic  heart  disease,  coming 
through  the  medical  wards  and  medical  out- 
patient department  of  this  hospital,  were  etio- 
logically  classified.  A few  private  room  cases 
also  appear  in  this  series.  This  does  not  repre- 
sent the  total  number  of  heart  cases  occurring 
in  this  hospital  for  the  year  but  a majority  of 
such  a number  which  we  have  seen  personally 
and  investigated  by  history,  physical  examina- 
tion and  laboratory  methods. 

Only  the  cases  presenting  the  cardinal  signs 
and  symptoms  of  organic  heart  disease  have 
been  included  in  the  study  and  the  “nervous 
heart”  and  functional  rhythm  changes,  includ- 
ing paroxysmal  tachycardia,  have  not  been  con- 
sidered unless  accompanied  by  organic  heart 
disease.  The  number  of  cases  is  not  yet  suffi- 
ciently large  to  iron  out  the  errors  in  sindi  an 
attempt  but  the  personal  study  given  each 
case  we  believe  offsets  this  to  a large  degree 
and  makes  this  preliminary  report  of  some 
value  at  least  in  outlining  a program  for  the 
prevention  of  heart  disease  in  our  State. 

'"Read  before  the  fifty-fifth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Staunton,  October  14-17,  1924. 

From  the  Department  of  Internal  Medicine  of  the  University 
of  Virginia. 
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'Flie  etiological  analysis  of  the  cases  here 
presented  is  based  entirely  upon  the  classifica- 
tion of  heart  disease  suggested  by  White  and 
Myers.1  This  method  is  founded  upon  their 
own  experience  in  the  Cardiac  Clinic  of  the 
M assachusetts  General  Hospital  and  upon  the 
writings  of  Mackenzie,  Lewis  and  Cabot.  We 
will  outline  briefly  the  different  groups  into 
which  our  patients  have  fallen. 

I.  The  Hypertensive  group  here  includes  the 
cases  in  which  continued  high  blood  pressure 
has  caused  cardiac  hypertrophy.  Congestive 
failure  may  occur  when  the  myocardium  be- 
comes fatigued  or  when  cardiosclerosis  occurs 
with  advancing  age.  or  in  the  event  of  infec- 
tion or  added  uremia.2 


without  other  cause  and  occurring  with  proved 
syphilis. 

V.  Thyroid  heart  disease  is  characterized  by 
cardiac  hypertrophy  often  showing  auricular 
fibrillation,  not  infrequently  paroxysmal,  oc- 
curring with  chronic  hyperthyroidism. 

VI.  There  were  three  cases  of  congenital 
heart  disease  indicating  by  history  and  physi- 
cal examination  some  cardiac  malformation 
since  birth. 

The  first  table  (Table  I)  indicates  the  num- 
ber and  percentage  of  the  cases  falling  into  the 
groups  above  described  with  sex,  race  and  age 
tabulations  for  each  division.  A correction 
must  be  made  in  interpreting  this  table.  For 
the  two  years  ending  June  30.  1923,  the  ratio 


TABLE  I. 

AN  ETIOLOGICAL  STUDY  OF  HEART  DISEASE  IN  VIRGINIA. 


Groups 

Occurrence  in 
150  Clinical 
Cases 

White 

Negro 

Male  | Female  Av.  Age 

No. 

Cases 

%of 

Total 

No. 

Cases 

%of 

Group 

No. 

Cases 

%of 

Group 

No. 

Cases 

%of 

Group 

No. 

Cases 

%of 

Group 

Male 

Female 

I Hypertensive 

5i 

34 

32 

62.8 

19 

37.2 

25 

49.1 

26 

50.9 

52 

53 

If  Arteriosclerotic 

40 

26.6 

30 

75 

10 

25 

30 

75 

10 

25 

68 

58 

Ill  Rheumatic 

34 

22.6 

29 

85.3 

5 

14.7 

19 

55.8 

15 

44.2 

30 

32 

IV  Syphlilitic 

10 

5.6 

3 

30 

7 

70 

7 

70 

3 

30 

48 

35 

V Thyroid 

4 

2.6 

3 

1 

4 

40 

VI  Congenital 

3 

2 

2 

1 

2 

1 

\II  Unclassified 

8 

5.3 

Total 

QQ 

51 

83 

67 

II.  Arteriosclerotic  heart  disease  is  the  re- 
sultant of  coronary  sclerosis  and  fibrosis  of  the 
myocardium,  syphilis  having  been  excluded. 

III.  The  Rheumatic  heart  disease  group 
represents  the  cases  associated  with  a previous 
history  of  rheumatic  fever,  chorea  or  chronic 
tonsillitis  and  also  the  individuals  with  mitral 
stenosis  though  no  definite  history  of  previous 
rheumatic  infection  can  he  obtained. 

IV.  The  Syphilitic  group  comprises  the  cases 
of  aortic  regurgitation  and  aortitis  (with  or 
without  aneurysm)  and  myocardial  disease 


of  white  to  negro  admissions  in  the  University 
of  Virginia  Hospital  was  as  3 to  1.  With  this 
correction  our  study  indicates  a greater  inci- 
dence in  the  negro  than  in  the  white.  This 
seems  to  be  substantiated  bv  the  death  rate 
from  heart  disease  in  Virginia  for  1921  which 
was  172.6  per  100,000  negroes  and  122.5  per 
100,000  whites.3  A larger  series  than  ours  will 
be  necessary  to  indicate  accurately  race  inci- 
dence. Males  preponderate  slightly  over  fe- 
males in  the  total  series  this  being  due  to  the 
distinctly  greater  number  of  males  in  the 
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arteriosclerotic  group.  There  were  certain  other 
findings  of  interest  in  each  group  that  can  be 
briefly  summarized  here. 

Group  I. — Hypertensive. — The  left  border 
of  cardiac  dulness  in  all  but  five  of  the  fifty- 
one  cases  in  this  collection  was  lV.  cm.  to  5^2 
cm.  outside  the  midclavicular  line.  In  the  ex- 
cepted five  cases  examination  was  unsatisfac- 
tory because  of  obesity.  Two  of  the  five  were 
long  standing  cases  of  hjqiertension,  two  had 
congestive  heart  failure,  and  one  presented  a 
very  large  heart  at  autopsy.  Of  the  fifty-one 
hypertensive  cases  twenty-four  showed  conges- 
tive heart  failure  and  two  gave  definite  his- 
tories of  paroxysmal  heart  pain4  (angina  pecto- 
ris). All  except  eight  of  the  fifty-one  cases  had 
systolic  blood  pressures  of  170  mm.  of  mercury 
or  greater,  and  diastolic  pressures  of  100  mm. 
of  mercury  or  greater.  Of  the  eight  cases 
with  relatively  low  blood  pressures  four  showed 
previous  manometer  readings  of  200  mm.  of 
mercury  or  over,  by  our  records,  three  had 
definite  histories  of  previously  high  blood 
pressure  figures,  and  one  had  pronounced  car- 
diac hypertrophy  at  thirty-three  years  of  age 
without  evidence  of  syphilis,  valve  lesion  or 
adhesive  pericarditis  and  a blood  pressure  of 
1G0  systolic  and  92  mm.  of  mercury  diastolic 
pressure.  Clinically,  forty-nine  of  this  hyper- 
tensive group  seemed  to  have  normal  rhythm 
(or  often  with  premature  beats)  and  two 
auricular  fibrillation  verified  bv  electrocardio- 
gram. Twenty  electrocardiograms  were 
recorded,  two  showing  auricular  fibrillation, 
one  partial  heart  block  not  due  to  digitalis 
and  one  right  bundle  branch  block,  the  remain- 
der showing  left  axis  deviation,  ectopic  beats 
or  normal  rhythm.  Chronic  nephritis  was 
demonstrated  in  forty  of  the  fifty-one  cases, 
the  remaining  eleven  cases  having  either  “es- 
sential" hypertension  or  doubtful  chronic  ne- 
phritis. All  of  the  cases  had  negative  Wasser- 
mann  reactions  except  in  two  instances  in 
which  this  test  was  not  done.  These  two  had  no 
history  or  physical  evidence  of  lues.  Without 
doubt  a number  of  the  cases  in  this  group  also 
had  cardiosclerosis.  We  have,  however,  made 
an  effort  to  include  here  the  cases  with  cardiac 
hypertrophy  due  to  long  standing  high  blood 
pressure.  Cardiosclerosis  appears  as  an  added 
affection  often  occurring  as  a contributory 
cause  in  the  production  of  congestive  failure. 

Group  II. — Artertosce erotic. — Twenty-four 
of  the  forty  patients  studied  in  this  division 
presented  a left  border  of  cardiac  dulness  D/2 


cm.  or  more  outside  the  mid-clavicular  line, 
while  the  remainder  were  normal  in  size  or 
slightly  enlarged  to  physical  examination. 
This  collection  showed  a distinctly  smaller 
heart  on  the  average  than  the  hypertensive 
group.  Congestive  heart  failure  occurred  in 
eighteen  cases,  anginal  heart  failure  in  eight 
cases  and  a combination  of  both  in  two  cases. 
Seven  of  those  with  anginal  failure  gave  a 
conclusive  history  of  paroxysmal  heart  pain 
(angina  pectoris)  and  five  of  these  were  ob- 
served during  attacks.  Of  the  seven  cases  of 
angina  pectoris  all  were  whites.  Although  we 
have  several  times  seen  marked  coronary  sclero- 
sis in  the  negro  heart  at  autopsy,  we  can  recall 
no  instance  of  paroxysmal  heart  pain  occurring 
in  the  clinical  histories  of  these  cases.  This 
requires  further  study.  A systolic  blood  pres- 
sure of  over  170  mm.  of  mercury  occurred  once 
in  Group  II  and  only  three  cases  had  as  high 
as  170  mm.  of  mercury  systolic  blood  pressure. 
All  Wassermann  reactions  were  negative  ex- 
cept three  not  taken  and  one  positive.  Two  of 
the  three  not  taken  had  auricular  fibrillation 
with  no  evidence  of  lues  and  the  third  died  in 
uraemia,  at  seventy-eight  years  of  age,  with 
no  indication  of  syphilis.  The  one  positive 
Wassermann  in  this  group  had  auricular  fibril- 
lation before  he  acquired  a primary  luetic 
lesion.  Clinically,  there  were  sixteen  cases  of 
auricular  fibrillation,  ten  of  these  being  veri- 
fied bv  electrocardiogram.  Of  the  twenty-nine 
electrocardiograms  recorded,  ten  were  inter- 
preted as  auricular  fibrillation,  three  partial 
heart  block  and  five  showed  marked  aberration 
of  the  Q R S complex,  three  of  these  five  having 
right  bundle  branch  block.  From  the  fore- 
going data  it  will  be  seen  that  heart  pain  and 
abnormalities  of  cardiac  rhythm  are  more  com- 
mon in  this  group  than  in  Group  I. 

Grout*  III — Rheumatic. — Table  II  indicates 
that  all  but  five  of  this  group  gave  a history 
of  previous  rheumatic  infection.  All  cases  of 
valvular  heart  disease  were  diagnosed  by  dias- 
tolic murmurs  typical  of  the  lesion  in  question 
except  of  course  the  three  cases  of  mitral  re- 
gurgitation. Both  cases  of  so-called  rheumatic 
myocarditis,  possibly  better  termed  carditis, 
presented  inversion  of  the  “T”  wave  in  all 
leads  of  the  electrocardiogram  in  the  absence 
of  digitalis  administration.  One  of  these  had 
congestive  failure  following  two  attacks  of 
rheumatic  fever:  the  other  has  been  followed 
one  year  and  has  had  acute  pericarditis  and 
two  attacks  of  paroxysmal  auricular  fibrillation 
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in  this  time.  Congestive  failure  occurred  in 
eleven  of  the  thirty-four  rheumatic  cases.  Only 
one  positive  Wassermann  appeared  in  this 
group,  this  occurring  in  a typical  case  of  mitral 
stenosis  without  aortic  regurgitation  or  X-ray 
evidence  of  aortitis.  Two  cases  failed  to  have 
Wassermann  tests  recorded  but  both  had  mitral 
stenosis  and  a clear  history  of  rheumatic  fever. 
They  were  seventeen  and  twenty-four  years  of 
age  respectively.  Clinically,  there  were  three 
cases  of  auricular  fibrillation  besides  two  cases 
of  paroxysmal  auricular  fibrillation,  all  veri- 
fied by  electrocardiograms.  The  remainder 
clinically  apparently  showed  normal  rhythm 
or  premature  beats.  However,  out  of  nineteen 
electrocardiograms  recorded,  five  were  inter- 
preted to  be  auricular  fibrillation  (already 
mentioned  above),  four  partial  auriculo- ven- 
tricular heart  block,  one  transient  sino-auricular 
heart  block,  one  right  bundle  branch  block,  and 
two  with  abnormal  “T”  waves  not  due  to 
digitalis.  • The  remaining  six  showed  normal 
rhythm  or  ventricular  premature  beats. 


TABLE  II. 


Rheumatic  Group  III 

No.  Cases 

History  of  Rheumatic  Fever  and  Tonsillitis 

Chorea - 

21 

3 

Chronic  Tonsillitis 

5 

No  Previous  Rheumatic  History 

5 

Mitral  Stenosis 

15 

Mitral  Regurgitation 

3 

Aortic  Stenosis  and  Regurgitation 

2 

Aortic  Regurgitation 

4 

Aortic  and  Mitral  Disease 

8 

Myocarditis 

1 

Acute  Pericarditis  and  Myocarditis 

1 

During  the  entire  year  of  study  only  one 
case  of  sub-acute  bacterial  endocarditis  came 
under  our  observation.  Streptococcus  viridans 
was  recovered  by  blood  culture  repeatedly  in 
this  instance.  The  patient  was  afflicted  with 
rheumatic  heart  disease  and  mitral  stenosis  of 
long  standing  before  this  fatal  affection  set  in. 

In  the  Syphilitic  Group  the  Wassermann 
tests  were  all  positive  witli  one  exception. 
This  one  gave  birth  to  a child  with  congenital 
lues  shortly  before  coming  into  the  hospital 
for  study.  This,  in  addition  to  her  rapid  im- 
provement under  anti-luetic  treatment,  caused 
us  to  classify  her  aortic  regurgitation  as  luetic 
in  origin.  There  were  eight  cases  presenting 
the  signs  of  aortitis  and  aortic  regurgitation, 
three  of  these  showing  X-ray  evidence  of 
aortitis  and  one  an  aortic  aneurysm.  The  other 
two  cases  were  diagnosed  luetic  myocarditis. 


Three  of  the  aortitis  patients  gave  a history 
of  high  substernal  pain,  one  of  these  dropping 
dead  at  the  age  of  thirty-five.  One  of  the  cases 
of  myocarditis  had  praecordial  pain  with  radia- 
tion down  the  left  arm  on  exertion.  Three  of 
the  four  electrocardiograms  in  Group  IV  in- 
dicated normal  rhythm  while  one  apparently 
showed  auricular  standstill  with  idio-ventri- 
cular  rhythm,  possibly  due  to  overdosage  with 
digitalis. 

Four  thyroid  hearts  have  been  studied.  The 
history  suggested  long  standing  hyperthyroid- 
ism in  each  case  and  the  basal  metabolic  rate 
was  greater  than  +40  per  cent  of  the  normal 
in  each.  One  had  paroxysmal  auricular  fibril- 
lation, one  established  fibrillation,  and  two  nor- 
mal rhythm,  all  verified  by  electrocardiogram. 
All  gave  evidence  of  cardiac  enlargement  by 
physical  examination. 

Three  suspected  congenital  hearts  have  been 
here  included.  Two  were  thought  to  have  some 
interventricular  septal  defect  and  one  patent 
ductus  arteriosus.  In  one  of  the  first  two  and 
in  the  latter  marked  right  axis  deviation  by 
electrocardiogram  was  present. 

Of  the  eight  unclassified  cases  four  gave  evi- 
dence of  marked  cardiac  enlargement  probably 
due  to  chronic  adhesive  pericarditis.  Three  in- 
stances of  aortic  regurgitation  remain  un- 
classified etiologicall}',  as  well  as  another  case 
of  unexplained  cardiac  hypertrophy  Avith  con- 
gestive heart  failure. 

Comment 

Hypertens+e  heart  disease  is  the  commonest 
form  of  heart  disease  in  this  study.  Fahr5 
believes  this  to  be  generally  true  and  estimates 
that  50.000  people  in  the  United  States  die 
from  this  cause  yearly. 

We  are  unable  to  ascertain  the  incidence  of 
rheumatic  heart  disease  in  other  Southern  states 
as  no  similar  etiological  studies  of  heart  dis- 
ease have  appeared  in  the  literature  of  the  past 
five  years.  However,  a recent  study  by  Faulk- 
ner and  White,6  with  one  addition  by  our- 
selves, shows  the  percentage  of  total  medical 
cases  of  rheumatic  fever  or  chorea  entering 
representative  hospitals  of  four  Southern  states. 
The  University  of  Virginia  Hospital  shoAvs  a 
distinctly  higher  percentage  of  these  two  af- 
fections than  three  other  Southern  hospitals 
and  a little  more  than  half  of  that  given  by 
the  Peter  Bent  Brigham  Hospital,  of  Boston. 
Cabot’s  rheumatic  heart  disease  group  is  about 
tAvice  as  large  as  ours  as  it  should  be  if  the  in- 
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TABLE  IIP 


Hospital 

Years 

Average  Annual 
Medical 
Admissions 

Average  Annual 
Cases  of  Rheu- 
matic Fever 

Average  Annual 
Cases  of 
Chorea 

Percentage  of 
Total  Medical 
Cases  of  Rheu- 
matic Fever 
and  Chorea 

Peter  Bent  Brigham  Hospital, 
Boston... 

1918-1922 

2,480 

22 

9 

1.3 

Hospital  of  the  University  of 
Pennsylvania,  Philadelphia, 

Pa 

July,  1922 
to 

July,  1923 

1,518 

10 

7 

1.2 

Charity  Hospital,  New  Orleans  ... 

1920-1923 

5,349 

17 

11 

.4 

Baptist  Memorial  Hospital, 
Memphis,  Tenn 

1920-1923 

3,073 

3.5 

3 

.2 

University  Hospital,  Augusta,  Ga. 

1918-1923 

2,500 

1 

1 

.08 

University  of  Virginia  Hospital, 
University,  Va 

June,  1921 
to  June,  1923 

1,384 

4.5 

3.5 

.58 

TABLE  IV 


Cabot7 

Massachusetts  General  Hospital,  Boston 


Hamilton^ 

Boston  City  Hospital 


Groups 


Occurrence  in  600  Clinical 
Cases — Per  cent. 
1910-1914 


Occurrence  in  126  cases 
post  mortem  ~~ 
1896-1905 


Occurrence  in  356  Clinical 
Cases — Per  cent. 
1920-1922 


Rheumatic 

Syphilitic 

Arteriosclerotic 

Heart  changes — Hypertension 

Nephritic 

Congenital 

Doubtful 

Miscellaneous 


46 

12 

15 


19 

0 

8 


42 

13 

19 


21 

1 

4 


58 

7.5 

7.5 

5.4 


5.4 
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cidence  of  rheumatic  fever  and  chorea  parallels 
rheumatic  heart  disease  in  Massachusetts  and 
Virginia. 

Some  may  think  that  our  study  should  indi- 
cate a higher  percentage  of  syphilitic  hearts. 
A higher  incidence  would  have  occurred,  we 
believe,  if  all  the  patients  from  the  Department 
of  Svphilology  had  been  studied.  "We  purpose- 
ly avoided  the  invasion  of  any  one  department 
for  our  material  and  accepted  only  the  cases 
coming  through  and  referred  to  the  medical 
service. 

Table  IV  summarizes  two  other  etiological 
classifications  of  heart  disease  and  has  been 
included  here  for  comparison. 
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Discussion. 

Dr.  J.  M.  Hutcheson.  Richmond : This  paper  is 

very  interesting,  in  that  it  gives  a useful  idea  of  the 
etiology  of  heart  disease  here  with  us.  We  have 
been  depending  too  largely  upon  the  statistics  de- 
rived from  places  where  conditions  are  different  from 
ours.  The  incidence  of  rheumatic  heart  disease,  for 
instance,  varies  in  different  climates,  being  higher 
in  the  north  than  with  us.  I wish  I could  state 
what  our  experience  in  Richmond  has  been,  but  I 
have  not  the  exact  figures  at  my  command.  We 
classify  a larger  percentage  as  luetic  cases.  We  have 
more  of  these  cases,  because  of  our  larger  colored 
practice,  who  show  a higher  incidence  of  syphilis 
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than  the  white.  When  we  get  a positive  Wassermann 
and  the  etiology  of  the  heart  disease  is  a little  ob- 
scure, we  are  apt  to  put  the  case  down  as  luetic  when 
often  it  is  an  arteriosclerotic  heart  with  positive 
Wassermann. 

We  have  been  too  easily  satisfied  with  a diag- 
nosis based  on  some  anatomic  defect,  particularly  of 
the  valves,  and  too  often  content  to  recognize  car- 
diac failure  regardless  of  its  cause.  No  diagnosis 
of  cardiac  disease  is  complete  unless  it  includes  a 
working  idea  of  the  origin  of  the  trouble,  the  ana- 
tomic changes  that  have  taken  place  with  resulting 
functional  derangement,  whether  or  not  the  process 
is  progressive  and  the  manner  in  which  it  pro- 
gresses. This  means,  of  course,  a careful  considera- 
tion of  etiology. 

I believe  there  are  many  infections  which  we  do 
not  now  think  of  as  involving  the  heart,  which  really 
do.  and  these  are  responsible  for  cardiac  failure  more 
frequently  than  is  thought.  I recently  saw  two  cases 
with  undoubted  evidence  of  structural  involvement 
due  to  rather  mild  sinus  infections.  Any  infection 
of  the  upper  respiratory  tract  may  cause  cardiac 
damage.  If  we  are  to  make  any  progress  toward  the 
preventicm  of  cardiac  disease  it  is  necessary  that 
we  pay  closer  attention  to  its  initial  phases. 

Dr.  T.  D.  Jones,  University:  I -would  like  to  add 

just  a word  further  about  the  rheumatic  group.  Two 
cases  I will  cite.  One,  age  thirty-nine,  was  admitted 
from  our  out-patient  department  with  glycosuria. 
Her  carbohydrate  tolerance  was  almost  normal.  On 
routine  examination,  we  found  nothing  other  than 
a mild  diabetes.  A history  of  two  attacks  of  rheu- 
matic fever  made  us  SVispicious  and  we  made  an 
electrocardiogram,  which  showed  a flat  “T”  wave  in 
lead  I and  inverted  “T”  waves  in  leads  II  and  III, 
the  patient  having  had  no  digitalis.  The  patient 
came  back  in  about  a month  with  congestive  heart 
failure.  Another  case  was  that  of  a girl  seventeen 
years  old.  She  had  had  rheumatic  fever  at  five  years 
and  was  apparently  just  recovering  from  an  attack 
of  rheumatic  fever  when  admitted.  A mid-diastolic 
murmur  was  heard  over  the  apex  of  the  heart  by 
some  and  not  by  others.  Electrocardiogram  showed 
definite  partial  auriculo-ventrieular  block,  not  sus 
pected  clinically.  The  patient  went  out  of  the  hos- 
pital with  minute  instructions  as  to  method  of  liv- 
ing. I would  like  to  impress  upon  everyone  that  in 
obtaining  any  routine  history,  we  should  get  the 
facts  as  to  whether  there  has  been  any  chorea,  ton- 
sillitis or  rheumatic  fever  and,  if  there  has  been,  we 
should  suspect  rheumatic  involvement  of  the  heart. 

Dr.  J.  Bolling  Jones,  Petersburg:  In  the  rheumatic 
group  we  have  had  only  five  cases  among  members 
of  the  colored  race.  In  the  routine  examination  of 
applicants  for  the  service  in  the  first  draft,  com- 
prising men  from  eighteen  to  twenty-one  years  of 
age,  the  examination  of  the  teeth  was  stressed.  Many 
men  got  out  of  the  service  because  they  did  not  have 
certain  teeth.  The  poor  negro  did  not  get  out  at 
all  for  this  reason,  because  a negro  always  has  good 
teeth.  It  is  a remarkable  fact.  We  find  in  the 
mouth  of  practically  every  white  man  of  this  age  a 
large  percentage  of  defective  teeth,  but  it  is  very 
rare  to  find  any  in  the  mouth  of  a colored  man. 
Since  we  know  that  there  is  a definite  connection 
between  mouth  infections,  throat  infections  and  heart 
disease,  particularly  in  the  rheumatic  group,  this 
probably  explains  why  rheumatic  hearts,  as  a rule, 
do  not  occur  in  members  of  the  colored  race.  Proba- 
bly this  difference  in  the  two  races  is  explained,  in 
so  far  as  mouth  and  throat  infections  bear  a rela- 
tion to  heart  disease.  Teeth  decaying  in  early  life 


are  especially  rare  in  the  negroes,  and  they  are  thus 
protected  from  rheumatism. 

Dr.  Wm.  R.  Jones,  Richmond:  What  Dr.  Jones 

has  just  said  brings  up  a question  deserving  future 
consideration  in  regard  to  the  rheumatic  heart.  We 
have  made  a study  of  rheumatic  heart  disease  and 
conditions  causing  it  in  order  to  clear  up  the  obscur- 
ity surrounding  it.  In  the  negro  race  we  have  a 
large  percentage  of  heart  disease.  We  have  just 
heard  that  negroes  have  a small  percentage  of  bad 
teeth.  Of  course  we  know  the  relationship  between 
bad  teeth  and  rheumatism.  Our  experience  in  this 
matter  is  apparently  contradictory.  The  white  race 
with  a small  percentage  of  heart  disease  has  a rela- 
tively larger  per  cent,  due  to  infection.  In  the 
negro  race  we  observed  many  people  engaged  in 
laborious  occupations.  These  are  very  subject  to 
heart  disease.  Gonorrhoea  is  often  the  cause  of 
heart  disease  in  this  race,  and  of  course  cases  of 
aortic  disease  are  often  syphilitic.  It  would  be  wise 
to  study  the  subject  in  relation  to  specific  rheu- 
matism. 

Dr.  J.  Edwin  Wood.  University,  closing  discussion: 
The  term  “rheumatic”  seems  to  be  somewhat  confus- 
ing. I should  like  to  repeat  the  .definition  of  rheu- 
matic heart  disease  already  reacf.  A study  of  the 
pathology  of  rheumatic  fever  by  Swift  indicates  that 
heart  disease  is  only  one  important  manifestation  of. 
this  infection  and  that  while  the  Aschoff  body  is  a 
characteristic  finding  in  the  heart  muscle,  similar 
focal  lesions  may  be  found  elsewhere  in  the  body.  We 
do  not  know  certainly  the  agent  causing  rheumatic 
fever,  but  there  is  evidence  to  show  that  it  may  be 
a streptococcus  infection. 

I agrefe  with  Dr.  Hutcheson  that  we  do  not  clearly 
understand  acute  infectious  disease  as  a cause  of 
cardiac  damage. 


NECROPSIES  AS  AN  INDEX  OF 
EFFICIENCY  OF  TREATMENT  - 

By  LOUIS  B.  WILSON,  M.  D.,  Rochester,  Minnesota. 

The  physician  in  his  professional  work  is 
called  on  to  diagnose  and  treat  two  types  of 
human  ailments : those  which  do  not  threaten 
the  life  of  the  patient,  and  those  which  do  en- 
danger his  life.  In  the  first  type,  the  physi- 
cian, in  his  efforts  to  relieve  pain,  to  restore 
the  patient  to  health  more  quickly,  and  to  pre- 
vent the  development  of  chronic  diseases  of 
vital  organs  which  may  in  the  end  either  per- 
manently impair  the  health,  or  through  exacer- 
bations endanger  life,  may  often  be  aided  in 
his  diagnosis,  and  not  infrequently  in  his  treat- 
ment of  the  case,  by  laboratory  procedure.  It 
is  not  my  purpose  here  to  discuss  these  phases 
but  rather  to  take  up  those  considerations  per- 
taining to  the  improvement  of  the  physician’s 
judgment  in  diagnosis  and  treatment  in  the 
second  type  of  ailments,  namely,  those  in  which 
the  patient’s  life  is  endangered. 

Every  physician,  when  he  graduates  from 
medical  school,  is  equipped  with  a fair  general 

♦Read  before  the  Seaboard  Medical  Association  of  Virginia 
and  North  Carolina,  December  4,  1924. 
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knowledge  of  the  beginnings,  progress,  and 
termination  of  the  important  diseases  of  man- 
kind. These  are  based  on  a working  knowl- 
edge of  the  principles  of  anatomy,  physiology, 
chemistry,  and  pathology.  He  has  obtained  his 
best  working  knowledge  of  anatomy  in  the  dis- 
section room,  and  of  pathology,  in  the  morgue, 
the  museum,  and  the  laboratory.  He  has  his 
journals  and  his  text-books  by  which  he  can 
extend  his  knowledge  in  all  Helds  so  far  as  is 
possible  by  reading.  In  most  states,  besides 
this  scholastic  equipment,  he  must  also  add  a 
year  of  practical  work  in  a hospital  before  he 
is  permitted  to  pi'actice  medicine.  During  this 
year  he  has  some  experience  in  attempting  to 
apply,  with  greater  responsibility  than  during 
his  undergraduate  years,  his  knowledge  of 
fundamental  medical  sciences  to  the  diagnosis 
and  treatment  of  disease.  A large  share  of  his 
attention  must,  however,  be  devoted  to  the  art 
rather  than  to  the  science  of  medicine,  that  is, 
to  ways  of  doing  things  rather  than  to  the  rea- 
sons for  doing  them.  When  he  Hnallv  leaves 
the  hospital  and  begins  practice  for  himself, 
he  is  fairly  well  equipped  for  general  practice 
in  everything  except  the  most  important, 
namely,  clinical  judgment. 

How  shall  we  define  clinical  judgment? 
Everyone  agrees  that  it  rests  on  experience. 
But  what  are  the  elements  of  fruitful  experience 
which  result  in  improved  judgment?  Does  it 
consist  in  reading  the  experience  of  other  clini- 
cians? Does  it  consist  in  listening  to  the  clini- 
cal lectures  of  other  clinicians?  Or  does  it  not 
consist  almost  entirely  in  learning  from  one’s 
own  experience?  It  is  true  there  are  rare  in- 
dividuals whose  clinical  judgment  seems  to  be 
developed  very  early  and  after  relatively  little 
clinical  experience.  They  have  perhaps  even 
unconsciously  developed  good  judgment,  as  a 
puppy  may  learn  to  swim  by  being  thrown  into 
the  water.  Such  rare  persons  pass  among  their 
fellows  as  geniuses  with  wonderful  diagnostic 
intuition.  The  more  one  studies  them,  how- 
ever, the  more  one  is  impressed  with  the  fact 
that  although  their  mental  processes  may  be 
subconscious,  they  really  are  quick  and  careful 
observers  of  minute  details  which,  uncon- 
sciously, they  arrange  in  logical  sequence  to 
form  the  premises  for  their  conclusions.  Such 
geniuses  are  rare.  The  great  bulk  of  us  are 
compelled  to  improve  our  judgment,  if  at  all. 
by  conscious  and  painstaking  effort.  Funda- 
mentally this  conscious  effort  must  be  along 
the  line  of  studying  our  errors. 


Now,  fortunately  for  us,  and  still  more 
fortunately  for  our  patients,  the  results  of  the 
great  bulk  of  our  errors  do  not  immediately 
result  in  the  death  of  the  patient.  Because  of 
this,  in  many  cases,  we  may  never  have  the  op- 
portunity of  analyzing  our  errors,  unless  in 
later  years  their  results  are  brought  to  our 
notice  either  by  our  own  renewed  studies  of  the 
patient  or,  what  is  more  unpleasant,  by  the 
not  always  friendly  criticisms  of  some  other 
practitioner  to  whom  our  patient  has  turned. 

But  in  those  instances  in  which  we  know  or 
suspect  that  we  have  erred  in  diagnosis  or  treat- 
ment and  the  patient  dies  while  still  under 
our  care,  there  is  available  the  best  oppor- 
tunity in  all  our  professional  life  for  improv- 
ing our  judgment,  namely,  the  opportunity  to 
perform  a necropsy  and  find  out  where  and  to 
what  extent  we  have  erred,  if  at  all. 

In  the  face  of  this  line  of  reasoning,  the  logic 
of  which  will  probably  be  admitted  by  every- 
one, why  is  it,  that  among  so  intelligent  a body 
of  physicians  as  the  United  States  holds  at 
present,  necropsies  are  performed  on  the  bodies 
of  probably  not  more  tl^an  2 per  cent  of  all 
the  patients  who  die?  In  the  first  place,  is  it 
because  of  the  great  difficulty  of  obtaining  per- 
mission for  necropsies?  In  answer  to  this  sug- 
gestion a few  specific  instances  may  be  given. 
For  the  year  1920.1  thirty-nine  hospitals  in 
Chicago  reported  to  a special  committee  of  the 
Institute  of  Medicine  12  per  cent  of  permis- 
sion necropsies  from  4.868  deaths.  In  only 
six  of  these  hospitals,  the  percentage  of  per- 
mission necropsies  was  above  twenty.  During 
the  following  j^ear,  1921, 2 the  same  hospitals 
reported  16.5  per  cent  of  permission  necropsies 
and  eighteen  of  the  hospitals  showed  an  in- 
crease in  their  percentage  over  1920.  In  nine 
hospitals  the  percentage  of  permission  ne- 
cropsies was  above  twenty.  This  record  seems 
to  me  to  show  what  may  be  accomplished  in 
a very  large  community  by  the  increased  in- 
terest produced  by  a central  committee.  Among 
efforts  of  single  institutions  the  following  may 
be  mentioned: 

The  Philadelphia  General  Hospital  in  1922 : 
reported  an  increase  in  its  permission  necropsies 
in  three  years  from  10  to  51.3  per  cent. 

Bluestone  reported  in  19224  that  in  Mount 
Sinai  Hospital  necropsies  were  performed  in 
56  per  cent  of  all  ward  deaths,  excluding 
coroner’s  cases,  for  the  year  1921,  and  that  dur- 
ing a six  months’  period,  beginning  March. 
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1921,  permission  was  obtained  in  G4  per  cent 
of  the  cases.  This  was  in  a hospital  in  which 
many  of  the  patients  are  Jewish,  a group  who 
are  notoriously  averse  to  necropsies,  and  in 
which  in  1913  the  percentage  of  necropsies, 
exclusive  of  medico-legal  cases,  was  7.3  per 
cent. 

In  1904,  in  the  Mayo  Cliuic,  the  bodies  of 
only  22  per  cent  of  all  patients  dying  were  ex- 
amined postmortem.  This  was  the  highest  per- 
centage which  had  been  made  from  the  opening 
of  St.  Mary’s  Hospital  in  1889.  In  1905,  with 
the  addition  to  the  staff  of  a pathologist,  a 
part  of  whose  duty  it  was  to  secure  permis- 
sions for  necropsies,  the  bodies  of  70  per  cent 
of  all  patients  dying  were  examined  by  per- 
mission. This  percentage  has  never  been  ma- 
terially lessened  since  1905.  It  has  gone  in  one 
year  to  almost  95  per  cent.  The  usual  annual 
percentage  is  about  eighty-five.  The  total  num- 
ber of  necropsies  for  1923  was  592. 

But  high  percentages  of  permissions  for 
necropsies  are  not  found  in  hospitals  alone. 
Many  physicians  working  alone  obtain  excel- 
lent percentages.  One  of  the  most  remarkable 
instances  of  which  I am  aware  is  that  of  Dr. 
Hugh  T.  Montgomery,5  of  South  Bend.  Indi- 
ana. Nearly  fifty  years  ago  Dr.  Montgomery" 
began  practice  in  an  isolated  rural  community 
in  Elkhart  County,  Indiana.  He  asked  for 
permission  for  a necropsy  of  the  body  of  his 
first  patient  to  die,  and  was  almost  mohbed  for 
his  temerity.  He  says,  “I  did  not  get  that  post- 
mortem. but  I persisted  and  I got  the  third. 
They  slowly  became  more  and  more  frequent, 
until  most  of  my  families  wanted  to  know  and 
to  see  what  had  caused  the  death  of  their  rela- 
tive. Our  Elkhart  County  Medical  Society 
met  once  a month.  I was  always  there,  and 
with  from  three  to  five  pathologic  specimens. 
During  the  nine  years  that  I spent  in  that 
village,  far  from  a railroad,  getting  my  mail 
every  other  day.  I didn’t  stop  growing  in  medi- 
cine. Any  man  can  accomplish  what  T did,  if 
he  “will  be  persistent,  strictlv  hoixest.  and 
svmpathetic  with  the  people  with  whom  he  is 
located.” 

It  is  the  general  consensus  of  opinion  of 
pathologists  whose  dutv  it  is  to  request  per- 
mission for  necropsies  that  almost  all  intelli- 
gent persons,  with  the  possible  exception  of 
members  of  certain  religious  sects,  can  be 
brought  to  give  consent  for  the  examination 
of  the  bodies  of  their  dead  relatives  bv  an  hon- 
est and  straight-forward  presentation  of  the 


xeasons  why  an  examination  should  be  made. 

It  is  true  that  there  are  many  minor  factors, 
such  as  the  interference  of  uninformed  under- 
takers, religious  scruples,  racial  prejudices  and 
so  forth,  which  are  cited  as  excuses  lor  the  gen- 
eral failure  to  obtain  permission  for  necropsies. 
When  all  is  said  and  done,  however,  the  plain 
truth,  in  most  instances,  is  that  necropsies  are 
not  obtained  by  physicans  because  they  are  ixot 
sufficiently  interested  in  them  to  urge  per- 
mission. 

Now,  physicians  as  a class  are  both  honest 
and  earnest  in  their  desii-e  to  render  the  best 
possible  service  to  their  patients.  If  necropsies 
can  contribute  to  the  improvement  of  such  ser- 
vice, why  ai'e  physicians  not  sufficiently  inter- 
ested to  urge  permission  for  them?  I take  it 
this  lack  of  interest  has  a number  of  roots 
which,  unconsciously  to  the  physician,  have 
placed  him  in  a position  from  which  he  finds 
it  difficult  to  extricate  himself.  One  of  these 
roots  I have  ixo  doubt  is  public  opinion.  It’s  a 
bi'ave  man  who  will  suddenly  go  contrary  to 
public  opinion  in  mattei’s  intimately  connected 
with  the  dead,  aixd  in  this  country  there  is  no 
doubt  that  there  is  a vague  public  opinion 
which  is  adverse  to  countenancing  necropsies. 
Such  opinion,  however,  I believe  to  be  so 
groundless  that  it  can  be  readily  changed  by 
honest,  straight-forward  presentation  of  the 
facts  to  intelligent  persons.  Too  fi’equentlv, 
alas,  the  physician  does  not  know  how  to  pre- 
sent  the  case  for  necropsy  permission.  He  is 
likely  to  ask,  if  at  all,  for  permission  as  a 
favor  to  himself.  This  attitude  seems  to  me 
to  be  radically  wrong.  There  is  no  objection 
to  stating  that  you  as  the  physician  of  course 
are  interested  in  finding  out  more  of  the  facts 
concerning  the  dead.  But  it  also  should  be 
made  clear  that  the  desire  for  this  knowledge 
is  not  a matter  of  personal  curiosity,  but  that 
you  may  first  apply  it  in  the  diagnosis  and 
treatment  of  diseases  of  other  members  of  the 
family  of  the  deceased,  and  also  in  the  care  of 
other  sick  persons.  Of  course,  this  presupposes 
the  necessity  for  admitting  that  the  attending 
"hvsician  does  not  know  everything  concern- 
ing the  dead  whom  he  has  attended.  But  this 
admission  of  lack  of  omniscience  can  be  made 
tactfullv  and.  indeed,  in  such  a way  as  to  cre- 
ate a strong  prejudice  in  favor  of  the  physician 
instead  of  against  him.  Most  of  all.  however, 
the  fact  should  be  emphasized  that  the  friends 
of  the  dead  ought  to  know,  and  have  a right  to 
know  everything  possible  concerning  the  con- 
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ditions  of  disease  in  their  dead  relatives.  A 
resulting  corollary  of  this  is  that  the  physician 
must  truthfully  and  fully  explain  to  the  rela- 
tives after  he  has  made  the  examination  exactly 
what  he  has  found  In  our  work  at  Rochester 
we  believe  that  this  is  one  of  the  largest  factors 
in  our  continuing  high  percentage  of  permis- 
sions for  necropsy. 

The  pathologic  departments  of  the  medical 
schools  of  the  United  States  are  quite  as  well 
manned  as  are  the  departments  of  anatomy, 
physiology,  and  chemistry  in  the  same  schools. 
But  in  all  the  fundamental  departments,  the 
teaching  personnel  is  very  meager.  Relatively 
few  of  the  medical  schools  control  sufficient  hos- 
pital material  to  allow,  even  with  the  most 
careful  cultivation  of  permissions,  a large  num- 
ber of  necropsies.*  In  some  institutions  the 
number  of  necropsies  available  for  teaching 
purposes  is  further  reduced  by  coroner's  cases, 
the  examinations  of  which  are  not  open  to  stu- 
dents. A fourth  factor  is  the  lack  of  students’ 
time  in  our  present  over-crowded  standard 
medical  curriculum.  These  four  factors,  namely, 
lack  of  teaching  personnel,  lack  of  hospital 
material,  isolation  of  coroner's  cases,  and  es- 
pecially lack  of  time  in  the  curriculum,  oper- 
ate in  many  medical  schools  to  reduce  the  total 
number  of  necropsies  observed  by  the  under- 
graduate medical  student  to  a ridiculous  mini- 
mum. while  the  number  of  necropsies  in  which 
the  medical  student  has  had  an  opportunity  to 
take  part  is  even  much  less.  As  a result,  the 
medical  graduate  is  almost  wholly  untrained 
in  necropsy  work,  and  hence  lacks  confidence 
in  attempting  to  perform  a necropsy,  or  to  in- 
terpret the  findings  thereof.  But  this  condition 
should  not  deter  the  earnest  young  practi- 
tioner who  desires  to  render  better  service  to 
his  patients.  He  may  make  absurd  mistakes  in 
his  early  necropsy  experience,  but  he  will  learn 
by  these.  Of  course  he  should  embrace  any 
opportunity  to  work  as  an  assistant  to  a good 
general  pathologist.  If  he  is  wise,  he  will  spend 
his  first  vacation  study  period  attending  ne- 
cropsies and  clinical-pathologic  conferences  in 
some  large  hospital.  Men  competent  to  make 
necropsies  of  considerable  excellence  are  really 
not  so  few  as  we  sometimes  imagine.  In  the 
A.  E.  F.,  although  in  May,  1918,  we  could  find 
in  the  seventy-two  hospitals  then  in  France 

•The  Medical  School  of  the  University  of  Minnesota  is  par- 
ticularly fortunate  in  this  respect.  In  1923  its  Department  of 
Pathology  performed  849  postmortems.  During  the  last  six 
month*?  of  thi*  year  (1924),  postmortems  were  made  on  68 
per  cent  of  all  patients  dying  in  the  University  Hospital. 6 


m which  there  were  laboratories  only  twelve 
medical  officers  who  would  admit  tliat  they 
knew  how  to  make  a necropsy,  we  succeeded 
m uncling  before  the  armistice  more  than  iour 
hundred  who  could  and  did  make  good  ne- 
cropsies; that  is,  necropsies  which,  though  in 
some  cases  not  conducted  in  the  most  scienti  .c 
manner,  yet  actually  did  yield  information 
which  was  of  very  great  importance  to  the 
other  physicians  and  surgeons  in  the  hospital 
organizations. 

1 suspect  that  the  lack  of  interest  in  necrop- 
sies which  obtains  among  physicians  may  m 
part  be  due  also  to  the  faith  which  many  of 
them  have  come  to  place  in  the  numerous  and 
excellent  physiologic  and  chemical  tests  which 
are  now  available  for  diagnosis  while  the  pa- 
tient is  still  alive.  It  might  be  supposed  that 
the  patient  who  has  had  all  of  the  various 
laboratory  examinations  which  are  possible  in 
a modern  university  or  private  clinic  would 
have  had  the  whole  story  of  his  ailments  com- 
pletely revealed  to  his  physician.  We  are  some- 
times surprised  that  this  is  not  the  case,  hut 
we  should  not  be  so  surprised.  Very  few  tests 
are  pathognomonic  of  anything,  a fact  which 
must  always  remain,  so  long  as  we  are  dealing 
with  that  complex  organism,  the  human  body. 
Rarely  is  any  part  alone  sick.  Rarely  does  any 
single  lesion  reveal  itself  unqualifiedly.  Rarely 
is  the  immediate  cause  of  death  the  only  im- 
portant part  of  a patient’s  ailments.  The  cock- 
sure internist  is  the  inexperienced  internist, 
who  is  interested  in  making  a diagnosis  in  a 
case  regardless  of  the  fact  that  many  other  es- 
sential or  even  more  important  things  may  ail 
the  patient.  It  is  difficult  enough  to  get  at  the 
real  facts  of  disease  when  the  entire  body  may 
be  made  the  subject  of  both  gross  and  micro- 
scopic examination  with  the  full  clinical  his- 
tory of  the  patient  and  the  results  of  all  labora- 
tory tests  at  hand  to  be  used  as  a suggestive 
chart  for  discovery.  How,  then,  can  the  clini- 
cian. who  has  only  the  clinical  history,  the  tests, 
and  the  results  of  his  relatively  meager  physi- 
cal examination,  expect  to  get  at  all  the  facts 
of  disease?  I cannot  refrain  from  speaking  a 
word  of  caution  here  concerning  our  overween- 
ing confidence  in  the  results  of  the  microscopic 
examination  of  tissue  from  the  living  patient. 
This  can  at  best  only  give  the  information  con- 
cerning the  minute  fractional  part  of  the  tis- 
sues of  the  patient  which  are  possibly  diseased, 
and  such  a part  must  be  selected  by  gross  ap- 
pearance only.  If  the  microscopic  examination 
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of  a biopsy  specimen  is  positive,  well  and  good; 
if  negative,  we  are  fortunate  if  we  are  not  led 
into  an  unfounded  confidence  that  disease  is 
absent,  which  may  result  seriously  to  the  pa- 
tient by  our  failure  to  proceed  with  necessary 
remedial  measures. 

I think  I hear  someone  ask,  “But  is  not  all 
this  reasoning  fallacious  after  all  i Are  we 
not.  in  our  diagnosis  and  treatment  of  patients, 
rendering  a very  highly  accurate  and  effective 
service  ? In  other  words,  have  not  most  of  our 
clinicians,  without  the  aid  of  necropsies  actually 
developed  such  good  clinical  judgment  that 
their  percentage  of  accuracy  in  diagnosis  is 
very  high  ?”  I regret  to  say  that  where 
necropsy  records  are  complete,  this  is  shown 
not  to  be  the  case.  You  are  all  familiar  with 
the  reports  published  a few  years  ago  by  Dr. 
Richard  Cabot,7  showing  the  distressingly  large 
percentage  of  clinical  errors  made  concerning 
3.000  patients  on  whom  necropsies  were  per- 
formed. "Where  a batting  average  of  correct 
diagnoses  is  less  than,  or  little  more  than  50 
per  cent,  it  might  almost  be  considered  guess- 
ing. Yet  Cabot  found  such  an  error  to  exist 
concerning  miliary  tuberculosis,  chronic  inter- 
stitial nephritis,  thoracic  aneurysm,  hepatic 
cirrhosis,  acute  endocarditis,  peptic  ulcer,  sup- 
purative nephritis,  renal  tuberculosis,  broncho- 
pneumonia. vertebral  tuberculosis,  chronic  myo- 
carditis. hepatic  abscess,  acute  pericarditis,  and 
acute  nephritis.  Wells8  has  recently  analyzed 
3.712  necropsies,  1.000  of  which  were  from  his 
own  records,  and  2,712  from  the  necropsy 
records  of  Cook  County  Hospital  for  the  years 
1017  to  1022,  with  special  reference  to  cancer. 
He  found  a total  diagnostic  error  of  36.5  per 
cent.  Thirty-seven  per  cent  of  all  internal 
tumors  were  not  recognized.  Wood,9  patholo- 
gist to  St.  Luke’s  Hospital.  New  York,  says, 
“Only  the  pathologist  realizes  how  many  pa- 
tients with  hysteria  have  brain  tumors;  in  how 
many  ‘heart  cases’  there  are  no  valvular  lesions 
but  nephritis,  and  that  10  per  cent  of  all  old 
persons  die  with  unsuspected  cancer.1'  I think 
it  may  be  asserted  with  modesty  that  the  pa- 
tients in  the  Mayo  Clinic  are  as  carefully 
and  thoroughly  studied  as  anywhere  else  in 
America,  and  yet  more  than  half  our  necrop- 
sies show  important  lesions,  though  not  neces- 
sarily the  fundamental  ones,  which  have  not 
been  mentioned  in  the  clinical  histories.  Self- 
confidence  in  diagnosis  comes  from  permitting 
the  undertaker  to  cover  errors.  Ts  it  any  won- 
der that  we  talk  of  the  efficient  necropsy  ser- 


vice as  an  index  of  efficiency  of  diagnosis  and 
treatment  ? 

I doubt  very  much  whether  any  internist, 
however  skilled,  can  maintain  a high  degree  of 
efficiency  with  a low  percentage  of  necropsies. 
In  this  connection  I am  reminded  of  an  inci- 
dent. Early  in  the  spring  of  1918  I had  the 
pleasure  of  spending  the  week-end  with  Sir 
William  Osier  at  Oxford.  I had  not  seen  him 
for  years,  and  Saturday  night  we  talked  until 
Sunday  morning.  He  dwelt  in  his  own  keen, 
analytical  way  particularly  on  certain  types  of 
conditions  which  had  been  brought  out  during 
the  World  War,  and  promised  to  go  over  with 
me  the  next  morning  a number  of  his  most 
interesting  case^  of  this  kind  in  the  hospital. 
But  when  we  registered  at  the  hospital  the 
next  morning,  the  clerk  said,  “Sir  William, 
there  is  a postmortem  on  one  of  your  cases.1’ 
Osier  turned  to  me  and  said,  “That  settles  it, 
our  D.  A.  H.  cases  must  wait.  I never  miss  a 
postmortem.” 

In  hospitals  or  other  clinical  groups,  the 
most  effective  utilization  of  the  information 
from  necropsies  is  by  means  of  the  clinico- 
pathologie  conference.  In  the  early  days  of 
the  Mayo  Clinic  when  the  staff  was  small,  these 
were  held  at  irregular  intervals  as  soon  as  pos- 
sible after  each  necropsy.  As  the  staff  in- 
creased. and  it  became  more  difficult  to  get  men 
together,  we  settled  down  to  weekly  confer- 
ences. Except  for  a short  interval  during  the 
war,  these  have  been  continuous  since  1912. 
They  are  the  most  conscientiously  attended 
meetings  of  any  we  hold,  and  I believe  it  is 
the  opinion  of  all  the  members  of  the  staff  that 
they  are  the  most  fruitful  in  suggestions  for 
improvement,  not  even  excepting  our  very  ex- 
cellent lecture  courses  by  eminent  specialists 
from  outside  our  staff.  We  insist  on  these  con- 
ferences weekly  instead  of  at  longer  intervals, 
because  we  feel  that  each  case  should  be  fresh 
in  the  mind  of  every  man  concerned.  The 
clinical  history,  the  laboratory  findings,  and 
the  necropsy  report  are  reviewed  in  detail. 
Specimens,  if  anv,  both  gross  and  microscopic, 
are  demonstrated.  Tt  is  a closed  meeting,  that 
we  mav  speak  with  “the  brutal  frankness  of 
blood  relatives”  Not  infrequently  someone’s 
pride  is  hurt,  but  it  heals  without  being  de- 
stroyed. Tt  is  not  humility  alone  that  we  at- 
tain. There  is  often  cause  for  congratulation. 
Mo«t  of  all  we  learn  to  face  the  truth,  and  are 
inspired  thereby  to  an  overwhelming  desire  to 
improve. 
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Would  that  we  might  all  have  engraved  in 
our  hearts,  if  not  in  our  meeting  halls,  the  old 
motto,  “ Mortui  vivos  docent.'"1 
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A BRIEF  DISCUSSION  OF  DIGITALIS 
AND  STRYCHNINE.* 

By  GARNETT  NELSON,  M.  D„  Richmond,  Va. 

If  a discussion  of  digitalis  is  to  be  limited 
to  a few  minutes,  it  is  necessary  to  go  rather 
fully  into  a few  phases  of  the  subject  only,  and 
to  omit  entirely  or  merely  allude  to  certain 
other  phases.  The  real  difficulty  lies  in  pre- 
jiaring  a sufficiently  brief  discussion. 

A full  discussion  would  have  to  include : 

1.  The  pharmacology. 

2.  A detailed  enumeration  of  the  official 
preparations  and  many  of  the  non-official  that 
are  on  the  market,  with  a statement  as  to  the 
relative,  value,  including  their  cost. 

3.  An  explanation  of  the  methods  of  stand- 
ardization. 

4.  A comparison  of  the  methods  of  adminis- 
tration— by  mouth,  by  rectum,  in  the  veins  or 
in  the  muscles — including  the  average  time  in 
which  either  method  may  be  expected  to  show, 
first,  any  action;  second,  the  maximum  action: 
and  the  duration  of  this  maximum  effect. 

5.  The  physiological  action,  whether  on  the 
heart  muscle  itself,  the  nervous  system,  the 
gastric  mucosa,  the  blood  vessels,  other  muscu- 
lar tissues,  etc. 

G.  The  available  evidence  of  such  physiologi- 
cal action. 

•Read  before  the  Staff  of  the  McGuire  Clinic. 


7.  The  indications  for  the  use  of  digitalis 
and  the  contra-indications,  and  the  advisable 
therapeutic  combinations. 

I.  and  II.  Pharmacology  and  Preparations 
Digitalis  is  grown  in  various  parts  of  the 
world,  one  variety  being  about  as  good  as  an- 
other. A very  good  plant  is  grown  near  Rich- 
mond. The  leaves  or  seeds  are  used  by  differ- 
ent manufacturing  houses.  Digitalis  is  very 
complex  in  composition,  and  from  it  several 
alkaloids  or  glucosides  have  been  obtained,  of 
which  four  might  be  mentioned : cligitalin, 
digitalein.  digitoxin  and  digitonin.  It  is 
marketed  in  the  form  of  the  leaves  or  seeds,  a 
tincture,  a fluid  extract,  an  infusion  and  the 
alkaloids  mentioned.  The  strength  of  digi- 
tabs  varies  enormously,  and  none  of  the  official 
preparations  can  be  used  indiscriminately,  that 
is  without  a physiological  test  having  first  been 
made.  It  Mould  seem  that  the  alkaloids  or 
glucosides  had  a uniform  strength,  but  this  is 
not  true,  the  French  digitalin,  for  example, 
being  eight  times  as  powerful  as  the  German 
digitalin,  from  which  the  American  digitalin 
is  generally  made.  This  enormous  variation 
in  the  potency  of  different  digitalis  leaves  and 
seeds  may  be  mentioned  as  an  explanation  of 
the  unfavorable  reports  as  to  its  action  that 
have  occurred  from  time  to  time.  It  is  clear 
that  the  indiscriminate  use  of  tinctures  vary- 
ing in  strength  to  such  an  extent  that  a full 
ounce  of  one  has  the  same  strength  as  a dram 
of  another  must  lead  to  confusion.  There  are 
numerous  non-official  or  proprietary  prepara- 
tions on  the  market,  the  most  common  of  which 
are  digifolin  and  digipuratum  (Ciba).  digitan 
(Merck),  digitol  (Mulford).  digalen  (Roche), 
digilutin  (Upshur  Smith),  digitalone  and 
tincture  digitalis  No.  Ill  (Parke-Davis).  and 
tincture  digitalis  (Squibb,  Parke-Davis, 
Upshur  Smith,  etc.). 

III.  Methods  of  Standardization 
The  methods  of  standardization  are  (a)  the 
frog  lethal  dose  method;  (b)  the  frog  systolic 
stand-still  method;  (c)  the  guinea-pig  lethal 
dose  method;  ancl  (d)  the  intravenous  cat 
method.  Without  going  into  these  at  all  fully, 
the  principle  of  them  all  is  the  same;  that  is 
to  say,  they  are  physiological  standardization 
methods,  and  after  a tincture  or  any  other 
preparation  is  manufactured,  it  is  determined 
how  much  of  this  preparation  given  intra- 
venously under  absolutely  constant  conditions 
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is  needed  in  order  to  produce  death,  or  systolic 
stand-still,  in  a given  length  of  time.  This 
method  of  standardization  must  be  used  to  de- 
termine the  strength  of  any  preparation  of 
digitalis  before  it  is  put  on  the  market,  and 
Ave  are  absolutely  dependent  on  the  integrity 
of  the  manufacturing  concern  and  druggist 
from  whom  we  obtain  our  digitalis,  unless  we 
test  it  ourselves. 

IV.  Methods  of  Administration 

Digitalis  is  commonly  used  by  mouth,  by 
rectum,  in  the  veins,  or  in  the  muscles.  The 
occurrence  of  such  a great  variety  of  prepara- 
tions and  indeed  the  development  of  prepara- 
tions for  hypodermic  use,  whether  in  the  veins 
or  in  the  muscles,  is  due  to  a misapprehension 
as  to  the  effect  of  the  administration  of  digi- 
talis by  mouth  on  the  gastric  mucosa. 

In  order  to  prescribe  digitalis  intelligently 
we  should  consider  the  time  that  must  elapse 
before  any  effect  may  be  expected  after  a dose 
is  given,  the  time  that  must  elapse  before  the 
maximum  effect  of  any  single  dose  is  to  be 
expected,  and  the  number  of  hours  or  days  ap- 
proximately that  this  maximum  effect  will  last. 

With  a properly  standardized  preparation 
these  effects  of  digitalis  therapy  are  subject  to 
variation  only  in  a manner  comparable  to  the 
inconstancy  of  all  other  things  in  which  the 
idiosyncrasies  and  individual  variations  of 
human  beings  have  to  be  taken  into  considera- 
tion. 

The  earliest  activity  that  can  be  expected  of 
any  quantity  is  on  an  average  two  hours.  The 
maximum  activity  of  any  quantity  that  can 
be  expected  is  on  an  average  six  hours.  The 
duration  of  maximum  activity  is  on  an  average 
eight  days. 

The  most  notable  advance  that  has  been 
made  in  digitalis  studies  in  the  last  few  years 
consists  in  the  demonstration  that  no  matter 
how  digitalis  is  given  a certain  amount  is 
necessary  before  full  digitalis  action  can  be 
obtained.  Eggleston  proved  that  this  consists 
of  .15  of  a cubic  centimeter  to  each  pound  of 
body  weight  in  the  average  human  being;  that 
is  to  say,  a human  being  weighing  150  lbs. 
must  take  22.5  c.c.,  approximately  5 drams,  of 
the  tincture  standardized  as  described  above, 
before  full  digitalis  action  occurs.  The  Eggles- 
ton method  consists  in  giving  half  the  whole 
cpiantitv  at  one  dose  instead  of  small  doses  at 
repeated  intervals.  If  you  give  1 c.c.,  the 
equivalent  of  16  minims,  every  six  hours,  a pa- 


tient must  take  digitalis  for  five  and  a half 
days  before  the  proper  amount  is  given,  and 
it  is  quite  impossible  ever  to  thoroughly  digi- 
talize a patient  if  the  interval  of  dosage  is  as 
great  as  twelve  hours  and  the  amount  admin-* 
istered  is  no  greater  than  1 c.c. 

It  is  well  at  this  point  to  call  attention  to 
the  size  of  a drop  of  tincture  of  digitalis.  We 
are  accustomed  to  thinking  of  a cubic  centi- 
meter and  16  drops  as  the  same  amount.  With 
the  tincture  of  digitalis,  as  indeed  with  all 
alcoholic  solutions,  this  is  very  far  from  being 
the  case,  the  average  variation  being  about 
two  to  one.  There  is  a bottle  of  the  tincture 
of  digitalis  downstairs  in  our  drug  room  from 
which  a cubic  centimeter  was  taken  and  the 
number  of  drops  measured  by  several  different 
droppers  and  pipettes.  With  the  droppers  the 
number  of  drops  per  c.c.  varied  from  34  to  45. 
With  the  ordinary  pipette  held  at  an  angle  of 
about  45°  the  number  was  40;  held  erect  the 
number  was  52;  with  a volumetric  pipette  the 
number  held  at  an  angle  of  45°  was  68,  and 
held  vertically  the  number  was  81.  It  is  seen, 
therefore,  that  if  you  are  giving  hypodermi- 
cally one  of  the  proprietary  tinctures,  such  as 
digifolin,  1 c.c.  at  a dose,  and  you  wish  to  give 
the  same  dose  by  mouth,  it  must  vary  from  34 
to  81  drops,  depending  on  the  dropper  or 
pipette  with  which  it  is  dropped. 

The  decision  as  to  whether  we  shall  order 
digitalis  by  mouth  or  in  some  other  way  de- 
pends practically  only  on  whether  or  not  there 
is  already  an  existing  nausea.  Digitalis  given 
by  mouth  or  by  rectum  may  be  expected  to 
begin  its  action  in  two  hours,  and  to  attain  its 
maximum  action  in  from  four  to  six  hours. 
In  the  presence  of  already  existing  nausea  the 
rectal  method  may  be  employed.  In  the  pres- 
ence of  an  emergency  where  the  action  of  digi- 
talis inside  of  two  hours  is  desired,  some  other 
allied  pharmaceutic  should  be  employed,  pre- 
ferably strophanthin.  During  the  past  year 
the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association  appointed 
a Committee  composed  of  Canby  Robinson, 
Paul  White,  Cary  Eggleston  and  Robert  A. 
Hatcher,  to  prepare  a report  for  publication, 
which  would  set  forth  concisely  the  limitations 
of  digitalis  therapy  and  the  methods  of  obtain- 
ing digitalis  effects.  Their  report  appears  in 
the  Journal  A.  M.  A .,  of  August  16,  1924,  and 
their  conclusions  that  cover  this  part  of  my 
paper  are  as  follows : 
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“The  oral  administration  of  digitalis  in  the 
form  of  the  standardized  powdered  leaf,  in- 
fusion or  tincture  meets  every  requirement  of 
digitalis  therapy,  with  the  exception  of  those 
relatively  infrequent  cases  in  which  immediate 
relief,  that  is,  within  two  horn's,  is  imperatively 
demanded,  or  when  nausea  or  vomiting  pre- 
cludes the  oral  method.  When  the  threatening 
condition  of  the  patient  demands  immediate 
relief,  and  there  is  no  contraindication  for  the 
use  of  digitalis  bodies,  strophanthin  or  crystal- 
lized ouabain  should  be  injected  intramus- 
cularly or  intravenously.” 

The  use  of  ouabain  or  strophanthin  is  ex- 
tremely dangerous  in  patients  who  have  re- 
cently received  digitalis  or  any  of  its  substi- 
tutes. I,  personally,  am  afraid  of  ouabain,  and 
have  never  seen  a condition  in  which  strophan- 
thin was  indicated. 

In  spite  of  the  eminence  of  the  Committee 
referred  to  above,  and  the  deference  to  which 
their  report  is  entitled,  it  seems  to  me  unwise 
to  discard  the  hypodermic  method  of  giving 
digitalis.  There  are  entirely  too  many  condi- 
tions in  which  both  the  oral  and  rectal  avenues 
are  closed  at  the  same  time.  An  already  exist- 
ing nausea  is  given  as  a contraindication  to 
oral  administration,  but  nothing  is  said  of 
diarrhoea,  nor  indeed  of  the  many  local,  anal 
or  rectal  conditions  that  may  render  the  rectal 
method  impossible.  It  seems  wise,  therefore, 
to  be  familiar  with  some  preparation  for  hypo- 
dermic use,  no  matter  how  rarely  we  may  need 
it.  It  is  likely  that  the  Ciba  people  are  re- 
liable and  that  digifolin  is  properly  standard- 
ized. An  ampoul  of  digifolin  is  equal  in 
amount  to  1 c.c.  of  the  tincture  of  digitalis,  or 
m grains  of  the  powder. 

A simple  method  of  prescribing  digitalis  rea- 
sonably accurately  may  be  worked  out  as  fol- 
lows : With  a patient  weighing  about  150 
pounds  it  is  going  to  take  something  over  a 
tablespoonful  of  the  tincture  to  get  a maximum 
action.  Two  measured  drams  may  be  given  as 
the  initial  dose,  then  one  dram  every  six  hours 
for  four  more  doses,  then  discontinue,  expect- 
ing to  get  full  digitalis  action  in  about  forty- 
eight  hours.  This  should  last  about  eight  days. 
If  further  treatment  then  becomes  necessary 
the  amount  given  should  not  be  over  1 c.c.,  on 
account  of  the  fact  that  the  response  of  a 
partially  digitalized  heart  can  not  be  so  easily 
foreseen. 

The  amount  of  each  dose  may,  of  course,  be 


smaller  provided  it  is  understood  that  if  the 
total  amount  given  in  eight  days  equals  some- 
thing over  one  tablespoonful  you  may  expect 
to  get  the  active  effect  of  the  whole  amount 
at  the  same  time.  Failing  to  understand  this 
fact  led  to  the  erroneous  idea  that  digitalis 
had  a cumulative  action. 

V.  The  Physiological  Action 

The  question  to  be  answered  here  is,  what 
does  digitalis  actually  do  that  justifies  or  ne- 
cessitates its  use?  This  divides  itself  into  the 
effect  of  digitalis  on  the  heart  itself,  and  the 
effect  on  the  circulation.  The  effect  on  the 
heart  itself  consists  in,  first,  delaying  the  im- 
pulse to  contract  as  it  passes  from  the  auricle  to 
the  ventricle,  thereby  prolonging  diastole;  and, 
second,  an  increase  in  the  force  of  each  i*entri- 
cular  contraction.  In  addition  to  this,  the 
vagus  centre  in  the  medulla  is  depressed;  also 
the  smooth  muscle  fibres  in  the  arterioles  are 
stimulated.  This  last  effect  is  so  insignificant 
with  any  amount  that  may  be  administered  to 
a human  being  that  it  cannot  be  taken  into  con- 
sideration in  digitalis  therapy.  This  is  the  rea- 
son that  digitalis  is  useless  in  surgical  shock. 
Shock  is  a vascular  phenomenon,  accompanied 
by  a marked  fall  in  pressure.  In  the  presence 
of  a normal  resistance  in  the  arterioles  digi- 
talis may  raise  the  pressure  by  its  action  on 
the  heart.  With  marked  dilatation  and  relaxa- 
tion of  the  arterioles  no  cardiac  effect  sufficient 
to  raise  pressure  is  possible. 

As  to  vomiting  and  the  belief  that  at  one 
time  prevailed  that  digitalis  was  a gastro-in- 
testinal  irritant,  there  is  no  evidence  that  this 
is  true.  It  does  produce  vomiting,  but  this  is  a 
reflex  effect,  from  the  heart  to  the  medulla, 
back  to  the  stomach  by  the  motor  fibers  of  the 
vagus,  and  occurs  only  after  a quantity  large 
enough  to  produce  digitalization  has  been 
given. 

Vomiting  may  be  used  as  a clinical  guide 
during  the  administration  of  digitalis.  If  a 
quantity,  properly  given,  sufficient  to  produce 
vomiting  does  not — we  will  say  for  example — 
correct  an  arrhythmia,  then  that  particular 
arrhythmia  cannot  be  corrected  with  digitalis, 
and  there  is  no  use  resorting  to  some  other 
method  of  administration. 

It  has  been  stated  that  digitalis  increases 
peristalsis.  This  cannot  be  denied,  but  evi- 
dence to  prove  that  it  is  true  is  wanting,  and 
it  is  believed  that  if  there  is  any  such  definite 
physiological  action  it  is  a reflex  act  just  as 
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vomiting  is.  This  does  not  in  any  way  pre- 
clude the  use  of  digitalis  to  prevent  gas  in 
abdominal  operations.  The  positive  effect  of 
increasing  pressure  in  the  splanchnic  vessels 
and  promoting  absorption  of  gas  by  the  blood 
stream  explains  its  beneficial  effect. 

Digitalis  accomplishes  positive  results  as  a 
diuretic,  but  only  by  increasing  the  speed  of 
the  flow  of  blood  through  the  kidney  and  rais- 
ing the  pressure  in  the  glomerules.  It  is  often 
desirable  when  preparing  a patient  to  undergo 
a serious  operation,  or  to  withstand  the  de- 
pression of  a serious  illness,  such  as  pneumonia, 
to  support  the  heart  and  circulation  and  pro- 
tect them  against  these  emergency  conditions. 
In  the  adequate  preparation  of  the  heart  digi- 
talis is  indispensable. 

VI.  Evidence  of  Physiological  Action 
The  available  evidence  of  the  physiological 
action  of  digitalis  will  not  be  gone  into  at  all, 
but  will  be  dismissed  with  a statement  that 
the  evidence  is  satisfactory  and  conclusive, 
and  sufficiently  simple  to  be  reproduced  in  any 
pli3rsiological  laboratory. 

VII.  In  DICATIONS  FOR  USE  OF  DIGITALIS, 
Contra-Indications  and  Advisable 
Therapeutic  Combinations 
Digitalis  is  indicated  in  all  forms  of  heart 
disease  and  deficiencies  in  the  circulation  in 
which  the  myocardium  is  unable  without  assist- 
ance to  do  its  work,  with  the  exception  of 
paroxysmal  tachycardia  and  heart  block.  Auri- 
cular fibrillation  or  flutter  can  be  corrected, 
and  complete  arrhythmias  of  rate  and  force  of 
the  ventricles  can  be  restored  to  normal  rate 
and  rhythm.  As  Dieulafoy  says,  “The  heart 
is  a gallant  organ,”  and  a heart  muscle  enor- 
mously  dilated  by  disease  or  exhaustion,  es- 
pecially by  exhaustion,  may  be  restored  to  nor- 
mal size  and  function  by  rapid  digitalization, 
and  may  continue  to  do  excellent  work  for 
many  years.  Clinically,  digitalis  is  indicated 
in  cardiac  dyspnoea,  chest  pain  on  exertion, 
edema,  cyanosis,  congestion  of  the  lung  bases, 
liver  or  kidneys,  ascites  and  hydrothorax.  The 
diuretic  action  is  far  more  conspicuous  in  pa- 
tients with  edema,  ascites  and  hydrothorax  than 
in  those  in  whom  there  is  no  abnormal  accumu- 
lation of  fluid.  There  is  nothing  more  graphic 
in  the  field  of  medicine  or  surgery  than  con- 
verting a bed-ridden,  dropsical,  dependent  in- 
valid into  an  active  vigorous  self-supporting 
producer. 


The  only  real  contra-indication  to  digitalis 
is  heart  block.  Here  it  is  extremely  dangerous 
— that  is,  in  partial  blocks.  Under  the  dis- 
cussion of  the  physiological  action  the  property 
of  digitalis  to  delay  the  impulse  as  it  goes  from 
the  auricle  to  the  ventricle  was  mentioned. 
This  is  itself  a partial  block,  and  in  those  cases 
in  which  a partial  block  already  exists,  con- 
verting them  into  a complete  block  may  cause 
death.  It  has  been  said  that  digitalis  was  con- 
tra-indicated when  the  “ox-heart”  of  aortic 
regurgitation  is  failing.  This  is  not  true,  but 
it  is  true  that  there  is  not  much  hope  of  ac- 
complishing anything.  No  attempt  will  be 
made  to  go  very  fully  into  the  advisable  thera- 
peutic combinations  any  further  than  to  men- 
tion the  importance  of  rest,  venesection,  diet, 
limited  fluids  in  the  presence  of  dilatations  or 
dropsy,  morphine,  purgatives  and  the  mer- 
curials, squills,  theobromin,  or  diuretin  (which 
is  the  sodio-salicylate  of  theobromin),  and  the 
nitrites. 

In  regard  to  strychnine,  we  have  searched 
the  literature,  both  clinical  and  physiological, 
pretty  carefully,  and  do  not  find  evidence  that 
strychnine  in  a dose  that  a human  being  can 
stand  has  any  direct  effect  upon  the  heart  or 
the  circulation.  The  effect  of  strychnine  is 
as  follows:  It  stimulates  the  higher  portions 
of  the  brain ; it  facilitates  the  intellectual  pro- 
cesses; it  renders  the  sense  of  hearing,  smell 
and  sight  more  acute,  but  its  most  characteris- 
tic effect  to  stimulate  the  motor  and  sensory 
elements  of  the  spinal  cord. 

The  administration  of  strychnine,  or,  better, 
a tincture  of  nux  vomica,  increases  the  appe- 
tite, aids  digestion,  augments  peristalsis,  and 
is  of  assistance  in  causing  a sense  of  well- 
being. In  those  who  have  a good  appetite,  a 
good  digestion,  normal  peristalsis,  and  who 
feel  well,  the  circulation  is  better  than  in  those 
of  poor  appetite,  poor  digestion,  constipation, 
and  who  are  of  a depressed  spirit.  In  this  in- 
direct way  strychnine  improves  the  circulation. 

Summary 

1.  Digitalis  is  an  instrument  of  unique  value 
and  precision  in  the  treatment  of  diseases  of 
the  heart,  and  in  disturbances  of  the  circula- 
tion. 

2.  If  digitalis  is  to  be  used  in  a quantity 
sufficient  to  have  any  very  marked  action  in 
time  or  degree,  a careful  analysis  should  be 
made  of  cardiac  disorders,  and  of  the  various 
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factors  that  may  be  contributing  causes  in  dis- 
turbances of  the  circulation. 

3.  The  method  of  choice  for  administration 
is  by  mouth. 

4.  A standardized  tincture  should  be  kept  in 
stock  in  brown  glass  bottles  containing  one 
ounce,  and  the  amount  to  be  administered 
should  be  directed  by  measure  and  not  by  any 
number  of  drops. 

5.  A small  number  of  suitable  packages  for 
hypodermic  use,  such  as  the  digifolin  ampoul. 
should  be  kept  in  stock. 


SOME  IMPRESSIONS  REGARDING 
DISEASES  OF  THE  THYROID 
GLAND.* 

By  R.  C.  FRAVEL.  M.  D.,  Richmond,  Va. 

Surgeon  to  McGuire  Clinic. 

In  every  case  we  examine  for  chronic  illness, 
we  should  consider  the  thyroid  gland  as  a pos- 
sible cause  of  symptoms.  All  patients  will  be 
found  to  fall  into  one  of  three  classes,  either 
having  normal  secretion,  under  secretion,  or 
over  secretion  of  the  gland.  Fortunately,  the 
majority  of  patients  will  not  present  symptoms 
of  abnormal  secretion,  and  disease  of  the  thy- 
roid can  at  once  be  eliminated.  There  are 
others  in  which  the  secretion  is  very  obviously 
abnormal.  A diagnosis  of  these  can  be  made 
without  difficulty.  There  are  still  borderline 
cases  .which  require  careful  study  if  a proper 
diagnosis  is  to  be  made. 

Let  us  briefly  consider  the  secretion  and 
function  of  the  thyroid.  According  to  Kendall 
and  Plummer,  the  active  agent  of  the  secretion 
of  the  thyroid  is  thyroxin,  and  the  results  ob- 
tained by  the  clinical  use  of  the  compound 
pi’oves  that  this  is  correct.  The  thyroid  func- 
tion is.  complex.  First,  it  is  necessary  to  nor- 
mal life  as  it  presides  over  metabolism.  Second, 
it  is  closely  connected  with  the  other  glands 
of  internal  secretion  in  the  development  and 
regulation  of  the  nervous,  circulatory  and 
osseus  systems. 

Metabolism  seems  to  be  governed  almost  en- 
tirely by  the  thyroid  and  it  is  the  estimate  of 
the  patient’s  basal  metabolic  rate  that  shows 
Us  very  accurately  the  degree  of  thyroid  func- 
tion. Basal  metabolism  is  the  metabolism  ob- 
served in  patients  while  at  complete  rest  eight 
to  ten  hours  after  food  intake. 

There  are  two  general  methods  of  estimating 
basal  metabolism — direct  and  indirect  calori- 

*Read before  the  South  Piedmont  Medical  Society  at  its  1924 
Spring  meeting  in  Lynchburg,  Va. 


metry.  The  former  is  absolutely  correct  but  is 
not  practical  for  clinical  use  and  is  employed 
only  in  experimental  work.  The  latter  is  based 
on  oxygen  consumption  or  carbon  dioxide  elim- 
ination. The  oxygen  consumption  method  is 
simple  and,  checked  against  direct  calorimetry, 
is  accurate  enough  for  clinical  work.  There  is 
another  test  of  thyroid  secretion  known  as  the 
Kottman  reaction,  based  on  the  photochemical 
reaction  of  silver  in  the  blood  serum,  which 
bids  fair  to  be  very  valuable.  LTpon  these  two 
tests  in  conjunction  with  clinical  symptoms,  we 
should  be  able  to  group  our  patients  with  sus- 
pected secretory  disturbances  of  the  thyroid. 
Examples  of  the  two  extremes  of  thyroid  ab- 
normality are  cretinism  and  exophthalmic  goi- 
tre. The  former  will  be  discussed  under  the 
general  heading  “Hypothryroidism,”  and  the 
latter  under  the  general  heading  “Goitre.” 

Hypothyroidism  is  an  insufficient  thyroid  se- 
cretion, congenital  in  the  cretin,  spontaneous, 
or  the  result  of  surgery,  X-ray  or  radium 
therapy  in  the  adult.  Cretinism  and  other 
pronounced  cases  of  hypothyrodism  are  easily 
recognized,  but  there  are  lesser  degrees,  of  in- 
sufficiency which  must  be  watched  for,  or  cases 
will  be  daily  missed  by  many  of  us.  Patients 
who  are  fat  or  show  a tendency  to  obesity,  those 
with  coarse  hair,  dry  skin,  diminished  perspi- 
ration.  those  who  suffer  with  physical  weakness 
and  have  mental  fatigue  after  slight  exertion 
and  who  have  abnormality  of  sexual  function 
should  be  carefidly  studied  to  see  whether  their 
symptoms  are  not  dire  to  diminished  thyroid 
secretion.  In  proven  cases  proper  therapy  pro- 
duces brilliant  results.  One  should,  however, 
prove  his  case  and  regulate  the  dose  of  thyroid 
extract  or  thyroxin  by  basal  metabolism. 

Crotti  in  his  work  on  the  thyroid  calls  atten- 
tion to  what  he  has  designated  small  thyroid 
insutflriena/.  The  metabolic  rate  in  these  cases 
likely  would  be  within  the  bounds  of  noi’mal, 
and  only  carefully  watched  thyroid  therany 
would  prove  the  correctness  or  error  of  the 
diagnosis.  This  is  a phase  of  thyroid  trouble 
to  be  thought  of  and  a cause  of  disease  to  be 
reckoned  with.  Many  and  varied  conditions 
could  be  discussed  here.  Retardation  of  the 
healing  of  fractures,  amenorrhoea,  certain 
forms  of  dermatosis,  such  as  acne,  herpes  and 
psoriasis,  gastro-intestinal  disturbances,  lack 
of  appetite,  constipation,  various  nervous) 
phenomena  and  disordered  metabolism  in  gen- 
eral are  noted  in  this  condition.  This  train  of 
thought,  however,  carries  us  into  the  present- 
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day  field  of  endocrinology  and  possibly  the  use 
of  polyglandular  therapy  as  prescribed  by 
many  physicians — a subject  we  should  carefully 
approach  and  then  only  after  more  of  the 
physiology  of  the  various  glands  is  known. 

I now  wish  to  discuss  the  thyroid  diseases 
other  than  hypothyroidism  and  will  do  so  un- 
der the  general  heading  “Goitre,”  reminding 
you  that  by  goitre  we  mean  enlargement  of 
the  thyroid,  and  also  that  many  of  these  pa- 
tients have  been  hypothyroid  cases  at  times, 
probably  very  many  more  of  them  than  we 
Avould  have  at  first  suspected.  Perhaps  to  no 
other  disease  can  the  term  endemic  be  so  ap- 
propriately applied  as  to  goitre.  It  is  a world- 
wide condition.  Its  prevalence  and  distribu- 
tion in  the  United  States  and  in  our  own  terri- 
tory interests  us  most. 

The  statistics  of  the  Surgeon  General’s  Office 
show  that  out  of  2,500,000  men  examined  for 
military  service  in  the  recent  World  War,  20,000 
had  goitre.  Of  these  11,000  were  rejected  as 
unfit  for  service.  The  highest  proportion  came 
from  the  State  of  Washington — 38.81  per 
thousand.  The  States  along  the  Great  Lake 
region  showed  the  next  greatest  prevalence  of 
goitre.  West  Virginia  showed  12.41  and  Vir- 
ginia 7.37  per  thousand.  The  average  for  the 
entire  country  was  7.47.  The  prevalence  of 
goitre  in  the  United  States  can  be  imagined  if 
Ave  remember  that  these  figures  are  for  men  of 
military  age  and  that  goitre  is  largely  a disease 
of  women.  While  these  figures  are  appalling, 
especially  when  we  remember  that  in  our  own 
State  most  of  the  cases  of  goitres  occur  in  the 
mountain  section,  yet  they  are  small  when  com- 
pared with  certain  countries  in  South  America 
and  in  Europe  where,  in  certain  places,  the 
diseases  occurs  in  80  per  cent  of  the  school 
children.  The  goitre  question  then  is  an  inter- 
national one,  and  standardization  of  the  pre- 
Arention  and  cure  of  the  disease  interests  medi- 
cal men  of  all  nations. 

As  a general  working  basis,  we  classify 
goitre  as  follows:  1.  Adolescent;  2.  Simple 
goitre;  3.  Toxic  adenoma;  4.  True  exophthal- 
mic goitre,  and  5.  Malignant  goitre.  This 
classification  is,  of  course,  subject  to  many 
moderations.  but  as  a working  basis  has  serA^ed 
us  well. 

1.  The  adolescent  type  of  goitre  is  that  seen 
in  girls  about  the  beginning  of  puberty  and 
usually  disappearing  in  a few  years  after 
menstruation  is  well  established.  In  a certain 
number  of  cases,  however,  the  goitre  persists 


and  requires  treatment  in  later  years.  I be- 
lieve the  enlargement  in  this  type  is  due  to 
a need  of  additional  thyroid  secretion  at  a de- 
velopmental period,  and  that  the  SAvelling  of 
the  gland  is  an  effort  to  supply  the  deficiency. 
Might  Ave  not  consider  this  a form  of  hypo- 
thyroidism ? A small  percentage  of  these  cases 
later  show  slight  increase  in  their  basal  met- 
bolism  and  are  really  mildly  toxic  after  some 
months’  duration. 

2.  Under  the  heading  “Simple  Goitre,”  wTe 
place  the  cystic,  colloid,  the  hypertrophic 
glandular  and  the  non-toxic  adenoma.  These 
are  the  ordinary  simple  goitres  which  are 
familiar  to  all  of  us.  They  do  not  cause  toxic 
symptoms  nor  are  they  of  the  hyposecretion 
type.  Many  develop  during  puberty,  preg- 
nancy or  the  menopause,  the  time  of  a Avoman’s 
life  when  an  increase  of  iodine  is  needed,  and 
the  thyroid  has  enlarged  to  supply  the  de- 
ficiency. Others  have  appeared  when  there  was 
a temporary  iodine  insufficiency  at  times  other 
than  those  just  mentioned.  The  simple  ade- 
noma are  congenital.  They  are  of  various 
sizes,  single  or  multiple,  and  are  of  the  kind 
that  may  develop  into  the  toxic  type  later  in 
life.  Patients,  with  this  type  of  goitre  seek 
relief  because  of  pressure  symptoms  or  because 
of  unsightly  deformity  or  because  their  family 
physician  has  warned  them  of  the  possibility 
of  it  being  an  adenoma  and  becoming  danger- 
ous at  some  later  period  in  life. 

The  toxic  adenoma  type  and  exophthalmic 
goitre  haA^e  until  lately  been  called  exophthal- 
mic goitre  or  hyperthyroidism  and  no  attempt 
at  differentiation  has  been  made.  Plummer 
first  called  attention  to  the  difference  in  these 
tAvo  types  of  hyperfunction  goitre,  and  this 
differentiation  meets  Avith  the  approval  of 
many  physicians,  although  there  are  some  men 
interested  in  goitre  work  who  do  not  agree 
with'  him.  We  feel  that  there  is  a distinction, 
and  Avhile  the  distinction  is  not  always  easy 
to  make,  a proper  diagnosis  and  differentiation 
leads  to  more  accurate  prognosis  and  better 
curative  procedures. 

3.  The  toxic  adenoma  type  of  goitres  are 
seen  in  patients  usually  in  middle  life  or  older 
Avho  have  had  a goitre  present  for  a number  of 
years.  At  the  Mayo  Clinic  the  average  time 
after  the  appearance  of  goitre  before  the  de- 
velopment  of  toxic  symptoms  Avas  sixteen  years  : 
in  our  cases  at  St.  Luke’s  Hospital  the  average 
time  was  twenty  and  one-half  years. 

The  symptoms  of  toxic  adenomatous  goitre 
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are  nervousness,  rapid  heart,  coarse  muscular 
tremors,  but  no  bulging  of  the  eyes.  Gastro- 
intestinal disturbances  are  not  so  frequently 
seen.  There  is  a loss  of  weight  and  an  in- 
crease in  basal  metabolism.  A distinct  goitre 
is  present  which  is  usually  irregular  in  out- 
line, and  the  presence  of  a tumor  or  tumors  in 
the  gland  can  frequently  be  diagnosed.  These 
cases  are  not  so  acute  in  development,  are  more 
amenable  to  treatment  and  are  cured  more 
quickly  and  more  permanently  than  the  exoph- 
thalmic type.  If  iodine  is  given  to  a patient 
with  simple  adenoma  in  sufficient  quantity, 
symptoms  of  toxic  adenoma  can  be  almost 
exactly  reproduced.  This,  however,  is  not  the 
case  with  true  exophthalmic  goitre.  The  dis- 
ease cannot  be  re-produced  by  the  use  of  iodine. 

4.  The  exophthalmic  type  of  goitre  appears 
in  jmung  people,  the  average  age  being  twenty- 
two  years  in  our  cases.  It  generally  develops 
in  patients  who  have  had  a small  symmetrical 
goitre  which  has  been  present  for  only  a short 
time,  the  average  time  in  our  cases  being  eleven 
months.  The  symptoms  are  tachycardia,  fine 
muscular  tremors,  exophthalmos,  increased 
basal  metabolism,  loss  of  weight,  and  frequently 
diarrhoea  or  other  gastro-intestinal  symptoms. 
This  type  of  hyperthyroidism  is,  of  course, 
amenable,  to  treatment  and  entirely  curable, 
but  they  do  not  recover  with  the  same  ease 
and  rapidity,  and  I doubt  if  they  are  ever  as 
stable  people  as  the  cured  toxic  adenomatous 
type. 

The  diagnosis  of  toxic  goitre  is  not  often 
overlooked  by  physicians  who  carefully  study 
their  cases.  The  mistake  that  is  now  being 
made  is  to  call  too  many  nervous  patients 
with  rapid  heart  action  goitre  patients.  There 
seems  to  be  an  increasing  number  of  cases  who 
have  what  might  be  called  “autonomic  im- 
balance,” “effort  syndrome,”  or  other  symp- 
toms of  the  neuro-circulatory  system,  who  are 
sent  in  with  a diagnosis  of  goiters.  Some  of 
these  patients  have  a simple  goitre,  others  an 
indefinite  enlargement  of  the  neck;  hence  a 
differentiation  from  true  toxic  goitre  is  not 
always  easy.  It  is  certainly  very  important 
that  an  accurate  diagnosis  should  be  made 
and  that  the  thyroid  of  people  be  not  destroyed, 
either  by  surgery  or  X-ray,  unless  they  suffer 
from  thyroid  disease.  I believe  that  basal  meta- 
bolism studies,  carefully  and  repeatedly  made, 
combined  with  sufficient  experience  in  observ- 
ing goitre  in  patients,  is  the  best  way  to  differ- 
entiate them. 


5.  The  last  type,  malignant  goitre,  is  said  to 
constitute  2 per  cent  of  all  goitres  occurring 
after  middle  life.  This  percentage  is  higher 
than  we  have  found,  but  cancer  of  the  thyroid 
is  not  a rare  condition.  It  metastasizes  early, 
being  especially  likely  to  develop  in  the  spine, 
and  is  as  incurable  as  cancers  seem  in  other 
vital  regions  of  the  body. 

I have  briefly  outlined  the  different  types 
of  goitre  in  order  to  discuss  the  treatment  of 
each  separately.  The  treatment  of  goitre  be- 
gins with  its  prevention.  As  previously  stated, 
it  is  believed  that  there  are  periods  in  the  life 
of  an  individual  when  an  increase  of  iodine  is 
needed,  and  one  of  these  is  during  pregnancy. 
Pregant  women  living  in  regions  where  goitre 
is  endemic,  especially  if  they  have  goitre  them- 
selves, should  be  given  small  doses  of  thyroid 
extract  or  some  iodide  salt.  The  benefit  may 
be  two- fold;  it  may  prevent  goitre  developing 
in  the  mother,  it  may  prevent  an  existing  goitre 
from  enlarging  or  becoming  toxic;  and,  finally, 
it  may  prevent  the  child  from  having  congeni- 
tal goitre.  It  often  would  be  advisable  for 
families  in  whom  goitre  is  prevalent  to  change 
their  environments  by  moving  to  another  lo- 
cality where  in  a few  generations  the  disease 
would  likely  disappear.  This  is  impracticable 
except  for  the  well-to-do,  and  even  then  the 
desired  result  might  not  be  accomplished  be- 
cause goitre  is  endemic  in  such  a large  region 
of  the  country. 

The  prophylactic  treatment  suggested  by 
Marine  has  given  good  results.  He  advises 
the  administration  of  sodium  iodide  in  doses 
of  two  grains  daily  for  ten  days,  this  period 
of  the  treatment  being  given  twice  each  year. 
He  found  in  checking  up  school  children  and 
comparing  the  incidence  of  goitre  in  those  who 
had  been  treated  and  those  who  had  not  been 
treated  that  there  was  marked  difference  in 
favor  of  the  ones  treated. 

The  proper  treatment  of  a patient  with 
goitre  will  depend  on  the  type  of  goitre  pres- 
ent. The  treatment  of  the  adolescent  type  is 
essentially  medical.  I have  seen  a number  of 
young  girls  who  have  hacl  their  thyroid  re- 
moved for  slight  enlargement  in  whose  cases 
surgery  was  not  necessary.  The  enlargement 
in  an  adolescent  goitre  is  compensatory,  due  to 
the  demands  of  puberty,  and  the  proper  ad- 
ministration of  iodine  will  effect  a cure  in  the 
majority  of  cases.  Most  of  these  cases  get  well 
if  let  alone.  The  few  that  do  not  eret  well  can 
be  treated  surgically  later  in  life  if  necessary. 
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Patients  with  simple  or  non-toxic  goitre  seek 
relief  because  of  pressure  symptoms  or  because 
of  unsightly  appearance  of  their  necks  or  be- 
cause they  have  been  told  by  their  doctor  of 
the  possibility  of  toxic  symptoms  developing 
later  in  life.  The  treatment  of  this  type  of 
goitre  is  both  medical  and  surgical.  Medical 
treatment  is  especially  successful  in  the  paren- 
chymatous form  of  thyroid  hyperplasia  seen  at 
the  time  of  pregnancy  and  the  menopause. 
A diffuse  colloid  degeneration,  when  the  latter 
is  not  too  far  advanced,  may  respond  to  iodine. 
There  is  also  a compensatory  hypertrophy  asso- 
ciated with  the  numerous  forms  of  cystic  and 
nodular  goitres  which  must  be  regarded  as  an 
attempt  of  nature  to  compensate  for  the  lost 
function  of  the  degenerated  portion  of  the 
gland.  These  also  respond  to  treatment  in  so 
far  as  the  hyperthyroid  part  of  the  gland  is 
concerned.  The  cysts,  are  not  actually  made 
smaller  but  the  total  diminution  leads  one  to 
think  this  is  the  case.  Medical  treatment 
should  be  tried  in  the  parenchymatous  hyper- 
plasias, and  results  may  be  expected  in  some 
of  these  forms  of  simple  goitres.  Medical  treat- 
ment, however,  has  its  limitations.  Fifty  per 
cent  of  this  type  of  patients  are  not  benefited 
or  are  only  slightly  improved,  and  there  is 
about  75  per  cent  relapse  in  the  improved 
cases.  So,  when  we  advise  medical  treatment, 
we  must  keep  the  patients  under  careful  ob- 
servation. I am  convinced  a good  many 
simple  cases  will  be  converted  into  the  toxic 
type  bv  the  indiscriminate  use  of  iodine  and 
thyroid  therapy. 

Simple  goitres  can  be  easily  and  safely  cured 
by  operation.  Surgery  often  becomes  impera- 
tive to  relieve  the  pressure  symptoms  and  is 
good  prophylaxis  in  the  adenomatous  type  to 
prevent  the  occurrence  of  toxic  goitre  later  in 
life.  In  doing  an  operation  for  simple  goitre 
it  is  important  to  know  the  location  of  the  en- 
largement. Some  goitres  are  substernal  and 
are  removed  with  much  difficulty  and  danger. 
Know  the  type  of  goitre  and  remember  when 
cysts  are  present  there  is  also  usually  compen- 
sating hypertrophy  of  the  normal  part  of  the 
gland.  In  these  cases,  do  not  take  out  too 
much.  Patients  may  have  barely  secretion 
enough  to  supply  their  needs  and  your  scalpel 
may  convert  them  into  a state  of  hypothyroid- 
ism. 

The  treatment  of  the  two  types  of  goitre 
causing  hvperthvroidism  is  the  greatest  prob- 
lem of  thyroid  disease,  and  there  has  been  and 


still  is  much  diversity  of  opinion  on  the  sub- 
ject. The  only  class  of  medical  people  whose 
opinion  is  unanimous  is  a group  of  surgeons 
who  by  long  and  patient  work  are  able  to  re- 
port a large  series  of  cases  operated  on  with 
low  mortality  and  high  percentage  of  cui*es. 
Personally,  I consider  all  toxic  goitres  surgical. 
Some  cases  get  Avell  under  medical  treatment, 
some  are  improved  by  use  of  X-ray  or  radium 
therapy,  but  the  results  secured  by  operation 
are  so  gratifying  that  I believe  surgery  is  the 
method  of  choice  in.  handling  these  patients. 

Each  toxic  case  of  goitre  must  be  studied 
individually  to  ascertain,  first,  if  it  is  a toxic 
adenoma  or  true  exophthalmic  goitre ; second, 
just  how  sick  the  patient  is  and  how  much 
surgery  he  can  stand;  and,  third,  what  pro- 
cedures are  necessary  to  make  the  operation 
safe.  The  plan  we  follow  in  all  types  of  toxic 
goitre  is  as  follows : 

The  patient  is  confined  to  bed.  A complete 
history  is  taken  and  routine  physical  examina- 
tion made,  especial  attention  being  paid  to  teeth 
and  upper  respiratory  tract.  Basal  metabolic 
tests  are  made  at  regular  intervals.  Blood  ex- 
amination, including  Wassermann,  urinalysis 
and  such  other  laboratory  tests  as  seem  indi- 
cated, are  ordered.  Temperature  and  pulse 
rate  are  recorded  every  four  hours.  After  a few 
days’  observation  of  the  patient,  if  we  are  con- 
vinced the  case  has  only  a mild  or  moderate 
degree  of  thyroid  toxicosis,  a partial  thy- 
roidectomy  is  done  in  the  operating  room  under 
ether  anesthesia.  The  operation  in  toxic  cases 
consists  in  removing  the  greater  part  of  both 
lobes  and  the  isthmus  of  the  thyroid,  leaving 
a strip  of  thyroid  gland  attached  to  the  pos- 
terior capsule  on  both  sides.  Gentleness  and 
rapidity  of  operation  add  much  to  the  patient’s 
chance  of  recovery. 

If,  in  studying  a toxic  case,  it  is  found  that 
the  patient  is  markedly  toxic,  additional  pre- 
cautions are  necessary.  These  are  the  cases 
that  give  us  most  concern  and  the  ones  in  which 
the  surgeon  must  divide  the  operation  into 
several  stages,  doing  only  so  much  as  the  pa- 
tient’s condition  will  permit.  In  severe  toxic 
goitre  the  procedure  is  as  follows:  Rest  in  bed 
until  the  patient  is  in  good  condition  or  until 
it  is  demonstrated  that  further  rest  will  not  be 
of  benefit.  The  heart  and  circulation  are  care- 
fully studied.  Repeated  basal  metabolic 
tests  are  made  to  ascertain,  if  possible, 
whether  the  patient  is  on  the  ascent  or  descent 
of  the  disease.  It  is  much  better  to  operate 
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upon  a patient  with  a high  metabolic  rate  who 
is  getting  better  than  on  one  with  a moderate 
rate  who  is  getting  worse.  Icebags  and  digi- 
talis are  used  and,  if  the  case  is  a true  exoph- 
thalmic one,  iodine  in  the  form  of  Lugol’s 
solution  is  given  three  times  daily  according 
to  the  method  of  Plummer.  The  actual  way  in 
which  iodine  benefits  these  cases  is  not  definitely 
understood.  It  is  a fact,  however,  that  it  does 
bring  down  the  pulse  rate  and  reduces  the  meta- 
bolism of  these  patients  and  makes  them  in 
better  condition  to  stand  the  operation. 

Wilson  intimated  in  a recent  article  that  the 
secretion  of  the  thyroid  in  a true  exophthalmic 
case  does  not  contain  normal  thyroxin  but  an 
imperfect  or  incomplete  form  of  thyroxin 
which  is  likely  highly  toxic.  There  is  difficulty 
in  the  manufacture  of  synethetic  thyroxin  be- 
cause the  iodoxvl  radical  is  hard  to  combine. 
This  may  also  be  true  in  the  secretion  of  the 
thyroid  in  exophthalmic  cases.  It  is  possible 
that  the  administration  of  iodine  may  convert 
the  exophthalmic  case  into  the  toxic  adenoma 
type.  Lugol’s  solution  must  be  used  carefully 
in  these  cases,  as  it  has  not  been  tried  out  over 
a long  period  of  time,  and  we  do  not  know 
what  its  ultimate  effect  will  be.  In  a personal 
communication  from  Dr.  Plummer,  he  states 
that  a paper  is  about  to  be  published  on  the 
use  of  Lugol,  the  appearance  of  which  will  be 
eagerly  awaited. 

In  some  of  the  severe  cases  of  exophthalmic 
goitre,  patients  are  nervous  and  apprehensive 
in  regard  to  an  operation;  others  look  forward 
to  an  operation  as  a means  of  cure  and  are 
anxious  to  have  it  over.  If  patients  dread  the 
operation,  the  plan  of  “stealing  the  gland,” 
suggested  by  Crile,  is  often  employed.  The 
patients  are  told  that  an  inhalation  treatment 
will  be  given  them  to  prepare  them  for  opera- 
tion. Every  day  at  a fixed  hour  a hypodermic 
of  sterile  water  is  injected  and  then  they  are 
given  enough  nitrous  oxide  gas  to  produce  un- 
consciousness. They  get  so  they  look  forward 
to  the  treatment  and  often  enjoy  it.  When  the 
day  for  the  operation  arrives  at  the  accustomed 
hour  they  are  given  a hypodermic  of  morphia, 
put  to  sleep  with  gas,  and  transported  to  the 
operating  room  without  knowledge  that  the 
hour  of  the  dreaded  ordeal  has  arrived.  There 
are  some  cases  who  are  too  ill  to  permit  being 
moved  from  their  rooms  or  taking  a general 
anesthetic,  and  these  patients  are  operated  on 
in  their  beds  under  local  anesthesia. 

In  the  severe  cases,  we  remove  the  major  por- 


tion of  the  gland,  for  we  believe  the  increased 
activity  of  the  portion  left  in  is  often  respon- 
sible for  acute  post-operative  reaction.  Many 
of  the  wounds  are  not  sutured,  but  are  left 
open  for  drainage  and  packed  with  flavine 
gauze.  Closure  is  effected  twenty-four  or  forty- 
eight  hours  later  under  local  anesthesia.  We 
have  not  done  many  ligation  operations  for 
toxic  goitre,  although  many  excellent  men  ad- 
vocate their  use.  The  practice  advised  is  to 
tie  first  one  superior  thyroid  and  later  the 
other,  and  then  remove  a part  of  one  or  both 
lobes  of  the  gland  according  to  the  condition 
of  the  patient,  and  still  later  close  the  wound. 
Patients  thus  treated  have  four  or  five  opera- 
tions before  the  work  is  completed.  By  di- 
viding the  operation  into  stages,  the  patient 
is  able  to  withstand  an  amount  of  traumatism 
which  would  prove  fatal  if  done  at  one  time. 

Patients  of  the  severe  exophthalmic  type  are 
dangerous  risks  unless  you  put  them  to  bed 
and  keep  them  under  treatment  long  enough 
to  regulate  the  heart  action,  promote  nutrition 
and  stabilize  the  nervous  system.  The  manage- 
ment of  these  cases,  the  decision  of  when  and 
when  not  to  operate,  and  the  judgment  neces- 
sary to  determine  how  much  or  how  little  to 
do,  imposes  a terrible  responsibility  on  the 
surgeon.  This  should  not  be  the  case,  because 
the  problems  would  not  arise  if  a diagnosis 
had  been  made  earlier  or  the  case  referred  to 
the  surgeon  sooner.  The  longer  we  wait  before 
an  operation,  the  higher  the  mortality  climbs. 
All  of  these  bad  cases  have  been  under  some- 
one’s treatment  while  they  are  getting  worse, 
and  they  would  have  been  very  safe  cases  if 
operation  had  been  performed  earlier.  The 
time  to  remove  the  gland  is  the  time  the  diag- 
nosis is  made  while  the  heart  and  nervous  sys- 
tem are  intact. 

The  treatment  of  goitre,  especially  the  toxic 
goitre,  should  not  end  with  the  operation  nor 
when  the  patient  is  dismissed  from  the  hos- 
pital. These  cases  should  be  under  careful  and 
intelligent  medical  care  for  six  months  to  one 
year,  or  longer  if  necessary.  Rest  and  quiet 
should  be  advised,  excitement  avoided,  diet 
regulated  and  the  patient  put  under  the  best 
possible  hygienic  conditions.  The  results  of 
surgery  are  indeed  brilliant,  yet  all  cases  that 
survive  operation  are  not  cured.  There  is  still 
a percentage  of  those  who  are  only  improved 
and  a small  percentage  who  are  unimproved. 
These  cases  are  limited  to  the  exophthalmic 
type. 
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The  usual  causes  of  failure  are  delayed  opera- 
tion, too  much  or  too  little  gland  removed,  and 
neglected  post-operative  treatment.  In  some 
cases  failure  is  unexplainable,  the  original  cause 
of  the  disease  being  wrapped  up  with  the 
sympathetic  nervous  system  and  other  glands 
of  internal  secretion  and  not  satisfactorily  un- 
derstood. 

I would  like  in  conclusion  to  emphasize  the 
following: 

1.  Early  diagnosis  and  proper  classification 
of  all  types  of  goitre  should  be  made. 

2.  Never  operate  upon  adolescent  goitre  un- 
til time  shows  that  the  goitre  is  permanent  and 
medical  treatment  has  failed. 

3.  Non-toxic  adenomata  should  be  removed 
to  relieve  pressure  symptoms  and  prevent  con- 
Arersion  into  the  toxic  type. 

4.  Individualization  of  each  toxic  case,  early 
diagnosis  and  careful  preliminary  treatment, 
and  sound  surgical  judgment  in  carrying  out 
operative  procedures  are  essential. 

REMARKS  ON  THE  FEEDING  OF  IN- 
FANTS AND  YOUNG . CHILDREN.* 

By  I.  P.  BATTLE.  M.  D„  Rocky  Mount,  N.  C. 

When  we  consider  to  what  extent  pediatrics 
as  a distinct  entity  in  modern  medicine  is  de- 
pendent upon  nutrition  in  early  life,  it  is  sur- 
prising to  find  how  comparatively  recent  it 
is  that  artificial  feeding  of  infants  was  placed 
on  a scientific  basis. 

In  Condie’s  book  on  Diseases  of  Children,  a 
book  of  750  pages  published  in  1858,  the  sub- 
ject is  dismissed  in  five  pages.  He  gives  the 
mortality  rate  for  England  of  babies  “brought 
up  by  hand”  as  varying  from  forty  per  cent  to 
ninety  per  cent,  and  advises  as  the  best  method 
of  infant  feeding,  cow’s  milk  “diluted  with 
nearly  an  equal  quantity  of  warm  water  and 
well  sweetened  with  the  best  loaf  sugar.” 

In  Tanner’s  book  of  1866  less  than  two  pages 
are  devoted  to  the  subject.  His  only  formula 
is  milk  diluted  with  one-third  water  or  barley 
water  slightly  sweetened.  He  advises,  where 
expense  is  no  consideration,  to  give,  instead, 
asses’  or  mares’  milk. 

The  Germans  even  at  that  early  date  were 
experimenting  with  fixed  ’ substitutes  for 
mother’s  milk:  that  is,  a food  that  would  do  for 
all  babies.  They  have  never  been  able  to  en- 
tirely get  away  from  this  idea. 

In  1869  Phiilipp  Biedert  called  attention  to 
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the  difference  in  the  casein  of  cow’s  milk  and 
mother’s  milk.  His  work  marked  an  important 
step  toward  scientific  infant  feed.  Biedert, 
however,  advocated  a definite  formula  to  make 
cow’s  milk  conform  to  a diluted  mother’s  milk. 

In  1882  John  F.  Meigs,  working  with  his 
son,  Arthur  V.  Meigs,  announced  that  mother’s 
milk  rarely  contained  more  than  one  per  cent 
casein.  This  was  about  one-half  the  figure  at 
which  Biedert  had  placed  it. 

Throughout  the  seventies  and  eighties  but 
little  general  progress  was  made,  each  man  of 
prominence  recommending  some  special  for- 
mula as  the  best  for  feeding  normal  infants. 

To  Thomas  Morgan  Rotch,  perhaps  more  than 
any  other,  we  owe  the  placing  of  infant  feed- 
ing on  a scientific  basis.  Graduating  from 
Harvard  in  1874,  he  was  made  its  first  pro- 
fessor of  pediatrics  in  1888.  In  1891  he 
founded  the  first  milk  laboratory,  the  Walker- 
Gordon  in  Boston. 

The  first  edition  of  his  text-book  was  pub- 
lished in  1896.  The  second  edition,  although 
now  twenty-three  years,  old,  contains  a clear  and 
thoughtful  presentation  of  the  subject  of  in- 
fant feeding,  and  a physician  of  the  present 
day  would  be  on  safe  ground  in  accepting  it 
as  his  guide. 

During  the  past  twenty  years  not  much  has 
been  added  that  is  helpful  in  the  feeding  of 
the  normal  infant.  Hobbies  come  and  go.  The 
manufacturer  puts  out  new  proprietaries  or 
changes  old.  Special  methods  to  meet  certain 
conditions  are  advocated,  but  the  one  essential 
in  the  artificial  feeding  of  infants  is  still  clean 
cow’s  milk. 

On  the  other  hand,  the  studies  of  recent  years 
have  served  to  give  us  a conception  of  the  cause 
of  phenomena  observed  years  ago.  Thus,  the 
vitamines,  although  unknown  chemically,  are 
fairly  well  understood  in  their  relation  to  life. 
I might  mention,  also,  the  more  recent  studies 
of  the  elements  calcium  and  phosphorus,  par- 
ticularly in  their  relation  to  rickets. 

My  interest  in  infant  feeding  is  born  of  the 
responsibility  that  anyone  doing  general  prac- 
tice assumes.  We  can  not  all  be  specialists, 
nor  is  it  fitting  that  we  should  be.  By  far  the 
larger  number  of  artificially  fed  infants  must 
be  cared  for  by  the  man  in  general  practice  and 
not  by  the  specialist.  Therefore,  we  should  all 
at  least  know  the  food  requirements  of  healthy 
infants.  It  should  be  the  aim  of  the  general 
practitioner  to  prevent  as  far  as  possible  the 
difficult  feeding  cases  by  starting  the  infant  on 
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the  right  food.  He  should  encourage  by  every 
means  possible  the  production  in  his  community 
of  the  highest  grade  milk.  Perhaps  very  few 
if  any  of  the  cities  in  our  State  could  justify 
the  commercial  existence  of  a milk  laboratory, 
but  there  is  no  reason  why  the  milk  supply  of 
even  a small  town  should  not  conform  to  the 
requirements  of  certified  milk. 

It  is  not  my  intention  to  attempt  any  dis- 
cussion of  the  various  methods  used  in  the  feed- 
ing of  normal  and  abnormal  infants.  It  does 
seem,  however,  that,  given  a healthy  infant  of 
two  or  three  months  of  age,  doctors,  as  well  as 
mothers,  often  go  far  out  of  the  way  to  find  a 
substitute  for  mother’s  milk  when  the  gravity 
cream  and  skimmed  milk  mixture  gives  all  the 
elements  necessary  for  the  infant’s  development 
and  admits  of  all  manner  of  variations  in  these 
elements  to  meet  special  indications. 

If  we  exclude  the  preserved  milks  and  those 
foods  which  are  intended  to  be  used  in  the 
modification  of  fresh  cow’s  milk,  the  world 
would  probably  be  none  the  worse  if  the 
proprietary  infant  foods  were  discontinued, 
and  I would  hazard  a guess  that  anyone  of  the 
larger  factories  could,  without  increasing  its 
capacity,  produce  a sufficient  quantity  of  all 
the  preparations  used  in  milk  modification  to 
meet  the  legitimate  needs  in  infant  feeding. 

If  I should  be  asked  to  name  the  chief  rea- 
sons for  the  failures  in  infant  feeding  in  gen- 
eral practice.  I would  give  them  in  the  follow- 
ing order : ( 1 ) discouragement  of  the  doctor 
on  account  of  the  ignorance  of  the  mother,  par- 
ticularly that  profound  type  of  ignorance  that 
is  unaware  of  itself;  (2)  fear  on  the  part  of  the 
doctor  of  percentages  or  simple  arithmetic;  (8) 
false  pride  on  the  part  of  the  physician. 

IVhen  a doctor  is  giving  feeding  formulae 
once  ever}7  few  weeks  instead  of  daily,  it  is  no 
disgrace  not  to  be  able  to  carry  the  figures 
always  in  his  mind  and  the  following  day  is 
plenty  of  time  to  begin  the  feeding  which  in 
his  judgment  best  suits  the  needs  of  the  infant. 
Most  mothers  seem  to  appreciate  carefully 
written  directions.  In  this  connection  I wish 
to  state  that  I know  of  no  work  that  has  been 
as  helpful  to  me  as  Dr.  Hill’s  book,  “Prac- 
tical Infant  Feeding.” 

With  orange  juice  and  occasionally  cod  liver 
oil.  some  modification  of  fresh  cow’s  milk  will 
suffice  to  carry  the  infant  to  the  end  of  the 
first  year  at  which  time  most  infants  can  take 
whole  cow’s  milk. 

I do  not  believe  we  are  ever  justified  in 


taking  the  risk  of  not  boiling  the  baby’s  milk 
during  the  hot  months  in  our  climate.  The 
cleanest  of  milk,  when  hauled  about  for  two 
hours  on  a delivery  wagon  during  a hot  sum- 
mer morning,  may  be  a very  unclean  food  for 
the  baby. 

Feeding  the  baby  during  the  second  year  is 
as  much  of  a problem  as  the  care  of  the  infant 
during  the  first  year,  yet  we  are  called  on  much 
less  often  to  assume  this  responsibility  and, 
when  the  task  is  left  to  our  decision,  we  are 
probably  much  more  negligent  than  we  are  in 
the  care  of  the  young  infant. 

How  often  is  the  doctor  asked  the  ques- 
tion, “My  baby  is  a year  old  now,  what  may  I 
give  him  to  eat?”  as  if  some  very  radical 
change  should  immediately  take  place? 

It  is  generally  conceded  that  milk  should  be 
the  chief  source  of  food  throughout  this  year. 
There  is  a tendency  on  the  part  of  babies  that 
have  been  taking  the  bottle  a long  time  to  re- 
fuse milk  once  they  begin  to  take  a variety  of 
foods.  For  this  reason,  as  well  as  for  the  risk 
that  might  be  incurred,  it  seems  wise  to  let  the 
changes  in  diet  come  about  very  gradually. 

The  plan  as  outlined  by  Dr.  Hill  for  the 
healthy  infant  is  to  begin  about  the  eighth  or 
or  ninth  month  on  the  simple  starches.  From 
the  ninth  to  the  fourteenth  month  the  diet 
consists  of  milk,  cereals,  zwieback,  soup  or 
beef  juice  and  orange  juice.  Strained  green 
vegetables  are  added  after  the  fourteenth 
month,  potato  and  eggs  after  the  sixteenth 
month  and  meats  at  the  end  of  the  second  year. 

The  rather  radical  plan  of  early  variation 
of  the  diet  particularly  the  early  feeding  of 
green  vegetables  should  be  left  to  the  specialist 
who  is  supposed  to  see  his  patient  oftener  than 
we  do. 

The  whole  question  of  infant  feeding  is  in- 
dividualistic. It  is  an  interesting  branch  of 
our  profession  and  can  be  either  most  discour- 
aging or  most  gratifying  to  the  doctor. 

I think  no  one  dislikes  more  than  I the 
ancient  and  often  repeated  cant  that  doctors 
follow  their  profession  solely  for  the  great  good 
they  do  suffering  humanity.  Most  of  us  be- 
come doctors  in  ignorance  of  what  we  are 
doing.  Quite  a number  remain  doctors  because 
of  ignorance  of  other  professions  or  of  the 
trades  that  yield  a livelihood.  Yet  there  are 
times  in  the  professional  lives  of  all  of  us  when 
we  experience  the  highest  type  of  pleasure,  a 
pleasure  that  is  cheapened  by  praise,  the  plea- 
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sure  that  is  given  by  the  consciousness  of  a 
good  deed  well  done. 

Such  a feeling  one  experiences  when  he  has 
been  the  means  of  guiding  back  to  health  and 
happiness  a tiny  bit  of  wailing  and  fretting 
humanity.  May  I quote  you  a word  picture 
that  paints  at  the  same  time  the  despair,  the 
hope,  the  pleasure,  and  the  joy  that  often  times 
comes  to  the  doctor  in  this  part  of  his  work? 
In  I860  Dr.  West,  an  English  physician  wrote : 

‘“The  infant  whose  mother  refuses  to  perform 
toward  it  a mother’s  part,  or  who,  by  accident, 
disease,  or  death,  is  deprived  of  the  food  that 
nature  destined  for  it,  too  often  languishes  and 
dies.  Such  children  you  may  see  with  no  fat 
to  give  plumpness  to  their  limbs,  no  red  parti- 
cles in  their  blood  to  impart  a healthy  hue  to 
their  skin,  their  faces  wearing  in  infancy  the 
lineaments  of  age,  their  voice  a constant  wail, 
their  whole  aspect  an  embodiment  of  woe.  But 
give  to  such  children  the  food  that  nature  des- 
tined for  them,  and  if  the  remedy  does  not 
come  too  late  to  save  them,  the  mournful  cry 
will  cease,  the  face  will  assume  a look  of  con- 
tent, by  degrees  the  features  of  infancy  will 
disclose  themselves,  the  limbs  will  grow  round, 
the  skin  pure,  red  and  white,  and  when  at 
length,  we  hear  the  merry  laugh  of  baby-hood 
it  seems  almost  as  if  the  little  sufferer  of  some 
weeks  before  must  have  been  a changeling,  and 
this  the  real  child  brought  back  from  fairy- 
land.” 


THE  MANAGEMENT  OF  THE  ACUTE 
HEART.* 

By  F.  C.  RINKER,  M.  D.,  Norfolk  Va. 

When  we  consult  vital  statistics,  hospital 
and  clinic  records,  we  find  ample  reason  for 
a discussion  of  the  various  methods  used  in 
the  care  and  treatment  of  acute  heart  condi- 
tions which  are  occurring  with  ever  increasing 
morbidity  and  mortality. 

Of  the  3.764,000  men  who  stood  medical 
examination  for  service  in  the  World  War, 
550,000  were  rejected  on  account  of  effects  of 
heart  affections. 

Schmidt  reports  cardiac  abnormalities  re- 
sulting from  acute  infections  in  1,373  cases  of 
school  children  in  Detroit  out  of  148,000  ex- 
amined. 

Estimated  from  the  examinations  of  New 
York  City’s  school  children,  Halsey  reports 
that  there  are  about  200,000  school  children  in 

♦Read  at  a meeting  of  the  Norfolk  County  Medical  Society, 
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the  United  States  who  have  evidence  of  “heart- 
disease.” 

From  the  examinations  of  life  insurance 
records,  it  has  been  shown  that  more  persons 
die  from  heart  disease  under  twenty-five  years 
of  age  than  from  typhoid  fever;  between  the 
ages  of  twenty-five  and  thirty-four  as  many 
die  from  pneumonia,  and  after  forty-five  years 
of  age  more  deaths  are  recorded  from  heart 
disease  than  from  any  other  disease. 

According  to  several  reports,  10  per  cent  of 
the  capacity  of  general  hospitals  is  being  occu- 
pied by  cases  of  heart  disease  and  20  per  cent 
of  the  ambulatory  cases  of  medical  clinics  be- 
long to  the  cardiovascular  group. 

A glance  at  these  figures  is  in  itself  sufficient 
to  spur  us  on  to  greater  effort  in  the  manage- 
ment as  well  as.  the  prevention  of  heart-disease. 

Someone  has  well  said,  “Given  a thousand 
years  to  make  a man  and  he  would  not  be  in- 
fection free.”  From  infections,  local  and  gen- 
eral, the  heart  probably  suffers  more  than  any 
other  organ  in  the  body. 

This  discussion  is  to  be  devoted  to  the  acute 
heart  only.  For  convenience  let  us  divide  those 
conditions  which  occur  in  the  heart  as  acute 
disease  into : 1.  Acute  endocarditis ; 2.  Acute 
myocardial  derangement  as  a result  of  infec- 
tions and  contagious  diseases. 

First  Group — Acute  endocarditis  is  an  acute 
inflammation  of  the  endocardium  resulting 
from  infectious  diseases,  such  as  scarlet  fever, 
acute  rheumatic  fever,  acute  tonsillitis,  etc.,  re- 
sulting in  destructive  vegetations  of  the  valves 
of  the  heart  and  marked  constitutional  symp- 
toms. 

The  treatment  of  such  a condition  must  be 
directed  against  two  factors: 

1.  Local  infection  in  the  heart,  and  its  effect 
on  the  circulation. 

2.  The  remote  infection  of  origin  which  has 
caused  the  cardiac  disturbance. 

The  patient  should  be  kept  at  absolute  rest 
under  the  supervision  of  a nurse,  when  prac- 
ticable, the  diet  should  be  light  and  nourishing, 
and,  if  there  is  edema,  liquid  food  should  be 
limited,  the  intestinal  tract  should  be  kept 
acting  freely  but  not  purged  in  the  majority 
of  cases,  the  skin  (being  one  of  the  main 
avenues  of  elimination)  should  be  kept  clean, 
warm,  and  as  active  as  possible.  Water  may 
be  given  freely  unless  there  is  edema  or  de- 
ficiency in  urinary  output  (or  it  is  well  to  regu- 
late the  intake  of  fluids  with  the  daily  output 
of  urine).  The  mouth  and  throat  should  be 
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kept  cleansed  and  when  there  is  local  infection 
in  either,  means  should  be  directed  toward  its 
eradication.  All  foci  of  infection  should  be 
removed  at  a safe  time. 

Many  drugs  have  been  advocated  as  useful 
in  the  treatment  of  acute  heart  affections.  I 
will  attempt  to  deal  with  the  more  important 
and  useful  ones. 

1.  Digitalis : Whenever  'there  are  evidences 
of  cardiac  weakness  or  disease,  and,  in  some 
instances,  prior  to  this  warning  (as  in  pneu- 
monia), digitalis  should  be  begun  either  by 
mouth,  by  hypodermic,  or  by  rectum.  The 
heart  should  be  digitalized  and  kept  under  the 
influence  of  digitalis  until  the  danger  period 
is  past. 

2.  Following  the  recent  work  of  Young  and 
others,  I advise  the  intravenous  use  of  mercuro- 
chrome  in  the  bacillary  and  streptococcic  in- 
fections. and  gentian  violet  in  coccal  infections, 
provided  the  t}Tpe  of  infection  is  determined 
by  positive  blood  culture.  This  method  of 
treatment  has  not.,  however,  proven  very  satis- 
factory in  the  malignant  cases  of  endocarditis. 

3.  Salicylate  of  soda  is  advised  in  all  cases 
during  the  infectious  stage;  it  may  be  given 
by  mouth,  by  vein  or  by  rectum. 

4.  Iron  and  arsenic  may  be  used  in  those 
cases  having  anemia. 

5.  Morphia.  The  patient  should  not  be  al- 
lowed to  suffer  pain  on  account  of  the  effect  of 
suffering  on  the  circulation.  Morphine  is  by 
far  the  most  valuable  drug  to  be  used  for  the 
relief  of  this  symptom.  Precordial  pain  may 
be  also  relieved  by  ice  bag  or  mustard  plaster 
locally. 

The  convalescence  of  these  patients  should 
be  carried  over  a longer  period  of  time  than 
that  of  other  diseases.  When  the  patient  is 
allowed  to  sit  up  and  finally  get  up,  his  cardiac 
reaction  to  change  in  posture  and  to  exertion 
should  be  watched  very  carefully.  After  being 
allowed  up  and  about,  it  is  wdse  to  warn  these 
patients  regarding  exertion  and  fatigue,  ad- 
vising them  as  to  the  necessity  of  reporting 
such  symptoms  as  dyspnea,  headache  and  di- 
gestive disturbances. 

Second  Group. — Acute  myocardial  changes 
may  and  frequentW  do  occur  in  association 
with  infectious  diseases  or  any  localized  infec- 
tions of  severe  degree.  In  eases  of  pneumonia, 
typhoid  fever,  scarlet  fever,  peritonitis,  car- 
buncles, etc.,  the  heart  should  be  watched  care- 
fully and,  in  my  opinion,  digitalis  should  be 
started  early  in  order  to  safeguard  the  myo- 


cardium before  the  damage  is  done.  This  is 
particularly  true  in  cases  of  pneumonia,  where 
cardiac  efficiency  is  all  important. 

To  conclude,  let  us  remember  that  acute  heart 
diseases  do  not  mean  only  the  detecting  of 
cardiac  murmurs  signifying  endocardial  lesions, 
but  that  the  efficiency  of  and  conservation  of 
the  heart  muscle  strength  is  most  important  in 
the  treatment  of  all  infections  which  may  and 
do  affect  the  cardiovascular  system. 

Sarah  heigh  Clinic. 


THE  MANAGEMENT  OF  THE  CHRONIC 
CARDIAC.* 

By  C.  LYDON  HARRELL,  M.  D„  Norfolk,  Va. 

In  speaking  of  the  chronic  cardiac  we 
naturally  think  of  two  classes  of  cases:  First, 
those  who  are  living  a natural  life,  performing 
their  every  clay  duties  and  are  symptom  free, 
so  far  as  the  heart  is  concerned.  Second, 
those  who  have  symptoms  of  heart  failure,  and 
seek  treatment. 

Lnder  the  first  class,  we  have  the  chronic 
valvular  diseases,  early  hypertensive  cases,  ex- 
tra s}rstoles  or  drop  beats,  low  grade  myocardi- 
tis in  people  of  middle  life,  and  sometimes  a 
tobacco  heart.  The  heart  in  these  cases  under 
normal  conditions  is  compensating  or  doing 
its  woi'k  without  showing  any  reaction,  but  if 
put  to  a sudden  strain,  or  if  an  unusual  load 
be  put  on  the  myocardium,  you  get  a reaction 
in  the  form  of  a rapid  pulse,  shortness  of 
breath,  occasionally  pain  over  the  heart  and 
a heart  murmur,  or  an  increase  in  intensity  if 
the  murmur  previously  existed. 

These  patients  are  not  sick;  but  are  poten- 
tially sick.  They  need  no  treatment,  but  need 
to  be  taught  how  to  live  so  as  to  keep  them- 
selves physically  fit.  First  of  all,  if  the  pa- 
tient be  obese  he  should  reduce  to,  or  just  be- 
low the  normal  weight  for  his  height  and  age; 
he  should  try  to  maintain  this  weight  forever 
afterward:  This  can  be  done  only  by  diet  and 
light  physical  exercise,  preferably  in  the  open. 
They  should  cut  out  tea  and  coffee,  tobacco, 
alcoholic  stimulants,  condiments  and  highly 
seasoned  foods.  They  should  eat  moderately, 
and  never  overload  the  stomach.  The  main 
meal  should  be  taken  in  the  middle  of  the  day. 
All  foci  of  infection  should  be  removed,  such 
as  teeth  and  tonsils,  and  constantly  be  on  the 
lookout  for  others.  These  people,  who  have 
the  habit  of  forming  pus,  have  a peculiar 
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faculty  of  keeping  it  up.  You  cannot  repair 
damage  already  done,  but  you  can  prevent 
further  damage  by  i promptly  getting  rid  of 
your  source  of  infection.  The  patients  with 
potential  heart  disease  should  have  plenty  of 
sleep  and  recreation,  avoid  doing  anything  in 
a hurry  or  putting  an  unnecessary  strain  on 
the  heart.  These  cases  should  take  a vacation 
once  or  twice  a year,  either  to  the  seashore  or 
in  the  mountains,  get  themselves  away  from 
home  cares  and  business  worries. 

The  instructions  given  to  these  cases  should 
be  given  in  such  a way  as  not  to  call  undue 
attention  to  the  heart.  In  many  cases  of  a 
neurotic  tendency,  we  do  harm  by  saying  that 
they  have  heart  disease  or  high  blood  pressure. 
You  will  make  invalids  of,  some  rather  than 
cure  them.  It  is  best  in  such  cases  to  tell  the 
real  facts  to  some  member  of  the  family. 

Under  the  second  class,  we  have  the  cases 
who  present  themselves  for  treatment  with 
symptoms  of  heart  failure,  as  shortness  of 
breath,  indigestion,  palpitation,  cough,  a tired 
feeling,  pain  in  the  region  of  the  heart  or  in- 
ability to  exert  themselves.  These  cases  may 
be  classified  according  to  the  degree  of  failure 
of  the  heart  muscle.  I will  speak  of  them 
briefly  under  the  following  heads: 

1.  Chronic  myocarditis  or  valvular  disease 
with  failing  compensation. 

2.  Acute,  or  sudden  cardiac  failure. 

3.  Chronic  myocarditis  with  marked  edema 
or  anasarca. 

4.  Chronic  syphilitic  aortitis. 

5.  Chronic  cardiac  hypertrophy,  secondary 
to  hypertension. 

6.  Angina  pectoris. 

The  cases  of  Chronic  Myocarditis  with  Fail- 
ing Compensation  usually  present  themselves 
with  the  following  symptoms:  Indigestion, 

shortness  of  breath,  palpitation  of  the  heart, 
and  cough,  usually  made  worse  on  exertion. 
We  should  try  as  nearly  as  possible  to  deter- 
mine the  pathology  in  these  cases,  a careful  his- 
tory as  to  what  a patient  can  do  without  symp- 
toms., a careful  physical  examination  before  and 
after  exercise.  There  are  different  calesthenics 
that  you  can  put  the  patient  through  which  ac- 
cording to  the  reaction  will  help  to  determine 
the  extent  of  injury  in  the  myocardium.  Some- 
times a Arital  capacity  will  give  valuable  in- 
formation as  to  the  amount  of  endurance  the 
patient  has,  more  especially  if  we  know  his 
normal.  In  cases  where  there  is  any  irregu- 
larity in  the  pulse  rate  or  contraction  of  the 


heart,  an  electrocardiographic  study  will  help 
us  a good  deal  in  determining  the  form  of  ir- 
regularity, the  extent  of  damage  to  the  myo- 
cardia,  and  which  side  of  the  heart  is  really 
at  fault.  The  diagnosis  made,  we  should  then 
outline  our  treatment.  The  patient  should  be 
put  to  bed,  at  absolute  rest  in  as  comfortable 
position  as  possible;  this  is  usually  propped 
up  on  pillows,  or  a bed  rest  at  an  angle  of  about 
forty-five  degrees.  We  must  be  sure  to  give 
the  patient  plenty  of  rest  the  first  few  nights. 
I prefer  a hypodermic  of  morphia,  with  am- 
monium bromide  grs.  15,  and  morphia  gr.  1/16 
by  mouth  during  the  day.  I believe  that  sleep 
and  a quiet  nervous  system  are  very  essential 
in  treating  any  cardiac  case.  The  fluids  should 
be  limited  to  1,500  c.c.  in  twenty-four  hours, 
checking  the  urine  to  see  that  the  intake  does 
not  exceed  the  output.  A salt  free  semi-fluid 
diet  is  advised.  I give  fifteen  to  twenty  minims 
of  digitol  three  times  a day.  The  patient  should 
be  kept  in  bed  several  days  after  the  pulse  is 
normal  and  he  is  symptom  free,  and  then  let 
up  and  made  to  begin  exercise  very  gradually. 

I wish  to  make  a few  remarks  concerning  the 
use  of  digitalis.  I believe  that  it  is  a very 
much  misused  and  abused  drug.  Whichever 
preparation  you  use,  be  sure  to  select  one  that 
is  jDotent,  and  one  that  you  are  familiar  with, 
and  stick  to  it.  No  two  preparations  of  digi- 
talis have  the  same  strength;  all  of  them  lose 
their  strength  when  exposed  to  the  air,  whether 
it  be  the  leaves  or  the  liquid.  Dr.  Christian 
once  told  me  he  preferred  the  freshly  powdered 
leaves  to  any  other.  He  always  ordered  his 
digitalis  from  the  same  supply  house  and  tested 
each  shipment  before  it  was  dispensed  from 
the  drug  store.  The  writer  uses  either  the 
tincture  or  powdered  leaves,  but  prefers  the 
tincture  for  general  work,  for  it  is  much  easier 
to  regulate  the  dose.  I am  opposed  to  pre- 
scribing it  promiscuously;  use  it  when  it  is  in- 
dicated and  leave  it  alone  when  it  is  not. 

There  is  a tendency  now  on  the  part  of  many 
internists  to  give  very  large  doses  of  digitalis 
either  at  one  dose  or  within  the  first  twenty- 
four  hours,  their  object  being  to  get  the  patient 
thoroughly  digitalized,  and  then  discontinue 
the  drug.  Eggleston’s  method  is  to  give  one  c.c. 
of  the  purified  tincture  or  .01  gram  of  the  dry 
leaf  to  every  ten  pounds  of  body  weight,  so  a 
patient  weighing  150  pounds  would  get  15  c.c. 
or  y2  ounce  of  the  tincture,  or  15  grains  of  the 
dried  leaf. 

Pardee  has  shown  that  the  body  disposes: 
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daily  on  an  average  of  twenty-two  minims  of 
the  purified  tincture  of  standard  potency.  In 
his  experiments  the  lowest  was  ten  minims 
and  the  highest  forty;  therefore,  it  is  necessary 
when  the  administration  of  the  drug  is  con- 
tinued over  several  days  and  you  wish  to 
thoroughly,  digitalize  the  patient  to  add  this 
amount  to  the  approximated  dose.  We  also 
learn  from  this  that  digitalis  has  an  accumula- 
tive effect,  an  argument  against  continuing  it 
indefinitely. 

Digitalis  may  be  administered  by  mouth, 
per  rectum,  or  hypodermatically.  There  is 
practically  no  advantage  in  giving  it  hypo- 
dermatically except  in  cases  of  digestive  dis- 
turbance. It  takes  approximately  two  hours  to 
show  its  effect  on  the  heart  muscle  when  ad- 
ministered either  way.  It  is  absorbed  from 
both  the  stomach  and  rectum,  and  shows  its 
effects  in  about  the  same  length  of  time. 

Personally,  I see  no  advantage  in  the  large 
heroic  doses;  there  are  many  disadvantages. 
We  cannot  be  with  our  patients  all  the  time, 
and  it  acts  as  a poison  in  some  instances. 
Luten  has  shown  that  when  successive  frac- 
tions of  the  lethal  dose  of  the  tincture  of  digi- 
talis are  injected  intravenously  into  cats,  auric- 
ulo-ventricular  dissociation  takes  place  after 
about  80  per  cent  of  the  lethal  dose  has  been 
administered.  This  is  brought  about  by  ven- 
tricular acceleration.  He  has  also  proven  this 
clinically  in  numerous  cases,  one  of  which  I 
will  mention.  The  patient  showed  a normal 
mechanism  before  the  administration  of  digi- 
talis; ventricular  tachycardia  developed  in 
twenty-two  and  one-half  hours  after  the  last 
dose.  The  patient  received  16  c.c.  or  i/2  ounce 
of  the  tincture  in  sixteen  hours.  Before  digi- 
talis the  rate  was  96;  after  digitalis  the  rate 
of  the  auricles  was  170  and  ventricles  145, — 
thus  proving  that  a large  dose  of  the  drug 
may  cause  a dissociation  of  auricles  and  ven- 
tricles and  produce  a tachycardia.  Often  a 
toxic  dose  by  reflex  symptoms  will  produce 
nausea  and  prevent  the  taking  of  food. 

Acute  Heart  Failure , With  orWith  Auricu- 
lar Fibrillation . — These  cases  are  usually  ex- 
tremely sick  and  demand  prompt  treatment,  or 
the  worst  may  be  expected.  They  should  be 
immediately  placed  in  a comfortable  recum- 
bent position.  Remove  all  tight  clothing  with- 
out any  exertion  on  the  part  of  the  patient. 
They  should  be  given  plenty  of  fresh  air;  it  is 
best  for  the  breeze  to  blow  directly  on  the 
face;  avoid  crowding  in  the  room  or  anything 


that  would  tend  to  excite  the  patient.  Give  a 
dram  of  aromatic  spirits  of  ammonia  by  mouth, 
a hypodermic  of  % gr.  of  morphine  combined 
with  strychnine  or  atropine.  If  there  is  pain 
over  the  heart,  apply  an  icebag,  and  hot  water 
bottles  over  the  body.  If  the  patient  appears 
to  be  very  much  cvanosed  or  the  veins  in  the 
neck  engorged,  venesection  is  indicated,  re- 
moving 8 to  10  ounces  of  blood  to  help  relieve 
the  right  heart.  After  the  emergency  measures 
have  been  done,  we  should  then  start  giving 
digitalis,  one  c.c.  hypodermatically  every  four 
hours.  Some  recommend  giving  caffein  or 
camphor.  The  writer  has  but  little  faith  in 
their  value,  neither  has  MacKenzie  nor  other 
writers  with  whom  I consulted.  These  cases 
should  be  kept  extremely  quiet  for  several 
hours  with  no  exertion;  sleep  is  what  they  must 
have.  The  food  should  be  restricted  to  warm 
stimulating  drinks.  After  the  acute  stage  is 
over,  they  should  be  handled  as  any  other  case 
of  myocarditis  with  failing  compensation. 

Among  the  cases  of  chronic  myocarditis,  we 
usually  get  the  various  forms  of  irregularity 
of  the  heai't,  the  most  common  of  which  is 
auricular  fibrillation.  Alost  of  these  irregulari- 
ties usually  disappear  with  rest  in  bed  and 
digitalis,  but  some  few  do  not.  In  such  cases, 
we  resort  to  the  use  of  quinidine  sulphate,  grs. 
5 three  times  a day  being  usually  sufficient.  The 
patient  must  be  kept  in  bed  while  on  the  drug, 
and  it  should  not  be  administered  until  three 
or  four  days  after  digitalis  has  been  discon- 
tinued. 

In  October,  1921,  a white  man,  age  sixty- 
three,  was  referred  to  me  for  treatment,  with 
all  the  symptoms  of  a failing  compensation, 
including  edema  of  the  ankles,  passive  con- 
gestion of  the  liver  and  a very  irregular  pulse. 
He  was  put  to  bed  and  given  digitalis.  In 
three  weeks  he  was  symptom-free  and  able  to 
return  to  his  home  in  the  country  under  the 
care  of  his  physician.  In  May,  1923,  he  re- 
ported again,  but  was  in  much  worse  shape 
than  on  his  previous  visit.  In  about  three  weeks 
his  symptoms  cleared  up  but  his  arrythmia 
did  not,  and,  on  exercise,  his  symptoms  re- 
appeared, cough,  dyspnea,  etc.  He  was  put 
back  to  bed  and  digitalis  discontinued.  On 
May  17th,  he  was  given  quinidine  sulphate, 
grs.  5 night  and  morning.  On  the  19th,  he 
was  feeling  much  better,  with  a pulse  rate  of 
80,  and  missing  only  one  or  two  beats  per 
minute.  On  the  21st,  his  pulse  rate  was  76 
and  regular,  but  he  was  coughing  up  some 
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bloody  mucus.  His  systolic  blood  pressure  was 
98;  diastolic  could  not  be  read,  consequently, 
he  had  no  discoverable  pulse  pressure.  The 
quinidine  was  reduced  to  5 grs.  per  day  and 
continued  for  some  time.  You  will  see  from 
this  that  the  quinidine  lowered  the  pulse  rate 
and  improved  the  rhythm,  but  had  no  bene- 
ficial effect  on  the  heart  muscle.  However,  in 
a few  days  he  was  feeling  much  better  and  pre- 
vailed on  me  to  let  him  go  home,  which  I did, 
against  my  judgment.  He  went  home  on  a cot 
and  I wrote  his  physician  what  had  been  done. 
What  the  patient  did  I do  not  know  except 
that  he  died  in  about  two  weeks.  This  shows 
the  importance  of  keeping  them  quiet  and  un- 
der observation  while  taking  quinidine. 

Chronic  Myocarditis  With  Marked  Edema  or 
Anasarca. — These  cases  as  a rule  are  very  un- 
comfortable. besides  being  very  ill.  The  pulse 
is  usually  very  rapid  and  often  irregular.  They 
are  unable  to  lie  down  on  account  of  dyspnea; 
consequently,  they  are  first  up  and  then  down, 
first  in  bed  then  out  of  bed.  All  the  serous 
cavities  are  filled  with  fluid,  tissues  water- 
logged, kidneys  almost  inactive,  mucous  mem- 
brane of  the  digestive  tract  is  usually  edema- 
tous, and,  as  a result  they  are  unable  to  care 
for  food, — the  effect  of  failing  myocardium. 
They  should  be  put  to  bed  for  an  indefinite 
time,  and  insist  on  their  staying  in  bed,  propped 
up  on  a bed  rest  until  they  are  able  to  lie  down. 
The  best  results  can  be  obtained  in  a hos- 
pital. They  should  be  given  a hypodermic  of 
morphia  14  gr.  at  bedtime  for  several  nights 
to  insure  rest.  I also  use  morphia  and  bro- 
mides during  the  day  to  quiet  the  nervous  sys- 
tem. Morphia  will  sometimes  check  the  dysp- 
nea and  give  them  rest  when  nothing  else  will. 
They  should  be  put  on  a strict  Karell  diet  for 
four  or  five  days;  this  is  twenty-eight  ounces 
of  milk,  given  at  four  feedings, — nothing  else 
by  mouth.  This  alone  will  sometimes  start  the 
kidneys  to  secreting,  often  as  much  as  six  to 
eight  quarts  in  twenty-four  hours.  After  the 
patient  is  quiet  and  accustomed  to  being  in 
bed,  I start  digitalis,  usually  from  twenty-four 
to  forty-eight  hours  after  they  are  put  to  bed, 
twenty  to  thirty  minims  every  four  hours. 
An  old  remedy,  and  one  that  is  frequently  used 
with  good  results,  is  digitalis,  squill,  calomel, 
one  grain  of  each,  given  three  times  a day. 
The  boAvels  should  move  at  least  once  a day, 
preferably  with  a saline  or  a mild  purgative. 
Severe  purging  is  contra-indicated  as  you 
already  have  an  engorged  and  edematous 


mucous  membrane  of  the  entire  intestinal  tract. 
If  the  kidneys  should  not  start  acting  freely 
in  two  or  tree  da}rs,  it  is  advisable  to  increase 
your  dose  of  digitalis  and  give  other  diuretics, 
as  diuretin  or  theobromin.  Some  clinics  are 
using  calcium  chloride  intravenously  to  reduce 
edema.  As  yet,  this  is  in  the  experimental 
stage,  though  some  clinics  are  reporting  good 
results. 

As  the  edema  disappears  and  the  heart  muscle 
gains  some  of  its  tone,  the  diet  may  be  gradu- 
ally increased  up  to  a semi-solid  diet,  adhering 
strictly  to  a salt  free  diet  and  limiting  your 
fluids  to  1,000  c.c.  in  twenty-four  hours.  After 
this  stage,  they  should  be  handled  as  any  other 
case  of  myocarditis  with  failing  compensation, 
but  their  stay  in  bed  should  be  a great  deal 
longer.  They  should  not  be  allowed  up  for 
several  weeks  after  they  are  symptom-free.  By 
symptom-free  I mean  a normal  pulse  in  rate 
and  rhythm,  and  ability  to  sleep  flat  without 
discomfort.  When  you  begin  to  let  them  up, 
it  should  be  done  very  gradually;  in  fact,  it  is 
just  as  important  to  watch  your  exercise  each 
day  as  it  is  to  insist  on  absolute  rest  in  the 
beginning.  The  object  is  to  increase  the  en- 
durance or  efficiency  of  your  heart  muscle  by 
gradually  increasing  the  load. 

January,  1921,  I was  called  to  see  a white 
girl,  age  fourteen,  and  found  her  propped  up 
in  bed  panting  for  breath.  She  was  swollen 
almost  beyond  recognition.  Her  lower  limbs, 
abdomen,  and  even  her  face,  were  edematous. 
Her  respiration  was  very  rapid  and  also  her 
pulse.  She  had  a to-and-fro  heart  murmur, 
heard  all  over  the  front  of  her  chest.  The 
heart  was  very  much  enlarged.  I knew  from 
the  surroundings  that  I could  not  handle  this 
case  at  home,  so  I refused  to  prescribe  for  her 
until  she  was  placed  in  a hospital  with  the 
understanding  that  she  stay  there  until  I gave 
her  permission  to  leave.  She  entered  the  hos- 
pital January  20th,  and  remained  until  May 
29,  1921,  a little  over  four  months.  She  was 
put  to  bed  and  propped  up  at  an  angle  of  forty- 
five  degrees,  and  given  morphia  % gr.  hypo- 
derma  tioally  for  several  nights;  she  was  also 
given  tincture  of  digitalis,  minims  fifteen, 
every  four  hours,  and  a stric  Karell  diet  for 
four  or  five  days.  At  this  time  the  kidneys 
were  acting  very  freely  and  edema  began  to 
disappear.  More  food  was  gradually  added, 
adhering  to  a strict  salt  free  diet,  and  checking 
the  fluid  intake  and  output.  The  patient  was 
kept  in  bed  during  her  entire  stay  in  the  hos- 
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pital  except  being  up  in  a rolling  chair  two 
days  befoi’e  returning  home.  She  was  watched 
very  carefully  as  to  exercise  and  diet,  for,  on 
discharge,  she  ran  a pulse  around  90  to  100, 
and  was  symptom-free  while  performing  the 
ordinary  duties  around  the  house.  When  she 
stepped  beyond  this,  her  pulse  rate  would  go 
up  and  she  would  have  dyspnea,  xit  this  time 
she  had  a very  large  heart  with  a loud  diastolic 
and  systolic  murmur  which  could  be  heard  both 
at  the  apex  and  base. 

The  patient  reported  at  my  office  October  28, 
1924,  for  an  examination,  nearly  three  years 
since  I first  saw  her.  She  walked  several 
blocks  to  the  office,  her  pulse  rate  was  84,  and 
she  was  symptom-free.  She  stated  that  she 
had  been  doing  office  work  for  nearly  a year 
and  danced  occasionally  without  trouble.  At 
this  time  only  a systolic  murmur  was  heard, 
best  at  the  apex,  and  conducted  toward  the 
axilla.  I report  this  case  in  detail  to  show 
what  may  be  obtained  by  prolonged  rest  in 
bed,  co-operation  on  the  part  of  the  patient, 
parents  and  doctors,  and  a graduated  exercise 
when  the  patient  is  let  up. 

Chronic  Syphilitic  Aortitis. — This  should  be 
handled  as  any  other  case  of  myocarditis  with 
failing  compensation -except  the  syphilis  should 
be  treated  at  the  same  time.  The  recognized 
method  of  treatment  at  present  is  to  give  a 
four  weeks  course  of  mercury  first,  preferably 
by  inunctions.  If  at  this  time  the  heart  muscle 
has  gained  sufficient  tone,  one  of  the  arsenical 
preparations  may  be  started,  preferably  neo- 
salvarsan,  beginning  with  a .02  gram  dose  and 
increase  each  week  until  the  maximum  of  .09 
gram  is  reached.  Give  six  doses  provided  the 
patient  stands  it  well,  then  another  month’s 
treatment  of  mercury.  After  this,  repeat  the 
entire  series  until  your  blood  Wassermann  is 
negative.  My  experience  with  these  cases  has 
been  very  limited,  except  for  short  periods  of 
time.  The  results  as  a rule  are  not  very  satis- 
factory; however,  I have  in  mind  a few  cases 
that  have  done  well  under  this  treatment,  but 
the  bulk  of  them  do  not  stay  well  long. 

Chronic  Cardiac  Hypertrophy  Secondary  to 
Hypertension. — This  really  does  not  belong  in 
the  category  of  cardiac  disease,  but  the  heart 
or  the  symptoms  of  cardiac  failure  is  what 
the  physician  is  usually  called  upon  to  treat. 
Myocarditis  with  failing  compensation  is  one 
of  the  end  results.  The  prime  object  in  this 
condition  is  to  locate  where  possible  the  cause 
or  causes  of  the  hypertension  and  remove  them. 


Remove  all  foci  of  infection.  The  same  in- 
structions should  be  given  here  as  to  the  case 
of  myocarditis  with  compensation.  The  patient 
should  get  as  much  outside  recreation  as  he  is 
able  and  capable  of  taking,  such  as  walking, 
golfing,  fishing,  etc.,  but  there  should  be  no 
violent  exercise.  We  should  insist  on  their  liv- 
ing a quiet  and  peaceful  life,  on  a light  salt- 
free  diet.  Anything  that  helps  relieve  the  hy- 
pertension will  relieve  the  load  on  the  myo- 
cardium. For  the  acute  attacks  with  dyspnea 
and  vertigo,  rest  in  bed,  purging,  and  venesec- 
tion are  advised.  I have  taken  sixteen  to 
eighteen  ounces  of  blood  from  these  cases  and 
have  relieved  their  symptoms  for  several  weeks, 
sometimes  months.  I strongly  recommend  it 
in  extreme  cases  where  the  heart  has  more  than 
it  can  do.  The  nitrites  and  the  iodides  are 
sometimes  of  benefit,  but  their  action  is  very 
fleeting.  The  cases  of  failing  compensation 
should  be  handled  as  any  other — resort  to  digi- 
talis. It  has  no  effect  on  elevated  blood  pres- 
sure. 

In  cases  of  Severe  Precordial  Pain  or  Angina 
Pectoris , an  ampule  of  amyl  nitrite  broken  and 
inhaled  slowly  often  relieves  the  attack;  like- 
wise a nitroglycerin  tablet  1/100  gr.  put  on  the 
tongue  may  relieve,  together  with  an  icebag 
over  the  heart.  Morphia  also  often  gives  good 
results. 

The  cases  that  are  subject  to  chest  or  sub- 
sternal  pain  should  be  exceedingly  cautious 
about  their  exercise.  They  should  be  cautioned 
never  to  do  anything  in  a hurry,  as  climbing  a 
flight  of  stairs,  or  running  to  catch  a car,  more 
especially  after  a meal.  They  should  always 
carry  nitroglycerin  tablets  in  their  pocket,  and 
when  they  feel  an  attack  coming  on,  take  a 
tablet  and  sit  down  until  the  attack  wears  off. 
I once  read  of  a case  that  would  be  thrown 
into  severe  attacks  of  chest  pain  by  walking 
from  the  dining  room  to  the  adjoining  room 
immediately  after  a meal.  The  patient  was  in- 
structed to  have  a comfortable  chair  placed  by 
the  table  and  sit  there  for  thirty  minutes  after 
each  meal ; this  she  did,  and  the  attacks  sub- 
sided. 

In  handling  any  case  of  heart  disease,  it  is 
absolutely  necessary  that  you  have  thorough 
co-operation  between  family,  patient  and  doc- 
tor. Without  co-operation  one  can  do  nothing. 
With  it,  many  of  these  so-called  old  chronics 
may  be  carried  on  for  years  in  fair  comfort  and 
usefulness. 
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I would  summarize  my  treatment  in  four 
words:  diet,  digitalis,  rest  and  co-operation — 
but  the  greatest  of  these  is  co-operation. 
References. 

The  Heart  in  Modern  Practice. — By  Reid. 
Therapeutic  Uses  of  Digitalis. — By  Eggleston  and 
others. — -Jour.  A.  M.  A.,  Aug.  16,  1924. 

Luten,  D.  Med.  Clinics  of  North  America,  Sept.,  1924 
and  Annals  of  Clinical  Medicine,  Sept.,  1924. 
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PATHOLOGY  AND  SYMPTOMATOLOGY 
OF  INFLUENZA.* 

By  W.  E.  JENNINGS,  M.  D.,  Danville,  Va. 

No  patients  die  of  the  simple  forms  of  in- 
fluenza. Death  is  due  in  a large  proportion 
of  the  fatal  cases  to  pulmonary  lesions. 

The  pathological  picture  presented  at 
autopsy  may  be  composed  of  so  many  com- 
plex a fid  varied  pictures  that  it  is  a difficult 
matter  to  give  a clear  account  of  the  lesions. 

True  lobar  pneumonia  has  been  reported  in 
influenza  but  this  is  a rare  finding.  However, 
a whole  lobe  may  be  consolidated  owing  to  the 
confluence  of  patches  of  bronchopneumonia. 
As  Wolbach  has  pointed  out,  two  pictures  of 
the  lungs  may  be  distinguished  in  those  who 
have  died  within  a very  short  time  after  signs 
of  pneumonia  have  appeared  clinically,  and  in 
those  who  have  lived  ten  days  or  more.  In 
the  former  class  may  be  placed  those  cases  of 
sudden  death  from  overwhelming  fulminating 
infections  that  are  occasionally  seen.  In  the 
early  cases  the  lungs  as  a whole  are  extremely 
red  and  congested,  while  beneath  the  parietal 
layer  of  the  pleura  numerous  hemorrhages  are 
seen,  pin-point  in  size,  or  the  whole  surface 
may  appear  mottled  with  hemorrhages  about 
the  size  of  one’s  little  finger  nail.  The  organs 
are  partially  collapsed,  lax,  and  of  a rubbery 
feel,  not  so  solid  and  firm  as  in  the  case  of 
gray  hepatization  of  lobar  pneumonia.  Tyler 
has  called  this  the  “diffuse,  congested  and 
edematous  type.” 

Some  times  a dark  red  fibrinous  exudate  may 
be  noted  on  the  pleura.  On  section  the  cut  sur- 
face is  a dark  red  although  in  areas  a more 
vivid  color  and  angry  appearance  may  be  seen. 
The  bronchi  are  very  congested  and  contain 
very  little  if  any  muco-purulent  material  but 
a rather  frothy  reddish  material.  Microscopi- 
cally in  the  case  of  patients  who  die  quickly 
in  a condition  of  acute  alveolar  emphysema  a 
deposit  of  hyaline  fibrinous  material  is  found 

*Read  as  part  of  the  symposium  on  Influenza  at  the  meet- 
ing of  the  South  Piedmont  Medical  Society,  in  Danville,  Va., 
November  18,  1924. 


on  the  alveolar  walls.  The  intervening  alveoli 
are  compressed  and  filled  with  exudate  which 
in  the  early  cases  is  largely  serous  or  bloody 
and  contains  but  little  fibrin.  This  hyaline 
fibrinous  material  arises  from  the  smallest 
bronchioles  and  alveolar  ducts  and  is  forced 
into  the  alveoli  by  air.  In  one  part  early  lesions 
may  be  found,  while  in  adjoining  regions  may 
be  noted  lesions  much  further  advanced. 

Taking  the  whole  course  into  consideration, 
Wolbach  is  of  the  opinion  that  the  reaction  to 
Pfeiffer’s  bacillus  is  less  intense  in  the  later 
than  in  the  earlier  stages.  It  must  be  borne  in 
mind  that  secondary  invaders  may  step  in  at 
any  stage  and  their  characteristic  lesions  mask 
that  produced  by  Pfeiffer’s  bacillus.  But  some- 
times the  lesions  remain  separate  in  the  same 
lung,  or  even  in  the  same  lobe.  Occasionally 
peribronchial  abscesses  are  seen,  usually  small 
and  scattered  in  area,  although  they  may  be 
found  in  clusters.  Occasionally  large  abscesses 
are  found  and  are  probably  caused  by  infarcts. 
There  are  practically  always  found  small 
punctuate  hemorrhages  beneath  the  pleura. 

The  heart  is  usually  affected  to  a greater  or 
less  extent.  A slight  excess  of  clear  pericardial 
fluid  is  generally  found.  Subpericardial  punc- 
tate hemorrhages  are  very  common.  The  heart 
itself  in  the  majority  of  cases  shows  dilatation 
of  the  chambers  on  the  right  side.  Except  for 
cloudy  changes  in  the  myocardium,  nothing 
abnormal  is  found.  The  heart  muscle  is  very 
definitely  softer  than  normal  in  a small  per 
cent  of  cases. 

The  kidneys  are,  as  a rule,  greatly  congested, 
the  stellate  veins  are  injected,  and  fine  hemor- 
rhages are  often  seen  in  the  pelvis.  In  other 
cases  the  cortex  is  slightly  broader  than  nor- 
mal and  cloudy  swelling  is  present. 

Symptoms. — The  onset  is  usually  sudden, 
although  there  are  certain  numbers  of  cases 
of  which  the  onset  is  much  more  gradual  and 
lasts  from  a day  to  a day  and  a half.  The 
symptoms  at  the  onset  are  not  unlike  those 
complained  of  at  the  beginning  of  other  acute 
febrile  conditions.  Definite  cbills  are  uncom- 
mon but  there  is  generally  a feeling  of  chilli- 
ness. The  temperature  rises  rapidly  to  103 
and  occasionally  to  105,  the  face  becomes 
flushed,  the  conjunctivae  are  injected  and  the 
patient  takes  to  bed  with  widespread  aches  and 
pains  which  are  especially  marked  in  the  lower 
part  of  the  back  and  muscles  of  the  leg.  There 
is  a genera]  feeling  of  prostration  and  malaise. 
The  patient  is  drowsy  and  looks  limp  and 
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heavy,  and  dull  about  the  eyes.  Usually  there 
is  very  little  cor}7za,  but  the  patient  may  cough 
a little  and  complain  of  hoarseness  and  sore 
throat  or  a pain  behind  the  sternum.  Some- 
time the  frequency  of  the  cough  is  in  striking 
contrast  with  the  negative  chest  findings.  Less 
often  the  disease  may  commence  with  nausea 
and  vomiting,  pain  in  the  abdomen  and  diar- 
rhea. The  affection  may  begin  with  a sharp 
epistaxis.  The  tongue  is  dm7,  and  covered  with 
a brown  fur.  The  lips  are  slightly  cyanosed 
even  in  the  simple  forms  of  influenza.  Exami- 
nation of  the  chest  usually  reveals  little  ab- 
normality, but  sometimes  scattered,  coarse  rales 
may  be  made  out. 

In  comparison  with  the  high  temperature, 
the  pulse  rate  is  but  slightly  raised  and  the 
respiration  is  rarely  over  twenty.  These  simple 
cases  usually  last  from  three  to  five  days,  when 
the  temperature  comes  down  by  sharp  lysis 
although  crisis  is  sometimes  observed.  Drench- 
ing sweats  are  common  even  where  antipyretics 
are  not  used.  The  patient  usually  feels  played 
out  for  several  days,  and  emaciation  is  quite 
considerable  even  after  a mild  case.  Some  pa- 
tients may  be  ill  for  a week  of  more  with  acute 
laryngitis  and  aphonia,  and  never  show  a tem- 
perature above  99  or  100. 

As  far  as  can  be  ascertained  no  patients  die 
of  simple  influenza. 

Between  the  simple  and  the  pneumonic  forms 
there  is  a group  of  cases  in  which  there  is  more 
sputum  and  more  definite  signs  of  bronchitis 
than  in  simple  influenza,  but  the  condition  of 
the  patient  is  not  serious  and  no  consolidation 
of  the  lung  can  be  made  out.  In  the  present 
state  of  our  knowledge  of  the  disease,  it  is  diffi- 
cult to  state  what  are,  and  what  are  not  spora- 
dic cases  of  influenza  even  if  the  bacillus  in- 
fluenza is  the  predominant  micro-organism  in 
the  sputum. 

There  is  the  more  severe  type  or  the  pneu- 
monic form,  in  which  the  onset  is  sudden  and 
from  the  first  the  symptoms  are  graver  than  in 
simple  influenza.  There  may  be  severe  epis- 
taxis, headache,  body  pains  as  in  the  simple 
form,  but  together  with  these  symptoms  there 
is  great  respiratory  distress,  a hacking  cough, 
cyanosis,  and  marked  dyspnea. 

The  condition  is  alarming  and  much  more 
so  than  the  examination  of  the  chest  would 
seem  to  justify. 

On  percussion  there  is  diminished  resonance, 
but  no  actual  dullness.  In  auscultation  a 
rather  patchy  diminution  of  the  respiratory 


murmur  is  made  out.  A few  moist  rales  may 
be  heard.  The  cyanosis  increases  and  the  pa- 
tient may  die  in  from  thirty-six  to  forty-eight 
hours. 

The  condition  of  the  heart  may  remain  re- 
markably good  until  just  before  the  end,  when 
its  action  becomes  very  rapid,  the  pulse  thin 
and  thready,  and  the  patient  expectorates  a 
quantity  of  frothy  blood  stained  fluid.  The 
temperature  may  drop  to  normal  before  death. 
The  temperature  curve  is  a very  irregular  one. 

Recovery  by  crisis  is  not  uncommon,  although 
the  temperature  usually  comes  down  by  lysis. 
A rapid  fall  to  subnormal,  when  not  accom- 
panied bj7  a lowering  of  the  pulse  and  respi- 
ration. is  a grave  sign.  Cyanosis  is  a prominent 
feature  in  the  clinical  picture  of  these  cases. 
It  may  be  of  a dark  reddish  blue  variety,  seen 
in  lobar  pneumonia,  but  in  the  majority  of 
instances  it  is  of  the  lilac  or  heliotrope  variety 
described  by  French.  It  may  be  seen  over  the 
entire  face,  or  it  may  be  confined  to  the  ears 
and  mucous  membrane  of  the  lips.  The  cyano- 
sis is  not  due  to  embarrassment  of  the  right 
side  of  the  heart,  but  to  some  lesion  of  the  res- 
piratory epithelium  which  prevents  the  oxygen 
in  the  alveolar  air  from  entering  into  the  blood. 
It  has  been  found  that  the  fault  does  not  lie  in 
combining  power  of  hemoglobin  and  oxygen. 
In  fact,  a satisfactory  explanation  has  not  been 
found. 

The  white  blood  cell  count  is  rarely  in- 
creased, and  very  often  is  below  normal. 

705  Main  Street. 


MEDICAL  TREATMENT  OF  INFLUENZA  * 

By  I.  KEITH  BRIGGS,  M.  D„  South  Boston,  Va. 

Prophylaxis. — Preventive  measures  directed 
against  the  contraction  of  influenza,  especially 
in  epidemic  periods,  are  either  desirable  gen- 
eral hygiene  or  measures  based  upon  empiri- 
cism, since  we  are  doubtful  as  to  the  causal 
organism  and  are  ignorant  of  the  causes  which 
led  to  the  occasional  worlcl-wide  spread.  Con- 
siderable difficulties  are  found  in  trying  to 
carry  out  preventive  measures  against  in- 
fluenza, owing  to  the  short  incubation  period 
and  the  non-recognition  of  the  disease  in  its 
early  stages  before  the  patient  has  conveyed 
the  infection  to  a large  number  of  persons. 

Personal  Protection. — Rooms  should  be  airy 
and  well  ventilated.  The  individual  should 

•Read  as  part  of  the  symposium  on  Influenza  at  the  meeting 
of  the  South  Piedmont  Medical  Society,  in  Danville,  November 
18,  1924. 
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guard  against  draughts  and  chilling  of  the 
body  surface.  He  should  gargle  the  throat 
and  spray  the  nose  with  a mild  antiseptic,  night 
and  morning,  and  in  epidemics  keep  away 
from  public  gatherings  and  crowded  convey- 
ances. Vaccine  therapy,  if  used,  must  be  car- 
ried out  in  combination  with  protective  agen- 
cies. As  a prevention,  vaccines  are  in  an  experi- 
mental stage,  yet  a combined  vaccine  of  in- 
fluenza bacillus,  streptococci  and  pneumococci 
seemed  to  do  some  good  in  British  Naval  and 
Air  Forces,  although  the  immunity  produced 
was  of  a short  duration. 

General  Measures  in  Treatment  of  Acute 
Influenza. — The  patient  should  be  put  to  bed 
in  a well  ventilated,  warm  room,  with  no 
draughts  blowing  on  him,  and  kept  in  bed  un- 
til fever  has  been  absent  forty-eight  hours. 
Calomel  is  given  followed  by  salines  or  castor 
oil  to  combat  toxemia.  Large  quantities  of 
water,  soda  water,  lemonade,  or  barley  water 
are  given  to  flush  kidneys.  Liquid  diet  is  ad- 
vised, although  egg-nogs,  custard  and  junket 
can  be  given.  For  pain  and  fever,  the  ice  cap 
to  the  head,  together  with  phenacetin  and  co- 
deine internally  generally  give  relief,  although 
it  is  necessary  at  times  to  give  a hypodermic 
of  morphine,  grain  1/6  to  1/4,  and  atropine 
grain  1/150.  Warm  sponge  baths  and  alcohol 
rubs  afterwards  are  soothing  and  will  often 
induce  sleep.  For  sleeplessness,  Dover’s  pow- 
der, trional  or  luminal  may  be  given.  For 
simple  irritation  of  the  throat,  antiseptic  gar- 
gles are  used,  but  if  the  tonsils  show  any  sign 
of  acute  infections  they  may  be  mopped  with 
6 to  8 per  cent  nitrate  of  silver  solution  daily. 
In  case  of  hoarseness  or  laryngitis,  the  patient 
may  inhale  compound  tincture  of  benzoin, 
one  drachm  on  boiling  water,  and  have  ice  bag 
or  mustard  plaster  applied  over  throat.  No 
treatment  is  needed  for  slight  epistaxis,  but,  if 
severe,  the  nostrils  may  have  to  be  packed  with 
gauze  saturated  in  adrenalin,  and  hemostatic 
serum  given  hypodermically.  For  cough,  am- 
monium carbonate  and  carbonate  of  creo- 
sote in  syrup  of  wild  cherry  may  be  used  as 
an  expectorant,  with  codeine,  if  the  cough  is 
bothersome. 

In  case  of  collapse,  whiskey,  aromatic  spirits 
of  ammonia  and  strychnine  may  be  given. 
Other  treatments,  such  as  treating  severe  cases 
with  the  whole  blood  from  a convalescent  pa- 
tient, may  at  times  be  necessary.  In  such  in- 
stances, the  convalescent  from  whom  the  blood 


was  taken  was  one  who  had  been  free  fi'om 
fever  for  four  or  five  days.  When  possible, 
a convalescent  with  symptoms  and  complica- 
tions of  the  same  type  as  those  of  the  patient 
treated  would  be  used.  In  most  cases  the  blood 
was  injected  within  a few  minutes  of  its  with- 
drawal, but  when  this  could  not  be  done  2 c.c.  of 
a 2 per  cent  sodium  citrate  solution  was  used  to 
prevent  coagulation.  The  amount  of  blood  used 
was  10  to  20  c.c.  injected  subcutaneously  into 
abdomen  or  thigh.  In  most  every  case  the  in- 
jection had  a favorable  effect  upon  temperature 
and  the  general  condition  of  patients  was  im- 
proved. 

Bayeux  states  that  influenza  involves  a re- 
duction of  pulmonary  ventilation  and  dimin- 
ished oxygenation  of  the  system  which  is  in- 
creased by  the  fever.  Broncho-pneumonia  fre- 
quently complicates  influenza;  the  respiratory 
embarrassment  becomes  more  serious  and  may 
cause  a fatal  asphyxia.  Artificial  oxygenation 
is  indicated  in  such  cases,  but  in  practice  oxy- 
gen inhalation  involves  the  use  of  complicated 
apparatus.  Consequently  the  author  advocates 
the  use  of  the  subcutaneous  injection  of  oxygen 
which  he  has  used  for  many  years  in  all  types 
of  influenza.  Those  injections  should  be  given 
at  an  early  stage  and  continued  as  long  as  fever 
or  symptoms  of  insufficient  respiration  persist. 
The  dosage  is  based  upon  the  rapidity  of  the 
absorption  of  the  oxygen.  The  greater  the 
respiratory  embarrassment,  the  greater  the 
absorption.  Dyspnea  is  relieved,  the  lungs  are 
less  affected  and  less  liable  to  further  infection, 
fever  is  reduced  and  renal  excretion  is  im- 
proved. Baj^eux  has  never  observed  any  out- 
ward effects  of  this  treatment,  but  has  found 
that  it  shortens  the  course  of  the  disease  and 
improves  the  prognosis. 

Willmore  and  Gardner  Merwin,  of  England, 
report  a treatment  used  in  influenza,  based 
on  the  following  considerations : 

1.  The  causative  organism  in  influenza  is  not 
definitely  determined,  hence  specific  therapy  is 
not  indicated. 

2.  A marked  leucopenia  is  invariably  found 
in  early  uncomplicated  cases,  corresponding  in 
degree  with  a clinical  severity  of  the  disease 
and  a consequent  lowering  of  a patient’s  re- 
sistance. 

3.  A profound  toxemia  is  noted  in  the 
severe  cases,  with  vomiting,  abdominal  pain 
and  deep  c37anosis  out  of  proportion  to  the 
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pulmonary  involvement  found  at  autopsy — 
very  similar  in  t3Tpe  to  acid  toxemia. 

Treatment  was,  therefore,  two-fold:  First, 
hypodermic  or  intramuscular  injection  of 
sodium  nucleinate  to  stimulate  the  production 
of  leucocytes  directly.  The  sodium  nucleinate 
was  obtained  in  ampules  of  2 c.c.  containing 
.05  gm.  per  c.c.  The  usual  dose  was  one 
ampule  given  intramuscularly  although  a 
second  dose  was  sometimes  given  at  request  of 
patient.  .Second,  large  doses  of  an  alkali  in 
the  form  of  sodium  bicarbonate,  one  drachm 
every  four  hours,  were  given  and  as  much  glu- 
cose in  food  as  patient  would  take.  In  severe 
cases  glucose  was  given  by  rectum,  subcutane- 
ously, or  intravenously  in  a 3 per  cent  solution 
with  sodium  bicarbonate  in  2 per  cent  solution. 
In  addition  free  purgation  and  cardiac  stimu- 
lants hypodermically  were  employed,  and  where 
there  was  much  mucopurulent  expectoration  a 
mixture  of  potassium  iodide  and  creosote  was 
given.  In  nearly  all  cases,  rapid  improvement 
followed  the  injection  of  sodium  nucleinate,  the 
crisis  occurring  usually  in  forty-eight  hours 
after  first  injection. 

This  treatment  was  used  in  a large  number 
of  cases  and  gave  excellent  results.  Vaccine 
therapy  in  acute  cases  is  seldom  necessary;  in 
sub-acute  or  chronic  cases  with  lung  involve- 
ment, the  combined  influenza,  streptococci  and 
pneumococci  vaccine  seems  to  give  the  best  re- 
sults. 

By  heroic  doses  of  salicin,  Turner  states 
that  he  is  able  to  shorten  an  attack  of  simple 
influenza.  He  says  this  method  seems  to  de- 
stroy the  infeetivity  so  that  the  disease  does 
not  spread  throughout  the  household.  He  used 
20  grains  every  hour  for  twelve  doses  then  20 
grains  every  two  hours  for  the  next  twelve 
hours.  Bleur  gives  by  mouth  pills  coated  with 
gelatine  containing  20  centigrams  of  methylene 
blue  four  times  a day,  but  prefers  intravenous 
injections  of  1 to  2 c.c.  of  a 5 per  cent  sterilized 
solution.  He  states  that  there  is  no  danger 
and  the  attack  is  shortened  and  complications 
prevented.  .Solutions  of  gold,  tannic  acid, 
silver  and  arsenic  have  been  used  and  much  is 
claimed  for  such  treatments.  Capitan  em- 
ployed intramuscular  or  intravenous  injections 
of  colloid  arsenic,  using  6 to  9 c.c.  of  colloid 
arsenic  alone,  or  combined  with  equal  amount 
of  colloid  silver,  and  gives  three  or  four  in: 
jections.  Thirloix  used  intragluteal  injections 
of  milk  and  found  it  more  powerful  than  other 


colloids.  He  used  5 to  10  c.c.  of  cold  milk 
which  had  been  sterilized  and  filtered,  although 
a local  abscess  may  form  and  violent  reaction 
follow.  He  continues  with  this  morning  and 
evening,  at  the  same  time  giving  rectal  injec- 
tions of  20  grains  of  eucalyptus  leaves  in  one 
quart  of  water.  Ferrarinin  commences  intra- 
venous injections  of  1 centigram  of  perichlorid 
of  mercury  in  1 c.c.  of  normal  saline  if  signs 
of  pulmonary  congestion  appear  and  continues 
this  treatment  every  four  or  five  days,  caus- 
ing fall  in  temperature,  improvement  in  pulse 
and  decrease  in  cyanosis,  this  method  being 
aimed  at  the  pneumococci  and  streptococci 
which  are  such  frequent  invaders  of  the  lungs. 

Anti-pneumococcic  and  anti-streptococcic 
serums  have  been  used  and  from  some  quarters 
quite  favorable  results  reported. 

The  Pneumonic  Form. — If  possible  the  ser- 
vices of  a nurse  should  be  secured  at  once.  The 
patient  should  be  isolated  especially  from  any 
others  with  influenza  or  any  one  with  the 
streptococcus  hemolyticus  in  their  throats.  The 
indications  are  to  combat  toxemia,  provide 
rest,  and  to  foresee  and  treat  symptoms  as  they 
arise.  The  window  should  be  wide  open,  and 
a plentiful  supply  of  water  and  magnesium 
sulphate  given  every  mox-ning  unless  diarrhea 
be  present.  The  patient  should  be  fed  as  in 
simple  influenza.  For  pleuritic  pain  a mus- 
tard plaster  or  the  ice  bag  will  help  to  relieve, 
but  often  it  is  necessary  to  give  a hypodermic 
of  morphine  grain  1/4  or  1/6  and  atropine 
grain  1/150.  If  cough  is  dry  a'nd  hacking, 
give  codeine  grain  1/8  with  glycerine  15- 
minims  and  spirits  of  chloroform  2 minims,, 
in  water  every  three  hours. 

Sleep  is  essential  and  Dover’s  powder  or 
hypnotics  are  often  necessary.  Tympanites  is 
often  a serious  matter  with  which  to  deal  and 
turpentine  stupes  should  be  used.  A rectal 
tube  inserted  while  the  stupes  are  applied  al- 
lows the  flatus  to  escape  more  readily.  Liquids 
must  be  reduced  and  carbohydrates,  such  as 
sugar,  decreased  to  the  minimum.  Turpentine 
may  be  given  by  mouth  in  15  drop  doses.  If 
turpentine  enemata  are  given,  it  is  a good  plan 
to  give  at  the  same  time  an  ampide  of  pituitrin 
hypodermically  every  four  hours. 

If  there  is  a nephritis,  the  bowels  must  be 
kept  acting.  A mustard  plaster  may  be  used 
over  the  lumbar  regions  and  a hot  colonic  ir- 
rigation given  to  induce  the  kidneys  to  act.. 
Atropine  grain  1/75,  night  and  morning,  is  a. 
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good  respiratory  stimulant.  Oxygen  may  im- 
prove color  in  cyanosis. 

It  is  a wise  plan  to  digitalize  the  heart  from 
the  first  and  keep  it  so  in  order  to  be  ready 
when  the  strain  comes  upon  that  organ.  An 
ice-bag  over  the  precordium  will  often  relieve 
cardiac  distress.  In  failing  circulation  a 
“hypo”  of  camphor  in  oil  and  caffeine  and 
sodium  benzoate  will  help.  Venesection  seldom 
produces  any  marked  betterment,  but  Ravant 
highly  recommends  it  in  pulmonary  edema. 

In  protracted  or  intermittent  fever  there  is 
one  treatment  that  is  called  for  and  cannot  be 
emphasized  too  often ; that  is  puncture  of  chest 
repeatedly  in  search  of  pus.  In  meningitis, 
daily?'  withdrawal  of  cerebrospinal  fluid  under 
measured  pressure  is  indicated,  and,  if  the 
organism  is  cultivated,  a vaccine  may  be  made 
and  injected.  Influenza  in  pregnancy  re- 
quires that  every  effort  be  used  to  keep  the 
patient  from  having  premature  labor  or  abor- 
tion. 


SOME  NORMAL  AND  ABNORMAL 
PHENOMENA  OF  THE  THYROID 
GLAND. 

By  JETER  R.  ALLEN,  M.  D.,  Marshall,  Va. 

The  human  thyroid  is  made  up  of  two  main 
masses.  The  lateral  lobes  are  joined  together 
in  the  middle  by  the  isthmus,  these  combined 
portions  weighing  from  30  to  35  grams.  It  is 
enclosed  by  a capsule  which  maintains  its 
position,  and  is  only  of  interest  surgically. 
From  the  capsule,  septa  extend  into  the  gland, 
forming  the  glandular  lobules.  Accessory  lobes 
are  often  found.  The  thyroid  is  superficially 
situated  and  covered  by  the  skin,  fascia,  infra- 
hyoid and  platvsma  muscles,  and  in  the  nor- 
mal individual  is  easily  palpated. 

Blood  Supply. — It  is  very  vascular  in  blood 
supply,  receiving  its  supply  from  the  superior 
and  inferior  thyroids  on  either  side  and  their 
anastomoses  which  foi’m  a capillary  network 
around  the  acini. 

Nerve  Supply.— The  nerve  supply  has  not 
been  definitely  determined,  but  the  sympa- 
thetic branches  constitute  the  chief  supply, 
which  may  be  supplemented  by  the  superior, 
inferior  and  recurrent  laryngeal  nerves. 

Physiology. — The  thyroid  gland  liberates  an 
internal  secretion  which  exerts  profound  effects 
upon  the  growth  and  metabolism  of  the  in- 
dividual and  also  bears  important  relations  to 
immunity.  It  is  closely  connected  with  sexual 


development  and  function,  this  influence  being 
more  pronounced  in  the  female  than  in  the 
male. 

The  thyroid  effects  are  probably  reflected  in 
all  active  cells  of  the  body,  and  are  in  general 
catabolic,  accelerating  metabolism  and  increas- 
ing cell  activity.  Most  of  this  effect  is  due  to 
the  active  iodine  compound  secreted  (thy- 
roxin). So  it  would  appear  that  the  abnormal 
phenomena  which  occur  would  be  attributed  to 
disturbances  of  this  secretion. 

There  is  some  direct  or  indirect  connection 
of  the  thyroid  with  other  endocrine  glands  and 
their  secretions,  but  rather  than  get  myself 
connected  with  the  many  different  theories  and 
opinions,  I will  confine  myself  to  the  thyroid. 

We  know  that  the  thyroid  plays  an  import- 
ant part  with  the  individual’s  growth  and  de- 
velopment, both  mentally  and  bodily,  especially 
in  the  female  in  regulating  the  process  of 
menstruation,  and  during  pregnancy  hyper- 
trophies to  compensate  for  the  added  func- 
tional requirements.  Therefore,  we  have 
physiological  hypertrophy  at  puberty,  the 
menstrual  period  and  during  pregnancy,  but, 
while  this  is  the  rule,  this  physiological  pendu- 
lum may  swing  too  far  and  assume  pathologi- 
cal conditions. 

Thyroxin  effects  the  blood  pressure,  pulse 
rate,  and  metabolism:  First,  nitrogen  meta- 
bolism, next,  fats,  and  finally,  carbohydrates — 
which  may  be  due  to  either  direct  stimulation 
or  indirect  effect. 

There  are  two  main  divisions  of  disturbance 
brought  about  b}?  perversion  of  thyroid  func- 
tion : Hvpothj^roidism  from  lack  of  secretions, 
and  hyperthyroidism  from  an  excess  of  secre- 
tions. Hypothyroidism  is  the  less  frequent 
that  we  are  called  upon  to  treat  and  the  treat- 
ment is  more  easily  decided  upon.  The  symp- 
toms occur  as  a rule  in  early  life — during  the 
development  of  the  child  and  up  to  puberty. 
They  are  manifested  by  reduced  metabolism, 
lowered  temperature,  short  stature,  increased 
carbohydrate  tolerance,  irregular  development 
of  epiphyses  of  the  long  bones,  short  stubby 
fingers  and  poor  nail  development,  slow  pulse, 
dry  rough  skin,  scant  dry  hair,  and  slow  de- 
velopment of  the  hair  peculiar  to  sex,  mental 
dullness,  thick  tongue,  dull  expression  and 
lack  of  mentality.  Teeth  are  irregular  and 
dentition  delayed,  and  at  pubert}7  sexual  organs 
are  undeveloped  and  the  menstrual  flow  is  slow 
in  being  established  and  irregular  as  to  time 
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and  quantity.  The  treatment  of  this  condition, 
in  addition  to  hygienic  and  nutritional  means, 
is  thyroid  medication. 

Hyperthyroidism  is  a disease  which  requires 
some  explanation  because  it  is  often  confused 
with  another  condition  known  and  described 
as  exophthalmic  goiter.  The  former  disease, 
as  its  name  implies,  is  caused  by  an  excess  of 
thyroid  secretion;  therefore,  you  would  ex- 
pect to  find  the  symptoms  produced  to  be  just 
the  opposite  of  hypothyroidism  or  myxedema. 
According  to  Plummer’s  classification,  there 
are  two  distinct  types  of  hyperthyroidism, 
each  due  to  different  pathological  changes  in 
the  gland.  In  simple  hyperthyroidism  there 
is  not  the  typical  hyperplasia  of  the  glandular 
substance,  but  it  may  be  associated  with  ade- 
noma in  the  gland  and  the  clinical  syndrome 
is  distinguishable. 

The  syndrome  associated  with  adenomata 
of  the  gland  is  characterized  by  increased  basal 
metabolism,  caused  by  an  excess  of  normal 
hormone  liberated  in  the  tissues,  and  begins 
about  middle  age.  It  is  evidenced  by  nervous- 
ness. tremor,  tachycardia,  loss  of  strength  and 
weight,  and  a tendency  to  hypertension.  Later 
we  may  find  a stage  of  myocardial  degenera- 
tion. 

The  underlying  cause  of  stimulus  that  acti- 
vates the  gland  to  adenomatous  growth  and 
over-secretion  is  not  definitely  known.  The 
causes  are  usually  some  focal  infection  or  men- 
tal strain,  often  called  change  of  life  by  the 
laity. 

Naturally  the  treatment  would  be  to  correct 
and  treat  the  underlying  cause  if  it  can  be 
found,  and  would  be  along  medical  and  psycho- 
logical lines. 

Exophthalmic  goiter,  often  miscalled  hy- 
perthyroidism. is  also  known  as  Graves’  disease, 
Basedow’s  disease,  Flajani’s  disease,  and 
Parry’s  disease.  It  is  brought  about  by  in- 
creased activity  of  the  thyroid  gland,  is  accom- 
panied by  enlargement  and  increased  vascu- 
larity of  the  gland,  and,  in  addition  to  the 
symptoms  mentioned  under  the  head  of  hyper- 
thyroidism. has  the  characteristic  eye  symp- 
toms. 

Etiology. — Heredity  appears  to  bear  a part 
in  a fair  number  of  cases.  This  condition 
occurs  about  ten  times  as  often  in  the  female 
as  in  the  male,  and  is  usually  seen  in  young 
adult  life  from  sixteen  to  forty  years  of  age. 
Emotional  causes,  such  as  fright  and  long- 


continued  anxiety,  are  often  exciting  causes, 
and  frequently  there  is  a neuropathic  family 
history. 

By  far  the  most  frequent  cause  is  psychic 
insult. 

Symptoms  and  Diagnosis. — The  symptoms 
are  enlarged  gland,  palpitation  of  the  heart 
and  tremor,  nervous  apprehensions,  loss  of 
weight,  insomnia,  dyspnea,  vomiting  at  times, 
headaches,  precordial  pains,  rapid  pulse,  often 
dilatation  of  the  heart,  increased  basal  meta- 
bolism, and  increased  oxidation  of  the  body. 
Later  there  may  appear  the  characteristic  eye 
signs,  which  are  exophthalmus.  In  addition 
we  may  note  Stellwag’s  sign,  a widening  of 
the  palpebral  fissure;  von  Graefe’s  sign,  a fail- 
ure of  the  upper  lid  to  follow  the  eyeball  in 
looking  downward,  and  Moebius’  sign,  a weak- 
ness in  convergence  of  the  eyes. 

T reatment  — Surgery  gives  the  brightest  field 
of  success.  Medical  treatment  is  less  certain. 

X-ray  has  some  advocates,  and  organo- 
therapy may  help  in  some,  but  the  best  treat- 
ment, leaving  out  surgery,  that  I have  found 
is  elimination — removal  of  all  causative  fac- 
tors so  far  as  they  can  be  ascertained — and 
sedatives.  Nothing,  however,  gives  bright  re- 
sults, as  a rule,  in  the  hands  of  the  general 
practitioner. 

Goiter,  also  called  bronchocele  and  struma, 
is  a chronic  enlargement  of  the  thyroid  gland. 
It  is  not  due  to  neoplasm,  and  occurs  more 
frequently  in  certain  localities,  especially 
mountainous  sections.  Like  the  rest  of  these 
diseases  it  is  found  more  often  in  the  female 
than  in  the  male,  and  may  be  found  at  any 
age  from  childhood  to  old  age,  though  the  per- 
centage of  cases  rises  rapidly  at  puberty  in 
both  male  and  female.  It  is  the  expression 
of  an  effort  on  part  of  the  thyroid  to  maintain 
a normal  quantity  of  thyroid  hormone  to  meet 
the  needed  deficiency,  or  may  result  from  nerv- 
ous, toxic  or  .chemical  effect. 

The  first  change  in  the  gland  is  hyper- 
plasia of  the  epithelia  to  meet  the  physiological 
demands  for  iodine  to  compensate  for  the  im- 
perfectly formed  secretions.  General  increased 
demand  of  the  body  for  more  thyroid  hormone, 
such  as  occurs  at  puberty  and  in  pregnancy, 
will  cause  a physiological  hypertrophy  which, 
if  it  persists  after  the  need  has  passed,  results 
in  goiter,  called  simple  goiter. 

There  are  two  kinds  of  goiter,  depending 
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upon  pathological  changes  in  the  gland,  viz. : 
simple  and  colloid. 

Simple  goiter  is  caused,  as  I have  stated, 
from  excessive  hyperplasia  in  physiological 
process.  Other  causes  are  focal  infection,  in- 
testinal intoxications,  but  more  often  it  is  due 
to  lack  of  iodine  received  from  outside  sources 
by  the  individual.  Simple  goiters  rarely  cause 
symptoms  and  never  attain  a large  size. 

Colloid  goiter  is  a non-toxic  type  of  goiter 
which  may  not  give  symptoms  for  years,  ex- 
cept those  that  produce  pressure  upon  sur- 
rounding structures.  They  may  become  very 
large  and  hang  in  great  masses,  which  may 
be  median  or  lateral  depending  upon  the  lobe 
or  lobes  involved.  The  gland  alveolar  are  dis- 
tended with  colloid  material,  but  the  epithelia 
are  not  notably  altered.  These  changes  may 
not  effect  all  the  acini,  but  may  here  and  there 
throughout  the  gland. 

The  complications  of  interest  are  occurrence 
of  degenerative  or  proliferating  changes  in  a 
pre-existing  colloid  goiter.  These  changes 
usually  occur  late  in  life  and  the  patient  will 
exhibit  nervous  and  all  other  symptoms  of 
toxic  goiter  except  the  exophthalmus. 

The  treatment  mainly  is  preventive.  It  is  a 
decided  question  that  goiters  are  caused  or 
brought  on  by  a deficiency  in  iodine  in  the  in- 
dividual. Recently  the  different  state  health 
boards,  including  ours,  have  been  recommend- 
ing the  use  of  some  iodine  product  with  the 
foodstuff,  especially  in  localities  where  goiter 
is  prevalent  during  the  growth  of  the  indivi- 
dual and  at  periods  of  life  when  there  is  an 
especial  call  of  the  system  for  iodine.  Sodium 
iodide  is  the  salt  of  choice.  Among  others, 
there  is  a salt  put  up  by  Mulkey’s  Salt  Co., 
Detroit,  Mich.,  and  this  is  sold  in  most  retail 
stores.  It  is  nothing  more  than  simple  table 
salt  to  which  just  enough  sodium  iodide  has 
been  added  to  meet  the  iodine  needs.  We  all 
know  that  goiter  is  more  prevalent  in  moun- 
tainous sections  than  near  the  sea  coast,  due, 
no  doubt,  to  iodine  in  the  drinking  water  re- 
ceived from  the  sea  weed  which  grows  about 
the  coast.  While  our  waters  in  this  section  are 
comparatively  free  from  iodine,  I have  noted 
this  especially  since  leaving  the  lower  section 
and  taking  up  my  profession  in  this  part  of 
the  state. 

Personally,  I do  not  believe  that  all  indi- 
viduals will  need  iodine  treatment  to  make 
up  for  this  deficiency,  but  the  main  point  which 


I wish  to  emphasize  is  to  be  always  on  the 
lookout  for  those  who  are  beginning  to  show 
symptoms,  especially  in  growing  girls,  and  by 
so  doing  we  will  prevent  many  cases  of  goiter. 
When  we  do  feel  that  iodine  treatment  is  in- 
dicated, we  should  observe  the  patient  from 
time  to  time,  and  should  toxic  symptoms  de- 
velop we  should  go  slow  or  discontinue  treat- 
ment for  a while. 

Other  causes,  such  as  focal  infections — of 
the  tonsils,  for  instance, — should  have  ap- 
propriate treatment;  also,  maintain  the  gastro- 
intestinal tract  in  a healthy  condition.  Good 
hygiene  and  suitable  diet  are  important.  Surg- 
ery is  often  resorted . to  for  purely  cosmetic 
effects,  and  shoidd  not  be  delayed  too  long  if 
medical  treatment  is  not  satisfactory,  or  if 
there  is  evidence  of  degenerative  or  toxic 
changes.  Glandular  therapy  at  this  time  is 
creating  some  interest  in  all  classes  of  thyroid 
dysfunctions,  but  time  and  preparation  will 
not  permit  me  to  discuss  them  on  this  occasion. 

Summary 

The  thyroid  is  essential  to  health  and  growth. 

It  may  assume  pathological  manifestations. 

Pathological  phenomena  occur  oftener  in  the 
female  than  the  male. 

Early  treatment  gives  brightest  results. 

It  is  more  easily  prevented  than  cured. 


DIAGNOSTIC  AND  THERAPEUTIC 
ADJUNCTS  TO  MEDICAL  PRACTICE 
AS  AFFORDED  BY  THE  LYON- 
MELTZER  NON-SURGICAL  GALL- 
BLADDER DRAINAGE  — TECH- 
NIQUE-CASE REPORTS.* 

By  GEO.  P.  HAMNER,  M.  D.,  Lynchburg,  Va. 

The  method  is  so  extensively  used  at  present, 
and  so  well  known,  that  only  a brief  mention 
of  the  technique  is  necessary. 

The  duodenal  tube  is  introduced  into  the 
stomach,  after  first  cleansing  the  mouth  and 
fauces,  to  about  the  56  c.m.  mark.  The  patient 
is  then  required  to  assume  a reclining  position 
on  a couch  or  bed,  and  the  stomach  is  lavaged 
with  about  250  c.c.  of  a 1-12,000  solution  of 
potassium  permanganate;  after  which  the 
tube  is  now  slowly  swallowed,  with  the  patient 
lying  on  the  right  side,  to  the  76  c.m.  mark. 
The  free  end  of  the  tube  is  then  dropped  over 
the  side  of  the  couch  into  a white  dish  or  pus 
basin  so  that  the  first  appearance  of  bile  may 

'React  at  the  meeting  of  the  South  Piedmont  Medical  Society, 
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be  noted.  The  time  required  for  the  passage 
of  the  Eehfuss  or  Einhorn  bulb  through  the 
pylorus  is  variable,  depending  largely,  of 
course,  upon  the  condition  of  the  gastric  func- 
tion, the  pyloric  orifice,  and  the  individuality 
of  the  patient.  The  time  is  usually  between 
thirty  minutes  and  one  and  a half  hours.  In 
very  rare  exceptions  though,  fifteen  minutes 
has  been  the  minimum  time  for  this  stage  of 
the  operation. 

As  soon  as  the  bile  makes  its  appearance, 
which  is  an  indication  that  the  bulb  is  in  the’ 
duodenum,  about  100  c.c.  of  a 33  1/3  per  cent 
solution  of  magnesium  sulphate,  which  has 
been  previously  sterilized  and  warmed  to  about 
the  body  temperature,  is  introduced  slowly 
through  the  tube.  After  this,  aspiration  is  im- 
mediately begun  by  attaching  a bottle  with 
perforations  in  the  rubber  stopper  for  two 
glass  tubes,  and  a two-way  rubber  aspirating 
bulb  is  attached  for  creating  a vacuum  in  the 
bottle. 

The  first  bile  which  flows  back  into  the  bottle 
with  the  magnesium  sulphate  solution  is  usu- 
ally light  in  color  and  is  recognized  as  bile 
from  the  common  duct.  This  is  classified  as 
specimen  “A.”  Later  the  bile  becomes  of  a 
much  darker  hue,  is  thicker  and  more  tenacious, 
and,  according  to  Lyon,  is  recognized  as  bile 
from  the  gall-bladder  proper.  This  is  marked 
“B.” 

Finally,  after  the  bile  tract  is  completely 
emptied,  the  bile  is  much  lighter  in  appearance 
and  thinner  in  consistency.  This  specimen  is 
labeled  “C.”  and  is  recognized  as  fresh  bile 
from  the  liver  itself  or  hepatic  duct.  The  three 
specimens  having  been  obtained  under  condi- 
tions as  nearly  aseptic  as  possible,  are  then 
submitted  to  the  laboratory  for  microscopical 
examination  and  culture. 

Many  erroneous  impressions  were  at  first 
formed  by  both  the  medical  profession  and  the 
laity  regarding  this  method,  and  some  medical 
men  scorned  the  idea  which  became  prevalent 
that  the  tube  could  be  introduced  directly  into 
the  gall-bladder,  and  that  it  could  be  emptied 
in  this  way.  Of  course,  no  such  claim  was  ever 
made  by  the  originator,  or  anyone  else  who 
used  the  method,  and  the  profession  has  now 
fully  realized  that  no  such  claim  is  made  by 
those  who  are  doing  this  work. 

A word  here  about  the  effects:  The  discom- 
fort to  the  patient  is  negligible  during  the 
procedure,  but  there  is  a certain  amount  of 
exhaustion  attendant  upon  it  and  following  the 


treatment,  due  principally,  I believe,  to  the 
flushing  of  the  duodenum  by  the  magnesium 
sulphate  solution  which  escapes  into  the  jeju- 
num, and  also  to  the  volume  of  fluid  left  in  the 
duodenum  after  the  procedure  is  completed. 
This  latter  comprises  about  250  c.c.  »of  a solu- 
tion of  Ringer’s  tablets  in  warm  water.  This 
I formerly  used,  but  have  long  since  abandoned 
it  in  favor  of  a mild,  alkaline  antiseptic  manu- 
factured by  one  of  our  retired  physicians,  and 
known  by  the  trade  name  of  “Nabuso,”  using 
60  c.c.  of  this  preparation  in  200  c.c.  of  warm 
water.  On  account  of  the  above  mentioned  ex- 
haustion, I only  use  the  drainage  in  practice 
on  alternate  days,  treating  the  cases  as  ambu- 
lant, though  some  gastro-enterologists  keep 
these  cases  in  bed  and  drain  every  day  for  from 
three  to  five  weeks. 

But  I haAre  devoted  much  more  time  to  dis- 
cussing the  technique  than  I had  intended,  and 
will  now  recite  some  cases,  with  the  results 
obtained. 

Case  1. — Mrs.  C.,  white,  married,  about 
thirty  years  old,  has  been  having  typical  at- 
tacks of  biliary  colic  for  the  past  two  years. 
"When  seen  with  her  physician  she  was  suffering 
distressing  nausea  and  vomiting,  with  sharp 
cramping  pains,  and  with  acute  tenderness  over 
the  entire  abdomen,  but  greatly  intensified  over 
the  region  of  the  gall-bladder.  The  nausea 
was  so  severe  and  persistent  and  the  pain  so 
constant,  that  it  was  thought  inadvisable  to 
attempt  gall-bladder  drainage  by  the  Lyon- 
Meltzer  method  at  that  time.  In  fact,  I frankly 
expressed  my  firm  conviction  that  this  was  a 
case  of  cholelithiasis,  and  one  for  the  surgeon 
rather  than  for  me.  Her  physician,  who  was 
also  a surgeon,  concurred  in  this  fully,  but  the 
patient  was  violently  averse  to  surgical  methods 
and,  besides,  as  she  was  very  fleshy,  was  not 
considered  a very  favorable  subject  for  opera- 
tion. A compromise  of  watchful  waiting  was 
instituted,  and  gastric  lavage  resorted  to  for 
the  control  of  nausea,  and  opiates  given  for  the 
pain.  Five  days  later,  after  a marked  improve- 
ment in  the  patient,  a gastric  analysis  was  made 
and  the  gall-bladder  drained  at  the  same 
sitting.  She  was  requested  to  return  for  an- 
other treatment  on  the  third  day,  but  as  relief 
was  immediate  and,  as  later  developments 
proved  permanent  she  refused  further  treat- 
ment. 

Case  2. — Mrs.  B.,  white,  young  married 
woman  about  thirty  years  old.  When  seen  by 
me  she  was  suffering  from  what  appeared  to 
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be  a plain  case  of  acute  catarrhal  jaundice.  All 
of  the  typical  text-book  symptoms  were  pres- 
ent : nausea,  vomiting,  itching,  constipation, 
and  the  skin  deeply  colored  with  bile.  As  she 
had  been  suffering  several  days  with  these 
symptoms,  the  whole  abdominal  region  was 
quite  tender  and  sensitive  to  the  touch.  This 
soreness  was  attributed  to  the  persistent  retch- 
ing. There  was  no  characteristic  pain  in  this 
case. 

The  first  attempt  at  drainage  was  unsatis- 
factory, as  only  a small  quantity  of  tenacious 
mucus  and  a number  of  short,  white,  tough 
plugs  of  mucus  about  as  large  around  as  a 
crow’s  quill  were  obtained.  But  on  the  second 
attempt  a large  quantity  of  black,  thick,  viscid 
bile  came  into  the  bottle  following  the  apparent 
dislodging  of  more  small  plugs  of  mucus  simi- 
lar to  those  obtained  on  the  first  day.  Subse- 
quent drainages  were  accomplished  without 
difficulty  and,  after  the  third  treatment  (the 
treatments  being  given  on  alternate  days),  the 
jaundice  began  to  disappear,  and  in  less  than 
ten  days  the  skin  was  clear.  She  had  about 
six  treatments  and  at  this  date,  two  years  later, 
she  has  had  no  further  trouble  with  her  gall- 
bladder. The  laboratory  findings  in  this  case 
were  negative  to  any  bacterial  infection  of  the 
bile. 

Case  3. — This  was  a young  married  woman 
of  about  thirty-five,  who  gave  a history  of 
having  had  a cholecystectomy  eight  months 
previous  to  the  time  of  her  present  illness.  The 
operation  had  given  relief  from  the  pain  and 
tenderness  'she  had  experienced  around  the 
gall-bladder;  no  gall-stones  had  been  found. 
About  ten  days  before  she  was  seen  by  me  she 
began  having  more  trouble,  and  rapidly  became 
jaundiced.  When  seen  in  consultation  with  her 
physician  she  was  deeply  jaundiced,  and  there 
was  nausea  and  vomiting.  She  complained  of 
pain  and  tenderness  over  the  entire  hepatic 
area,  and  was  running  a temperature  ranging 
from  99.5°  to  101°  F.  Her  physician  did  not 
feel  that  it  was  a case  for  further  surgical  in- 
tervention and  asked  if  I thought  the  Lvon- 
Meltzer  treatment  would  afford  her  relief.  I 
advised  its  trial  at  least. 

On  the  first  treatment  very  little  bile  was 
obtained,  but,  as  in  the*preceding  case,  a quan- 
tity of  mucous  plugs  were  noticed  in  the  solu- 
tion of  magnesium  sulphate  used  for  facilitat- 
ing the  flow  of  bile.  At  the  second  attempt 
more  bile  was  obtained,  but  even  this  was  not 
completely  satisfactory,  though  the  patient  was 


already  improved,  with  a normal  temperature, 
and  skin  and  sclera  clearing  rapidly;  not  un- 
til the  third  treatment  though,  did  there  appear 
to  be  a complete  emptying  of  the  gall-bladder, 
when  rather  suddenly  a large  quantity  of  inky 
black  bile  appeared,  and  of  the  consistency  of 
thick  syrup. 

The  patient  had  so  far  recovered  now  that 
she  was  allowed  to  leave  the  hospital  and  go 
to  the  home  of  a relative  in  the  city.  The  two 
subsequent  treatments  were  given  at  the  office, 
and  the  patient  returned  to  her  home  in  North 
Carolina.  She  expressed  herself  as  feeling  per- 
fectly well  again,  and  her  skin  was  clear. 

Case  4. — Miss  R.,  a maiden  lady  of  advanced 
aged,  referred  while  already  hospitalized.  She 
had  nausea  and  vomiting,  with  no  appreciable 
pain,  but  appeared  extremely  emaciated  and 
debilitated.  On  attempting  to  perform  gall- 
bladder drainage  a large  quantity  of  tenacious, 
glairy  mucus  was  aspirated  from  the  stomach, 
and  the  tube  was  greatly  delayed  in  entering 
the  duodenum.  The  flow  of  bile  was  scanty 
and  of  a peculiarly  turbid  character.  On  sub- 
mitting to  the  laboratory,  the  culture  in  all 
three  specimens  showed  heavy  growths  of 
colon  bacilli.  She  was  treated  by  gastric  lav- 
age and  gall-bladder  drainage  several  more 
times,  then  put  on  dietary  and  tonic  treatment 
until  she  was  in  physical  condition  for  a chole- 
cystectomy. This  was  subsequently  done,  and 
the  gall-bladder  found  to  be  a veritable  pus 
sac,  with  multiple  abscesses  in  its  mucosa. 

Case  5. — S.  L.  F.,  male,  white,  about  fifty 
years  old.  Gave  history  of  having  been  in 
robust  health  until  about  ten  months  previous 
to  present  illness,  when  he  began  to  lose  weight. 
Upon  examination  sugar  was  found  in  urine. 
He  was  pronounced  a diabetic  by  his  physi- 
cian and  treated  for  this  condition,  principally 
by  diet,  until  he  was  sugar  free.  No  insulin 
was  given.  He  Avas  kept  on  a rigid  diet,  and 
remained  slightly  under  weight  until  present 
illness,  which  came  in  the  form  of  a sudden 
let  down  after  a strenuous  political  campaign. 
On  examination  by  a friend  whom  he  was  visit- 
ing, and  who  is  a physician,  he  was  found  to 
have  a temperature  of  103°  F.,  and  was  very 
much  exhausted.  He  was  advised  to  enter  a 
hospital  in  Lynchburg  and  placed  himself  un- 
der a physician  of  that  city.  Examination  of 
his  mouth  disclosed  a bad  case  of  pyorrhoea  and 
all  of  his  teeth  were  extracted.  The  high  tem- 
perature persisted,  however,  and  the  most  com- 
plete physical  examination,  aided  by  X-ray 
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failed  to  afford  an  explanation  of  the  tempera- 
ture, nor  could  it  be  controlled  by  any  form 
of  anti-febrile  medication.  It  began  to  rise 
regularly  every  day  about  4 P.  M..  reaching  the 
fastigium  about  8 P.  M.,  and  would  gradually 
subside  to  normal  before  midnight,  only  to  re- 
peat the  same  performance  the  next  day  on 
the  exact  schedule  time.  There  was  never  any 
sugar  found  in  the  urine  now,  though  I believe 
the  blood  sugar  index  was  a little  above  normal. 
There  was  never  complaint  of  pain  or  other 
symptoms  at  any  time  except  extreme  weakness 
and  loss  of  appetite. 

The  general  debility  increased  at  an  alarm- 
ing rate  from  day  to  day.  It  was  at  this  stage, 
after  consultation  by  his  physician  with  Dr. 
Vanderhoof,  that  I was  called  in  and  re- 
quested to  make  a gastric  analysis,  and  then  to 
obtain  bile  by  the  Lyon-Meltzer  method  for 
laboratory  examination.  The  Rehfuss  test  meal 
was  given  and  a great  quantity  of  thick,  glairy 
mucus  was  obtained  with  the  crackers  and 
water  at  each  aspiration.  The  analysis  showed 
an  almost  total  achylia  with  general  insuffi- 
ciency of  peptic  secretion. 

The  succeeding  day,  gall-bladder  drainage 
was  accomplished  and  a rather  small  quantity 
of  pale,  yellow,  turbid  bile  obtained,  which  was 
of  the  same  appearance  and  consistency 
throughout  the  drainage  period,  eliminating 
any  possibility  of  classifying  the  bile  as  “A.” 
“B”  and  “C”  bile.  However,  three  separate 
specimens  Avere  collected  corresponding  with 
that  from  the  common  duct,  the  gall-bladder 
proper  and  the  hepatic  duct  as  nearly  as  could 
be  estimated.  All  three  specimens  showed  a 
very  heavy  colon  bacillus  culture. 

Drainage  was  now  practiced  daity  and  the 
temperature  began  a rapid  decline  from  the 
first  treatment  and  subsided  entirely  in  about 
four  days.  The  patient  was  put  on  a much 
more  liberal  diet,  adding  an  appreciable 
amount  of  carbohydrates,  and  watching  the 
urine  daily,  of  course,  to  detect  any  reappear- 
ance of  sugar.  He  Avas  ghen  dilute  hydro- 
chloric acid  in  liberal  doses,  one  drachm  three 
times  a day  after  meals.  This  was  all  the  medi- 
cation used.  He  continued  to  improve  and  the 
bile  took  on  a normal  aspect. 

Treatment  by  drainage  was  now  only  re- 
sorted to  on  alternate  days  instead  of  daily,  and 
this  was  kept  up  for  four  weeks;  then  twice 
a week  for  two  more  weeks.  He  was  now  on 
full  diet,  and,  much  against  our  advice,  was 
taking  large  amounts  of  SAveets  daily. 


Gastric  analysis  on  December  5th,  about  tAVo 
months  after  first  seen  shoAvs  the  gastric  secre- 
tions normal.  The  patient  had  gained,  or 
rather  re-gained,  tAventy-one  pounds,  lost  dur- 
ing the  first  stages  of  his  illness  and  has  re- 
mained well  for  about  twelve  months. 

Case  6. — W.  T.  R.  This  was  a young  white 
man  about  tAventy-five  years  old,  employed  in 
one  of  the  shoe  factories  of  the  city.  He  con- 
sulted me  for  “indigestion”  and  a persistent, 
dull  pain  in  his  right  side  just  beloAv  the  ribs. 
A gastric  analysis  showed  very  little  if  any 
abnormality,  and  the  symptoms  did  not  point 
to  a gastric  or  duodenal  lesion.  He  Avas  averse 
to  an  X-ray  examination  of  the  gastrointesti- 
nal tract  for  financial  reasons,  and  after  being 
treated  dietetically  and  with  gastric  lavage  he 
made  some  improvement,  which,  however,  was 
only  temporary,  and  was  finally  looked  upon  by 
me  as  a neurasthenic.  He  gradually  drifted 
from  my  service,  a fact  for  which  I was  not 
really  sorry,  nor  did  I really  feel  resentful,  as 
I did  not  feel  that  I had  helped  him  any. 

SeA-eral  months  later  he  came  in  and  told  me 
that  his  regular  physician  had  insisted  on  his 
being  X-rayed,  and  that  the  doctor  had  re- 
quested that  I go  over  the  plates  with  the 
roentgenologist.  Later  the  physician  himself 
called  me  and  made  the  request.  A study  of 
the  plates  with  Dr.  Spencer  showed  the  appear- 
ance of  an  indentation  of  the  duodenum  for 
about  half  of  its  lumen  as  if  some  object  about 
as  large  as  a black  Avalnut  had  impinged 
against  it.  The  most  plausible  explanation  of 
this  rather  unusual  phenomenon  Avas  that  it 
was  an  enlarged  gall-bladder.  Lyon-Meltzer 
drainage  was  resorted  to  and  immediate  relief 
was  obtained  after  a large  quantity  of  black 
viscid  bile  was  obtained.  Three  more  treat- 
ments Avere  given  to  insure  free  drainage,  and 
he  has  remained  well  for  the  past  eighteen 
months. 

Case  7. — G.  C.,  white  male,  twenty-two,  re- 
ferred by  his  family  physician  who  informed 
me  that  he  had  been  very  markedly  jaundiced 
for  five  weeks,  but,  with  the  exception  of  a 
slight  anorexia  and  nausea  at  times  and  an  oc- 
casional rise  of  temperature  to  about  99.5,  there 
were  no  untoward  symptoms,  and  aside  from 
the  pronounced  jaundice  he  suffered  no  other 
symptoms.  He  also  added  that  he  had  used 
all  the  classical  methods  in  an  endeaA’or  to 
clear  up  this  jaundice  but  without  aAuiil,  and 
the  patient  was  becoming  more  deeply  jaun- 
diced daily. 
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When  he  came  to  see  me,  he  was  without  ex- 
ception the  worst  jaundiced  person  I had  ever 
seen.  Every  inch  of  his  integument  was  of  a 
brilliant  canary  color  except  his  cheeks  which 
had  taken  on  a decidedly  greenish  hue. 

The  symptoms  were  so  mild  in  comparison 
to  his  condition  that  it  was  apparent  this  was 
a case  of  acute  catarrhal  jaundice  due  to  biliary 
stasis.  Drainage  was  instituted  and  he  was 
directed  to  return  two  days  later  for  a con- 
tinuation of  the  treatment.  When  he  returned 
he  said  there  Avas  some  impro\rement,  though 
I told  him  frankly  I could  not  see  it.  Where- 
upon he  bared  his  leg  fi-om  ankle  to  knee,  and 
there  Avas  a perceptible  clearing  of  both  legs, 
but  no  where  else. 

After  se\eral  more  treatments  his  skin 
showed  a marked  improvement  over  the  entire 
body  and  after  seven  treatments  he  was  clear, 
had  gained  seven  pounds,  had  a splendid  appe- 
tite and  expressed  himself  as  feeling  perfectly 
well  again. 

Summary 

1.  This  method  of  diagnosing  and  treating 
certain  forms  of  gall-bladder  disease  certainly 
has  its  application,  and  can  be  relied  upon  to 
give  results. 

2.  No  claim  for  a panacea  for  all  gall-blad- 
der trouble  is  made  for  it  by  its  advocates. 
There  are  failures  and  disappointments  met 
with  in  its  use  as  in  -all  other  medical  and  sur- 
gical procedures. 

3.  It  sometimes  can  be  used  as  a valuable 
adjunct  to  subsequent  surgical  procedure  in 
tiding  the  patient  OA^er  a condition  when  surgi- 
cal interference  would  not  be  advisable. 

4.  As  shown  in  at  least  one  of  the  foregoing 
cases,  it  afforded  relief  and,  apparently,  a cure 
in  a case  in  which  there  was  a recurrence  of 
alarming  conditions  following  remoA*al  of  the 
gall-bladder  by  surgery. 
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A PLEA  FOR  MORE  BLOOD  SUGAR 
EXAMINATIONS. 

By  WALTER  P.  ADAMS.  M.  D..  Norfolk.  Va. 

Since  the  days  of  Claude  Bernard  and  his 
famous  puncture  of  the  fourth  A’entricle  of  the 
brain,  there  has  been  an  ever  increasing  desire 
for  information  concerning  the  carbohydrate 
metabolism  of  the  body.  However,  with  all 
the  brilliant  work  of  the  investigators,  it  re- 
mained for  the  important  discovery  of  Bant- 
ing and  Best,  of  Toronto,  only  a feAV  years 
ago.  to  lend  new  stimulus  to  the  subject. 


The  sugar  supply  of  the  body  comes  from 
carbohydrates,  proteins,  and  fats,  fifty-eight 
per  cent  of  protein  material  digested  yielding 
the  same  type  of  glucose  as  carbohydrates  and 
about  ten  per  cent  of  fat  the  same.  This  glu- 
cose normally  undergoes  a change  in  structure, 
which  alloAvs  the  liver  to  store  some  of  it  as 
glycogen  to  be  used  later  as  necessary.  The 
remainder  is  carried  to  the  muscles  and  other 
tissues  Avhere  some  of  it  is  oxidized  and  some 
of  it  stored  as  glycogen.  Some  of  this  also  en- 
ters into  the  formation  of  body  fat. 

It  is  now  known  that  the  internal  secretion 
of  the  pancreas  (insulin)  is  intimately  con- 
cerned with  this  change  in  chemical  structure 
of  the  glucose  which  is  necessary  before  gly- 
cogen may  be  formed.  Consequently,  this  pan- 
creatic secretion  is  all  important  in  the  regula- 
tion of  the  amount  and  type  of  glucose  found 
in  any  portion  of  the  bod3L  In  abnormal  gly- 
cemias — hyper,  for  instance — Ave  find  an  in- 
sufficient removal  of  this  unchanged  glucose 
from  the  circulating  blood  and  vice  versa , the 
re  Averse  in  hypoglycemia. 

It  is  interesting  to  note  the  maintenance  of 
a nearly  uniform  concentration  of  blood  sugar 
in  the  normal  body,  no  matter  what  is  eaten. 
The  mechanism  for  the  removal  of  sugar  from 
the  blood  is  so  perfect  that  even  after  a heavy 
carbohydrate  meal  the  total  blood  sugar  is  only 
slightly  increased.  Also,  after  prolonged  star- 
ATation,  the  approximate  percentage  of  blood 
sugar  is  maintained  almost  up  to  death.  This 
has  been  particularly  investigated  by  Harris 
and  others,  in  patients  with  neoplastic  obstruc- 
tion of  the  upper  alimentary  tract. 

As  pointed  out  above,  we  can  consider  hyper- 
glycemia as  being  due  to  lack  of  insulin  secre- 
tion by  the  body.  If  this  hypoinsulinism  be- 
comes so  marked  and  so  continuous  as  to  cause 
the  excess  sugar  in  the  blood  to  permeate  the 
renal  epithelium,  Ave  haAre  the  Avell  known  con- 
dition of  diabetes  mellitus.  Hyperglycemia  is 
the  basis  of  all  trouble  in  diabetes.  The  excess 
of  sugar  renders  the  blood  a favorable  culture 
medium  for  pus  organisms.  The  thirst  is 
caused  by  the  loAvered  water  content  of  the 
blood.  Polyuria  occurs  whenever  there  is  an 
increased  blood  sugar  as  evidenced  by  the  in- 
travenous glucose  treatment  of  cardiac  or  renal 
dropsy.  Tissue  resistance  is  markedly  lowered. 
When  we  acquire  a normal  blood  sugar  in  a 
previous  diabetic,  we  see  a disappearance  of  all 
these  untoward  symptoms.  However,  with  the 
progress  of  the  disease  there  seems  a tendency 
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to  moderate  rises  of  blood  sugar  and,  conse- 
quently, in  this  type  of  patient,  a normal  urin- 
alysis often  gives  no  assurance  that  the  blood 
has  continued  at  a normal  level.  It  is  here 
that  a blood  sugar  examination  is  quite  neces- 
sary. 

Almost  as  frequently  as  we  see  diabetics,  we 
see  cases  of  hyperglycemia  without  glycosuria. 
These  patients  are  potential  diabetics,  but  it  is 
impossible  to  classify  them  as  such.  They  can 
never  be  found  and  helped  without  the  aid  of 
blood  chemistry.  Just  as  there  are  no  two  faces 
just  alike,  there  are  no  two  kidney  thresholds 
that  withstand  the  same  amount  of  hypergly- 
cemia. and  a “renal  leak”  may  never  occur  if 
the  kidney  threshold  is  high.  Many  patients  are 
seen  whose  blood  sugar  is  .2  per  cent  to  .3  per 
cent  and  who  at  no  time  during  observation 
excrete  sugar.  It  is  accepted  that  a nephritis 
tends  to  raise  the  renal  threshold  for  sugar  so 
that  as  a nephritis  becomes  more  severe,  any 
glycosuria,  if  present,  becomes  less  and  less 
pronounced.  But  the  majority  of  this  type  of 
patients  are  not  nephritics.  The  blood  sugar 
may  only  be  slightly  above  normal  limits  ; if  so, 
repeat  the  blood  sugar  examination  in  conjunc- 
tion with  one  of  the  glucose  tolerance  tests  and 
note  the  type  of  curve  occurring  at  stated  in- 
tervals. 

These  are  important  patients,  some  being 
very  poor  surgical  risks.  At  any  rate,  later  in 
life  they  will  probably  have  cause  to  thank 
their  physicians  if  they  have  treated  them  as 
potential  diabetics.  Those  belonging  to  this 
type  usually  have  some  outstanding  focus  or 
foci  of  infection  and  are  regularly  indiscreet  in 
their  taking  of  carbohydrate  foods.  Their  high 
blood  sugar  is  not  persistent  with  proper  diet 
but  they  should  return  constant^,  at  increasing 
intervals,  for  further  blood  sugar  examinations. 

It  is  well  to  remember  the  large  amounts  of 
experimental  data  obtained  by  workers  in  car- 
bohydrate metabolism.  There  is  probably  some 
regulatory  effect  of  the  adrenal  secretion  of 
the  body  on  the  blood  sugar.  Cases  of  Addi- 
son’s disease  have  been  observed  in  which  the 
blood  sugar  was  abnormally  low.  In  a normal 
subject  injections  of  epinephrin  cause  immedi- 
ate increases  in  blood  sugar  with  or  without 
glycosuria.  This  is  due  to  the  rapid  conver- 
sion of  the  glycogen  of  the  body  into  blood 
sugar.  Puncture  of  the  fourth  ventricle  of  the 
brain  will  bring  on  the  same  occurrence.  In 
the  case  of  epinephrin,  the  glycogen  is  taken 
from  the  muscles  and  liver,  whereas,  in  punc- 
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ture  of  the  ventricle,  the  liver  glycogen  is  all 
that  is  transformed  into  blood. 

There  are  also  various  drugs  and  agents 
which  act  as  either  liver  or  kidney  poisons,  or 
asphyxial  agents,  and  cause  hyperglycemia. 
A main  factor  in  these  is  the  lowering  of  the 
renal  threshold,  causing  glycosuria  either  con- 
stant or  inconstant  in  all  of  these  cases.  The 
hyperglycemia  is  apparently  due  to  the  dis- 
charge of  sugar  into  the  blood  from  the  stored 
glycogen  of  the  body. 

In  contradistinction  to  the  insufficient  re- 
moval of  glucose  from  the  blood  stream,  we 
have  the  clinical  entity,  lately  brought  out, 
known  as  hyperinsulinism.  There  is  evidence 
that  certain  people  are  prone  to  attacks  simu- 
lating an  overdose  of  insulin,  which  are  re- 
lieved by  the  ingestion  of  carbohydrates.  The 
attacks  occur  before  meal  time  and  consist  of 
marked  nervousness  and  weakness  and  at  times 
tremors  simulating  convulsions.  The  patients 
are  poorly  nourished,  have  a low  blood  pres- 
sure, and  often  have  acute  heart  attacks  with 
beginning  pulmonary  congestion,  tachycardia, 
and  prostration.  It  is  quite  possible  that  the 
over-utilization  of  glucose  of  the  blood  may 
have  depleted  the  heart  muscle  reserve  of  gly- 
cogen, then  myocardial  weakening  follows  as 
a result  of  under  nutrition  of  the  heart  muscle, 
and  the  circulation  is  more  or  less  permanently 
affected.  As  mentioned  before,  a lowered  blood 
sugar  is  also  caused  by  adrenal  insufficiency^ 
(Addison’s  disease). 

From  the  above,  I believe  we  will  feel  justi- 
fied in  having  blood  sugar  examinations  done 
as  a routine  matter  in  more  cases  than  in  the 
past.  There  are  many  cases  which  are  impos- 
sible to  diagnose  or  treat  without  so  doing,  and 
others  that  we  can  help  in  a more  permanent 
and  satisfactory  way  if  we  have  this  knowl- 
edge concerning  their  carbohydrate  meta- 
bolism. 

References 

Hewlett,  A.  W. : Path.  Physiol,  of  Int.  Disease,  1917. 

Harris,  S.:  Journal  A.  M.  A.,  1924,  83,  729. 

Seelig,  M.  G.:  American  Journal  Med.  Science,  1924, 

168,  495. 

109  College  Place. 


UNREASONABLE 

A noted  financier  was  taken  seriously  ill  at  ninety 
years  old  and  felt  that  his  end  was  near. 

“Nonsense,”  said  the  doctor,  “the  Lord  isn’t  going 
to  take  you  until  you’ve  passed  the  one  hundred 
mark.” 

“No,  my  friend,”  said  the  aged  hanker,  “that 
wouldn’t  be  good  finance.  Why  should  the  Lord  wait 
until  I reach  par  when  He  can  pick  me  up  at  ninety?” 
— Business  Magazine. 
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ENTEROSTOMY,  A LIFE  SAVER.* 

By  SAMUEL  ORR  BLACK,  M.  D„  F.  A.  C.  S., 
Spartanburg,  S.  C. 

Enterostomy  is  a veritable  life  saver  in  many 
■cases  of  intestinal  obstruction,  post-operative 
and  otherwise. 

Abdominal  surgeons  agree  that  whenever 
possible  the  offending  obstruction  should  be 
released  and  removed,  yet  there  are  many  in- 
stances in  which  the  patient’s  condition  pro- 
hibits such  a formidable  undertaking. 

Herein  lies  a fertile  field  for  enterostomy, 
for,  by  it,  intestinal  drainage  can  be  estab- 
lished. As  this  drainage  takes  place  the  tension 
and  toxemia  lessen,  the  general  condition  im- 
proves, and  as  strength  and  vigor  return,  the 
patient  has  within  a short  time  been  trans- 
ferred from  an  inoperable  and  almost  hopeless 
state  to  an  operable  and  hopeful  one. 

Enterostomy  is  a simple  procedure,  easily 
and  quickly  performed,  under  local  anaesthesia, 
in  the  patient’s  room. 

There  are  several  different  techniques  or 
types  of  operation.  These  are  of  minor  con- 
sideration. The  chief  aim  in  its  use  for  the 
relief  of  obstruction  is  to  get  an  opening  into 
the  lumen  of  the  bowel  through  which  the  in- 
testinal contents  might  escape.  This  was  done 
in  the  early  days  by  means  of  a trocar  plunged 
through  the  abdominal  wall  into  the  intestine. 
Later  on,  as  asepsis  came  into  use,  surgeons  at 
different  times  have  devised  different  methods 
of  inserting  a tube  through  the  abdominal  wall 
into  the  bowel. 

Even  yet,  however,  as  Long  states,  but  com- 
paratively few  appreciate  the  tremendous  pos- 
sibilities of  this  truly  remarkable  life-saving 
procedure. 

In  addition  to  its  use  for  the  relief  of  ob- 
struction, it  is  of  value  as  an  avenue  into  the 
stomach  (gastrostomy)  when  the  esophagus  is 
closed  by  stenosis  or  stricture,  or  as  an  entrance 
into  the  jejunum  (jejunostomy)  for  the  trans- 
ference of  nutrition  should  the  pylorus  be  oc- 
cluded. 

The  purpose  of  this  paper,  however,  has  to 
do  more  with  enterostomy  as  an  obstruction 
reliever  than  with  it  as  a food  chute  to  starv- 
ing patients. 

Intestinal  obstruction  is  always  a serious 
condition.  It  may  be  complete  or  incomplete. 
It  has  been  defined  as  an  obstruction  to  the 

•Read  at  the  North  and  South  Carolina  Sectional  Meeting  of 
the  American  College  of  Surgeons,  Winston-Salem,  N.  C., 
April  4-5,  1924. 


onward  movement  of  the  bowel  contents  due  to 
a mechanical  block. 

Strangulation  obstruction  is  the  most  serious 
and  rapidly  fatal  form.  Obturation  obstruc- 
tion is  less  serious  and  less  rapidly  fatal.  In 
this  form  of  obstruction  liquids  and  gases  in 
varying  quantities  pass  the  obstructing  point. 

A patient  with  obturation  obstruction  may 
live  for  five,  ten,  or  more  days.  Recently,  we 
had  one  referred  to  us  whose  bowels  had  not 
moved  for  thirteen  consecutive  days,  though  he 
had  passed  small  quantities  of  gas  daily.  He 
had  an  anmdar  carcinoma  of  the  lower  sig- 
moid. Enterostomy  afforded  him  prompt  tem- 
porary relief. 

, Not  infrequently  foreign  bodies  cause  ob- 
struction. Of  these,  gall-stones  are  the  most 
common.  They  lodge  in  the  middle  and  lower 
ileum  four  times  more  frequently  than  they  do 
in  the  duodenum  and  jejunum  combined,  or  at 
the  ileocecal  valve. 

Murphy  states  that  foreign  body  ulceration 
tends  to  occur  below  the  ileocecal  valve  rather 
than  above  it.  He  described  a case  of  obstruc- 
tion due  to  plum  pudding  which  the  patient  had 
eaten  many  years  previously.  The  pudding 
formed  the  nucleus  of  a large  balllike  mass, 
which  had  slowly  increased  in  size  by  fecal  de- 
posit from  time  to  time  to  the  outer  surface. 

Early  operation  for  mechanical  obstruction 
is  practically  always  successful.  Delayed 
operation  is  practically  always  useless.  It  is 
more  fatal  than  delay  in  any  other  abdominal 
condition  except  acute  gastro-intestinal  per- 
foration into  the  free  peritoneal  cavity 
(Murphy). 

For  suspected  obstruction  in  recently  oper- 
ated cases,  it  is  our  experience  that,  inasmuch 
as  prompt  recognition  of  this  dreadful  condi- 
tion is  extremely  difficult  and  at  times  almost 
impossible,  it  is  better  to  re-open  and  find  no 
obstruction  than  to  open  too  late  and  find  com- 
plete obstruction  with  generalized  peritonitis. 

It  is  in  this  type  of  obstruction  where  the 
patient’s  genei*al  condition  is  already  poor  from 
recent  laparotomy,  that  enterostomy  is  of  es- 
pecial practical  and  life-saving  value. 

Obviously,  formidable  laparotomy  is  again 
entirely  out  of  the  question.  However,  en- 
terostomy under  local  anaesthesia  performed 
in  the  patient’s  bed  by  opening  the  abdomen 
and  pulling  up  into  the  wound  the  first  loop 
of  distended  gut,  putting  a catheter  into  it,  for 
the  purpose  of  drainage,  dropping  the  bowel 
back  into  the  abdomen,  and  closing  the  ab- 
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dominal  Avail  up  to  and  around  the  tube,  will 
cause  practically  no  additional  shock.  It  is 
well  to  stitch  the  omentum  to  the  bowel  around 
point  where  catheter  enters. 

Within  a few  hours  the  patient’s  pinched 
facial  expression  will  lessen,  the  pulse  will 
slow,  the  pain  will  cease,  the  distention  will 
disappear,  and  the  picture  will  change  from 
one  of  extreme  anguish  to  one  of  placid  com- 
fort. 

Thus,  the  crisis  will  have  been  passed  and 
ere  long  the  patient’s  condition  will  permit  a 
second  laparotomy,  if  such  be  necessary,  to  re- 
lease the  obstructing  point. 

Truly,  this  is  a life-saving  procedure.  Its 
results  frequently  are  brilliant  and  so  gratify^ 
ing  as  to  be  favorably  compared  with  the  quick 
relief  afforded  by  intubation  operation  for 
laryngeal  diphtheria. 

Recorded  below  are  a few  cases  in  brief: 

Case  No.  A-582. — Female,  aged  forty.  Sub- 
total abdominal  hysterectomy,  right  salpingo- 
oophorectomy  and  appendectomy,  for  multiple 
uterine  fibroids,  right-sided  suppurative  tubo- 
ovarian  disease  with  mass  formation  in  right 
lower  pelvis  in  which  appendix  was  enmeshed. 
Right  pelvis  drained.  Uninterrupted  con- 
valescence, discharged  from  hospital  on  six- 
teenth day. 

Two  months  later  she  was  seized  with  sud- 
den severe  abdominal  cramps,  followed  shortly 
by  vomiting.  Was  seen  the  following  day  by 
a physician.  She  refused  operation  until  the 
fifth  day,  at  which  time  enterostomy  was  per- 
formed. She  died  two  days  later.  Autopsy 
revealed  intestinal  perforation  at  site  of  ob- 
struction and  generalized  peritonitis.  This  was 
a case  of  delayed  obstruction  coming  to  opera- 
tion. She  procrastinated  too  long. 

Case  No.  A-710. — Female,  aged  forty.  Bi- 
lateral salpingectomy  and  appendectomy  for 
bilateral  hydrosalpinx  and  fibrous  appendix. 
Smooth  convalescence  until  the  afternoon  of 
the  seA’enth  day,  when  she  developed  sudden 
severe  epigastric  pain,  followed  in  forty 
minutes  bv  complete  collapse. 

She  reacted  to  stimulation  within  tAvo  hours. 
During  the  night  and  early  forenoon  of  follow- 
ing day  mild  paroxysms  of  pain  recurred. 
That  afternoon  seA-ere  pains  again  set  in.  The 
old  scar  was  re-opened,  and  a complete  ob- 
struction Avith  much  bloody  fluid  was  present 
in  the  abdomen.  The  obstruction  was  released 
and  where  it  had  been  attached  to  the  under 
surface  of  right  broad  ligament  the  wall  of 


boAvel  was  almost  necrotic.  Enterostomy  was 
performed  at  this  weakened  spot.  She  made  a 
prompt  and  uninterrupted  convalescence. 

Case  No.  A-1954. — Femal,  aged  fifty.  Total 
abdominal  hysterectomy,  October  10,  1922. 
Uninterrupted  com'alescence.  Eight  days  after 
leaving  the  hospital  she  deAreloped  cramping 
epigastric  pains,  folloAved  by  nausea  and  vomit- 
ing. This  continued  off  and  on  with  A’arying 
degree  of  severity  for  three  days  when  she  was 
re-admitted  to  the  hospital,  her  condition  being 
grave.  Enterostomy  was  performed.  She 
rapidly  improA’ed  and  later  laparotomy  Avas 
done  in  order  to  release  the  obstruction.  She 
stood  the  operation  well  and  recovered.  En- 
terostomy turned  an  inoperable  into  an  oper- 
able state. 

Case  No.  A-2448. — Child,  age,  nine  years. 
Acute  gangrenous  appendix.  Three  days  af- 
ter operation  child  Avas  not  doing  well.  He  was 
distended  and  hiccoughing.  His  pulse  was 
quickening,  and  he  was  complaining  at  inter- 
vals of  sharp  pains.  Obstruction  was  sus- 
pected. Following  day  his  condition  remained 
unimpixwed.  Under  novocaine  anaesthesia, 
right  inguinal  enterostomy  Avas  performed. 
The  ileum  was  found  to  be  greatly  distended 
and  purplish  in  color.  Intestinal  drainage 
promptly  set  in  and  from  then  on  recovery  was 
without  incident. 

Case  No.  A-2633. — Female,  aged  twenty- 
three.  Operated  on  July  20,  1923,  for  right- 
sided ectopic  pregnancy,  A mass  the  size  of 
a grape  fruit  Avas  found,  consisting  of  a tubal 
pregnancy,  the  ovary  and  the  appendix.  The 
patient  was  drained  as  there  was  some  muco- 
purulent material  in  the  necrotic  ovary  and  its 
mass.  Operator’s  note : com’alescence  to  be 
stormy,  patient  quite  sick. 

On  the  following  day  she  was  greatly  dis- 
tended in  the  forenoon  with  intermittent  hic- 
cough. That  afternoon  she  developed  intes- 
tinal cramps,  and  began  to  A’omit,  Her  pulse 
Avas  accelerated,  and  capillary  cyanosis  was  de- 
tected. The  following  morning  she  was  having 
rather  seA-ere  pains  for  which  morphia  was  re- 
quired. She  was  truly  a sick  woman. 

Enterostomy  was  resorted  to  as  a last  and 
desperate  effort.  Drainage  began  almost  at 
once.  The  tube  came  out  on  the  fourth  day, 
the  intestinal  drainage  ceased  three  days  later, 
and  the  patient  recovered. 

Case  No.  A-3078.' — Female,  aged  twenty-two, 
Appendectomy  performed  elsewhere  in  Janu- 
ary, 1923.  In  March,  1923,  was  in  bed  two 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


49 


(lays  with  severe  upper  abdominal  cramps  and 
vomiting.  Treated  for  gall-stone  colic.  In 
September,  1923,  same  thing  recurred.  On  the 
afternoon  of  November  10,  1923,  when  about 
seven  and  one-half  months  pregnant,  she  was 
seized  with  generalized  and  agonizing  cramp- 
like pains  throughout  abdomen.  Soon  there- 
after, vomiting  began.  Bowels  moved  twice 
within  twTo  hours;  afterwards  nothing  came 
through.  Enemas  gave  no  relief.  The  uterus 
was  not  contracting,  the  cervix  not  dilating,  the 
white  blood  count  was  12,200,  polys  eight-six 
per  cent.  Four  hours  later  she  was  still  suffer- 
ing great  pain,  notwithstanding  two  injections 
of  morphia,  one-quarter  grain  each,  at  short  in- 
tervals. 

The  following  morning  she  was  transferred 
to  the  hospital  where  laparotomy  revealed  a 
seven  and  one-half  months  pregnant  uterus  and 
a markedly  distended  and  discolored  ileum. 
There  were  multiple  points  of  obstruction, 
some  caused  by  a definite  rope-like  band  cross- 
ing the  bowel,  some  by  lateral  intestinal  ad- 
hesions, some  by  attachment  of  one  or  more 
loops  of  ileum  to  the  under  surface  of  the  ab- 
dominal wall  scar,  and  some  bv  intestinal  ad- 
hesion to  the  under  surface  of  the  uterus  itself. 

The  operation  was  both  long  and  difficult. 
At  the  beginning  of  the  operation  her  condi- 
tion was  good;  at  the  close  of  the  operation 
there  were  many  points  of  raw  surface  on  the 
intestine,  and  the  patient’s  general  condition 
was  poor.  Enterostomy  was  performed  high 
up  in  the  ileum. 

On  the  fourth  day  the  patient  aborted,  and 
on  the  sixth  day  the  tube  was  removed.  On  the 
eleventh  day  intestinal  drainage  ceased  and  the 
patient  made  an  otherwise  uneventful  recovery. 

In  conclusion,  please  note  that  we  have  but 
referred  in  the  briefest  terms  to  the  use  of  en- 
terostomy as  a means  through  which  food  can 
be  put  into  the  alimentary  canal,  and,  also, 
that  as  regards  its  use  in  intestinal  resection, 
we  have  made  no  mention  whatsoever.  Here, 
it  is  also  of  inestimable  value,  at  times,  when 
used  just  proximal  to  the  suture  line  to  lessen 
distention  and  suture  tension  by  carrying  away 
the  gases,  thus  minimizing  the  danger  of  leak- 
age along  the  suture  line. 

We  cannot  refrain  from  repeating  that,  when 
and  wherever  used  for  the  relief  of  intestinal 
obstruction,  it  should  be  used  early  after  the 
symptoms  first  announce  the  obstruction  in 
order  to  get  the  maximum  benefit. 

When  we  learn  to  early  diagnosticate  post- 


operative obstruction,  then  the  mortality  of 
abdominal  surgery  will  be  lessened.  There  is 
hardly  an  excuse  for  a post-operative  obstruc- 
tive death,  as  it  can  usually  be  relieved  by 
prompt  recognition  and  early  recourse  on  the 
part  of  the  surgeon  to  enterostomy  operation. 

Mary  Black  Clinic. 


SOME  ACQUIRED  CHARACTERS. 

By  CASPER  L.  REDFIELD.  Chicago,  111. 

A character  is  primarily  a sign  or  mark. 
A letter  of  the  alphabet  is  a character,  and  an 
inscription  consists  of  a series  of  characters. 

To  acquire  means  to  obtain  by  effort  or  by 
purchase  and  to  inherit  means  to  receive  from 
an  ancestor  or  predecessor.  If  you  dig  up  or 
buy  a tablet  containing  some  ancient  inscrip- 
tion, you  will  acquire  some  characters.  When 
you  die,  your  heir  will  inherit  that  tablet,  and 
there  will  be  an  indisputable  case  of  the  in- 
heritance of  acquired  characters. 

The  word  “biology”  comes  from  a Greek 
word  meaning  life.  A biological  character 
means  some  characteristic  peculiar  to  life  as 
such,  and  not  some  characteristic  of  a physical 
body.  A biological  acquirement  is  some  addi- 
tion, modification  or  qualification  of  the  thing 
we  know  as  life,  and  not  some  change  in  some 
physical  body.  And  biological  inheritance 
means  an  inheritance  of  life  qualities  and  not 
a legal  inheritance. 

A child  gets  the  measles.  In  due  time  he  re- 
covers, and  is  thereafter  immune  to  further  at- 
tack of  the  measles.  The  fact  that  he  got  the 
measles  in  the  first  instance  is  evidence  that, 
at  that  time,  he  did  not  have  the  power  neces- 
sary to  resist  the  attack.  The  fact  that  he  is 
immune  after  recovery  shows  he  now  has  a 
power  of  resistance  which  he  did  not  have  be- 
fore. That  new  power  is  an  acquired  char- 
acter. 

Measles  is  presumed  to  be  caused  by  some 
parasite  which  we  may  assume  to  be  some  bac- 
terium. The  course  of  the  measles  is  such  that 
it  can  be  shown  that  the  disease  cannot  be  pro- 
duced by  any  thing  other  than  some  living 
organism  which  multiplies  by  reproduction. 
As  a dead  body  is  quickly  destroyed  by  bac- 
tei'ia  which  do  not  harm  it  when  alive,  it  will 
be  evident  that  this  new  resistance  to  measles 
is  a characteristic  of  life  and  not  a characteris- 
tic of  any  bodily  structure.  It  is,  therefore, 
a biological  character  biologically  acquired. 

Referring  back  to  our  first  example,  the 
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characters  on  the  tablet  are  not  characteris- 
tics of  life  as  such.  They  are  non-biological 
things.  As  they  can  be  obtained  by  the  legal 
process  of  purchase,  they  can  be  obtained  in 
a non-biological  way.  As  they  are  conveyed 
from  one  person  to  another  in  a legal  way, 
that  way  is  also  non-biological.  In  other 
words,  we  may  have  inheritance  of  acquired 
characters  in  which  every  element  of  the  com- 
bination is  non-biological. 

Referring  now  to  the  acquired  resistance  to 
measles,  we  have  a biological  character  biologi- 
cally acquired.  If  this  resistance  is  trans- 
mitted to  offspring,  then  we  have  the  inheri- 
tance of  acquired  characters,  every  element  of 
which  will  be  biological.  That  such  acquired 
resistance  is,  in  fact,  inherited  by  offspring 
may  be  seen  by  reference  to  the  history  of 
measles.  The  white  child,  whose  parents  and 
earlier  ancestors  acquired  resistance  to  measles 
by  having  that  disease,  does  not  have  enough 
resistance  to  be  wholly  immune,  but  he  does 
have  enough  so  that  the  disease  is  not  serious 
to  him.  Blit  when  measles  is  carried  to  people 
whose  parents  did  not  have  it,  then  the  disease 
is  very  deadly.  The  physician  who  has  a case 
of  measles  on  his  hands  should  inquire  if  the 
parents  had  had  that  disease. 

There  are  two  kinds  of  characters,  one 
kind  is  biological  and  the  other  is  non-biologi- 
cal. There  are  two  ways  in  which  things  are 
acquired,  one  way  is  biological  and  the  other 
is  non-biological.  And  there  are  two  kinds  of 
inheritance,  biological  and  non-biological. 

The  inheritance  of  acquired  characters  is  a 
composite  made  up  of  three  factors.  If  all 
three  of  the  factors  are  biological,  it  works,  as 
in  the  inheritance  of  acquired  resistance  to 
disease.  Also,  it  works  if  all  three  of  the  fac- 
tors are  non-biological,  as  in  the  legal  inheri- 
tance of  characters  inscribed  on  a tablet.  But 
an  incongruous  composite  of  the  biological  and 
the  non-biological  will  not  work.  Thus,  the 
characters  inscribed  on  a tablet  cannot  be 
transmitted  through  the  germ  from  father  to 
son,  and  a person  cannot  inherit  resistance  to 
disease  by  a legal  process. 

For  many  years  we  have  been  told  that 
acquired  characters  are  not  inherited,  but  when 
we  examine  the  cases  cited  to  prove  that  point, 
we  find  that  they  all  consist  of  mixtures  of  the 
biological  with  the  non-biological.  For  ex- 
ample, Weismann  cut  off  the  tails  of  mice  and 
then  bred  those  mice.  He  then  cut  the  tails 
from  the  progeny  and  bred  them  to  get  a third 


generation,  and  so  on  for  many  generations. 
The  last  generation  had  tails  just  as  long  as 
those  on  the  first  one.  As  this  is  cited,  even  up 
to  the  present  day,  as  evidence  that  acquired 
characters  are  not  inherited,  we  will  give  a 
little  time  to  considering  it. 

When  the  tail  is  removed  from  a mouse,  that 
mouse  is  in  a tailless  condition.  But  as  tail- 
lessness is  just  as  observable  in  a dead  mouse 
as  in  a live  one,  it  is  evident  that  taillessness 
is  not  a characteristic  of  life  as  such,  and  con- 
sequently it  is  not  a biological  character.  The 
inheritance  under  consideration  is  biological 
inheritance.  Weismann’s  experiment  showed 
no  more  than  that  some  non-biological  thing 
is  not  biologically  inherited. 

When  Weismann  cut  off  the  tail  of  a mouse 
there  was  produced  a wound  which  later  healed. 
The  removal  of  the  tail  was  a non-biological 
operation  of  the  environment,  as  is  evident 
from  the  fact  that  it  might  be  by  any  mechani- 
cal means.  But  the  wound  was  not  healed  by 
the  environment,  and  will  not  be  healed  in  any 
mouse  which  is  dead  at  the  time  the  tail  is  re- 
moved. The  wound  healing  was  an  operation 
carried  out  by  the  life  in  the  mouse,  and  con- 
sequently was  strictly  biological. 

When  Weismann  cut  off  the  tails  of  the  first 
generation  of  mice,  the  wounds  healed  and  he 
bred  those  mice  to  get  a second  generation. 
Again  he  removed  the  tails,  and  after  the 
wounds  healed  he  bred  the  second  generation 
to  get  a third  generation,  and  so  on  for  many 
generations.  Now  it  happens  that  the  wound 
healing  was  the  only  biological  thing  having 
anything  to  do  with  Weismann’s  tail-cutting 
experiments,  and  he  did  not  tell  us  about  the 
biological  problem  in  front  of  him.  Neither 
have  any  of  Weismann’s  followers  investigated 
the  biological  problem  involved.  We  have  not 
yet  been  told  whether  the  wounds  healed  more 
readily  in  the  later  generations  than  in  the 
earlier  ones. 

Right  here  I want  to  draw  a distinction  be- 
tween a biological  character  and  a biological 
product.  A biological  character  is  a char- 
acteristic of  life  itself.  A biological  product 
is  something  produced  by  the  operations  of 
life.  A cow  can  produce  milk.  That  is,  she 
can  produce  milk  if  she  is  alive,  but  not  if  she 
is  dead.  As  a consequence,  the  power  of  pro- 
ducing milk  is  a biological  character,  but  the 
milk  itself  is  a biological  product.  There  is 
a clear  distinction  between  milk  and  the  power 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


51 


of  producing  milk.  They  are  not  in  the  same 
class  of  things. 

The  tail  of  a mouse  is  a biological  product 
and  not  a biological  character.  And  the 
character  of  a tail  is  a character  of  a product 
and  not  a biological  character.  The  thing 
which  passes  by  heredity  through  the  germ 
of  a mouse  is  the  power  of  producing  a tail, 
and  not  the  tail  itself  or  any  character  of  the 
tail.  Taking  away  the  tail  of  a mouse  after  it 
has  been  produced  is  not  taking  away  the  power 
of  producing  a tail,  any  more  than  taking  milk 
from  a cow  is  taking  away  the  power  of  pro- 
ducing milk. 

Broadening  the  statement  just  made,  we  may 
say  that  no  action  of  the  environment  on  a 
living  body  will,  of  itself,  produce  the  slightest 
effect  on  the  inheritable  power  of  growth 
which  originally  produced  the  body.  The 
utmost  that  any  action  of  the  environment  can 
do  is  to  induce  a biological  activity  which  in 
turn  may  modify  a biological  character,  but  it 
will  be  the  activity  and  not  the  environment 
which  will  produce  the  result.  Thus,  if  we 
amputate  an  organ  which  will  regenerate,  and 
keep  repeating  the  operation  after  each  regen- 
eration, the  animal’s  powers  of  regeneration 
will  be  increased  by  exercising  them,  and  that 
increased  power  of  regeneration  will  be  trans- 
mitted to  offspring.  Kammerer  demonstrated 
this  by  cutting  off  the  siphons  of  sea  squirts. 
In  regenerating,  those  siphons  grew  to  be  a 
little  longer  than  before,  and  by  repeated  re- 
generations they  became  of  great  length.  When 
those  animals  were  bred,  the  offspring  had  long 
siphons  like  their  parents.  What  those  off- 
spring inherited  was  increased  power  of  siphon 
growing. 

One  of  the  things  advanced  to  show  that  ac- 
quired characters  are  not  inherited  is  the  fact 
that  children  talk  the  language  of  those  with 
whom  they  are  brought  up,  and  not  the  lan- 
guage of  their  ancestors,  when  the  two  lan- 
guages are  not  the  same.  But  this  is  another  ex- 
ample of  confusing  the  biological  with  the  non- 
biological.  There  is  a fundamental  difference 
between  the  power  of  learning  and  the  thing 
learned.  The  power  of  learning  is  character- 
istic only  of  living  things,  and  consequently  is 
strictly  biological.  A dead  man  cannot  learn 
anything  in  spite  of  the  fact  that  his  body  is  a 
biological  product.  The  thing  learned  is  not 
a characteristic  of  life,  and  consequently  it  is 
non-biological. 

Mr.  Reich,  of  Bremen,  Germany,  a bird 


breeder,  keeps  a great  variety  of  cage  birds, 
among  which  are  canaries  and  nightingales. 
He  wanted  to  get  canaries  which  would  sing 
the  nightingale  song,  so  he  put  successive  gen- 
erations of  canaries  under  nightingale  tutors. 
In  about  five  years  he  had  canaries  which 
would  sing  the  full  nightingale  song,  and  in 
about  five  years  more  he  got  canaries  which 
sang  the  nightingale  song  without  instruction. 

This  looks  like  a case  of  the  inheritance  of 
something  learned  and  remembered,  but  that 
is  not  what  really;  happened.  A bird's  song 
consists  of  a few  notes  repeated  over  and  over 
many  times  a day  for  years  together.  Such 
continued  repetition  of  the  same  thing  develops 
the  power  of  doing  that  particular  thing  at 
the  expense  of  other  powers.  Powers  are  char- 
acteristic of  life,  and  consequently  are  biologi- 
cal and  can  be  biologically  inherited.  After 
Reich’s  canaries  had  practiced  for  ten  years  on 
one  song,  when  his  young  birds  opened  their 
mouths  to  sing,  they  sang  the  song  for  which 
they  had  developed  their  powers. 

Smallpox  is  one  of  those  diseases  for  which 
a person  acquires  immunity  by  having  it,  the 
same  as  he  acquires  immunity  against  measles 
by  having  it.  Cowpox  is  known  to  be  a weak 
form  of  smallpox.  Vaccination  is  based  on  the 
principle  that  if  a person  exercises  in  a par- 
ticular way  he  develops  powers  in  that  way. 
When  a person  is  vaccinated  he  is  given  a very 
mild  case  of  smallpox,  and  in  fighting  this  mild 
case  he  develops  powers  of  resisting  small  at- 
tacks of  fully  virulent  smallpox. 

But  powers  which  are  not  exercised  gradu- 
ally decline.  If  an  attempt  be  made  to  vacci- 
nate a person  soon  after  he  has  been  vaccinated 
successfully,  it  wall  be  found  that  the  second 
vaccination  will  not  take.  But  let  ten  or  more 
years  go  bjq  and  he  can  be  vaccinated  again. 
The  immunity  which  he  had  acquired  declined 
very  much  in  the  years  during  which  he  was 
not  acting  to  resist  vaccine  virus. 

About  one  hundred  years  ago  vaccination  be- 
came general  in  Europe  and  America,  and  the 
majority  of  us  are  descended  from  two  or  three 
generations  of  vaccinated  ancestors.  At  the 
present  time,  smallpox  is  not  nearly  the  serious 
disease  it  was  a hundred  years  ago.  Somehow, 
there  has  got  into  the  white  race  a degree  of 
resistance  to  smallpox  which  did  not  exist  be- 
fore, and  the  only  way  resistance  can  be  ob- 
tained is  by  fighting  the  virus  itself.  We  have 
it  by  reason  of  the  fact  that  our  ancestors  were 
vaccinated. 
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A person  who  lives  where  other  people  live 
is  being;  continually  “vaccinated”  against 
various  diseases  by  coining  into  contact  with 
small  numbers  of  pathogenic  germs.  Usually 
he  does  not  know  of  the  contact,  because  his 
powers  of  resistance  are  fully  able  to  take  care 
of  the  case  without  giving  a distress  signal. 
Occasionally,  the  attack  is  heavy  enough  to 
make  him  feel  indisposed  for  a few  days,  and 
more  rarely  he  calls  on  a physician  for  help. 

Tuberculosis  is  one  of  those  diseases  which 
a person  is  certain  to  meet  if  he  spends  any 
time  in  a modern  city.  Autopsies  disclose  the 
fact  that  about  ninety  per  cent  of  those  adults 
who  die  from  other  causes,  have,  at  one  time  or 
another,  been  attacked  by  tuberculosis  and  have 
recovered  without  being  aware  of  such  attack. 
Under  such  conditions,  it  is  obvious  that  the 
older  a person  is.  the  greater  is  the  probability 
that  he  has  been  attacked  by  tuberculosis  and 
recovered,  and  in  recovery  has  developed  re- 
sistance to  that  disease. 

At  Frodsham,  England,  there  is  a sanitarium 
at  which  investigation  was  made  into  the 
family  relationship  of  381  tuberculous  patients. 
It  was  learned  whether  each  patient  was  a first, 
second  or  later  child,  and  it  was  also  learned 
how  many  other  children  there  were  in  the 
families  from  which  these  tuberculous  patients 
came.  Thus  there  was  laid  a foundation  for 
determining  which  children  of  the  family  are 
least  resistant  and  which  are  most  resistant  to 
tuberculosis.  The  results  show  that  the  older 
the  parents  are  when  their  children  are  born, 
the  greater  is  the  resistance  of  those  children 
to  tuberculosis.  The  first  child  is  more  than 
twice  as  liable  as  the  third  and  fourth  children, 
and  more  than  three  times  as  liable  as  the 
eighth  and  later  children  of  the  same  parents. 
Clearly,  if  the  parents  get  tuberculosis  and  re- 
cover. the  offspring  inherit  the  resistance  the 
parents  acquired. 

When  a physician  has  a tuberculous  patient 
he  should  inquire  not  only  in  regard  to  the  his- 
tory of  the  parents  of  the  patient,  but  also  as 
to  the  age  of  the  parents  when  the  child  was 
conceived.  Because  persons  get  tuberculosis 
and  recover  without  being  aware  of  the  attack, 
information  as  to  the  age  of  the  parents  is  not 
conclusive  of  anvthing.  but  it  helps  in  deter- 
mining probabilities. 

The  physician  need  not  stop  at  tuberculosis, 
measles  and  vaccination.  Acquiring  resistance 
to  disease  by  fighting  it  is  very  common,  and 
resistance  acquired  in  this  way  is  inherited  by 


offspring.  The  extent  to  which  acquired  resis- 
tance is  inherited  is  determined  by  the  magni- 
tude of  the  acquirement  and  the  length  of  time 
which  has  elapsed  since  the  acquirement  termi- 
nated. By  having  smallpox  a person  acquires 
an  immunity  great  enough  to  last  a life  time. 
By  vaccination  he  acquires  an  immunity  which 
lasts  for  a few  years  only.  In  the  case  of  a 
child  with  the  measles,  the  questions  are:  Did 
the  parents  have  measles?  How  long  ago  was 
it?  How  severe  were  the  attacks?  Putting 
the  answers  to  these  questions  with  other  in- 
formation will  help  in  prognosis. 

1542  Monadnock  Block. 


TheTruth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our 
letter  of  January  31,  1925,  the  following  have  been 
accepted : : 

H.  K.  Mulford, 

Tuberculin  Intracutaneous  (Human  Type) — Mul- 
ford. 

Parke,  Davis  & Co. 

Mercurosal  Ampoules. 

E.  R.  Squibb  & Sons 

Squibb’s  Liquid  Petrolatum  with  Agar. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Antimony  Thioglycollamide. — The  triamide  of  anti- 
mony thioglycollic  acid.  It  contains  not  less  than 
30  per  cent  of  antimony.  Antimony  thioglycollam'de 
and  antimony  sodium  thioglycollate  have  been  tested 
on  rats,  rabbits  and  dogs  inoculated  with  trypanoso- 
miasis by  Rowntree  and  Abel.  These  workers  sug- 
gested the  employment  of  these  antimony  compounds 
in  the  treatment  of  human  trypanosomiasis  and  the 
larger  animals.  Randall  has  used  both  of  these 
antimony  compounds  intravenously  and  intramuscu- 
larly in  granuloma  inguinale  with  marked  success. 
In  the  doses  employed  they  were  less  toxic  than 
tartar  emetic  and  the  results  were  more  favorable 
From  the  available  evidence  the  experimental  use 
of  these  compounds  in  kala  azar  would  seem  to  be 
justifiable.  Hynson,  Westcott  & Dunning,  Balti- 
more. (Jour.  A.  M.  A.,  Feb.  7,  1925,  p.  441.) 

Cinchophen — B.  P.  C. — A brand  of  cinchophen — N. 
N R.  For  a discussion  of  the  actions,  uses  and 
dosage,  see  New  and  Non-offic!a1  Remedies,  1924.  p. 
93  Benzol  Products  Co.,  Newark,  N.  J. 

Hoyt’s  Protein  Cereal. — Hoyt’s  special  gluten  flour 
(New  and  Non-official  Remedies,  1924,  n.  1951  cooked 
and  made  into  flakes.  Pure  Gluten  Food  Company, 
Brooklyn,  N.  Y. 

Mercurettes — P.  D.  and  Co. — Briquettes  each  con- 
taining finely  divided  metallic  mercury  3.25  Gm.  (51 
grains)  incorporated  with  (heobroma  (cacao  butter! 
and  nerfumed.  The  actions  and  uses  of  mercurettes 
are  the  same  as  those  of  ointment  of  mercury  U.  S.  p. 
It  is  claimed  that  in  the  treatment  of  synhi’is  •’-a 
certain  forms  of  parasitic  skin  disease  where  oint- 
ment of  mercury  has  been  employed,  the  use  of  mer- 
curettes permits  a more  accurate  dosage  and  is  more 
convenient  and  less  disagreeable.  Parke,  Davis  and 
Co.,  Detroit. 

Tablets  Iodo-Casein  with  Chocolate. — Each  tablet 
contains  iodo-casein  (New  and  Non-official  Remedies. 
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1924.  p.  156),  equivalent  to  0.01  Gm.  iodin.  H.  K. 
Mulford  Co.,  Philadelphia.  (Jour.  A.  M.  A.,  Feb.  28, 

1925,  p.  675). 

PROPAGANDA  FOR  REFORM. 

Barbital  and  Unessential  Modifications. — The  Brit- 
ish Medical  Journal  discusses  the  multiplicity  of 
barbituric  acid  hypnotics  which  English  physicians 
are  importuned  to  prescribe.  In  America  a similar 
condition  exists.  The  numerous  barbital  derivatives 
and  mixtures  of  these  with  other  drugs  result  from 
the  fact  that  we  have  no  satisfactory  method  of 
evaluating  the  hypnotics.  Apparently  the  proprie- 
tary interests  have  taken  advantage  of  this  situa- 
tion, so  that  the  proponents  of  these  barbital  deriva- 
tives claim  various  specific  advantages  for  them. 
British  physicians  complain  of  the  many  market 
names  for  substances  which  have  practically  the 
same  action,  yet  with  no  indication  of  their  deriva- 
tion from  the  original  and  best  known  drug,  barbi- 
tal. In  this  country,  the  Council  on  Pharmacy  and 
Chemistry  provides  information  concerning  the  com- 
position and  actions  of  just  such  products.  Until 
scientific  investigators  have -devised  a satisfactory 
evaluation  of  this  class  of  hypnotics,  it  would  be 
much  more  in  keeping  with  scientific  advancement 
were  proprietary  houses  to  refrain  from  putting  out 
new  derivatives,  and  physicians  to  limit  their  pre- 
scriptions to  the  two  drugs,  barbital  and  nhenobar- 
bital — the  only  barbital  preparations,  which  have 
been  accepted  for  New  and  Non-official  Remedies. 
The  danger  to  the  public  of  the  use  of  barbital 
hypnotics  is  of  growing  concern.  Barbital  itself, 
has  been  the  cause  of  many  accidental  deaths,  and 
its  use  is  not  free  from  addic'ion.  In  England, 
barbital  is  included  in  the  poison  schedule  and 
further  restrictions  of  its  sale  is  now  being  con- 
sidered there.  (Jour.  A.  M.  A.,  Feb.  7.  1925,  p.  445). 

Endocrinology  and  the  Mammary  Gland. — Adverse 
reports  have  recently  been  published  in  r°gard  to 
the  alleged  functions  of  preparations  of  the  mam- 
mary gland.  A survey  of  the  literature  might  lead 
one  to  believe  that  the  act'v’ty  of  this  structure  is 
in  some  way  related  to  the  menstrual  function  and 
that  the  gland  exerts  an  inhibitory  effect  on  the 
ovary.  Yet  carefully  controlled  administration  of 
mammary  gland  substance,  by  Charlton  and  Rickey 
to  women  of  reproductive  a°re  has  failed  to  furbish 
evidence  of  constant  effects,  if  any,  on  ovarian  activ- 
ity in  persons  with  normal  or  abnormal  menstrual 
histories.  The  possible  influence  of  mammary  sub- 
stance on  the  estrual  cycle  of  animals  has  also  been 
studied.  The  results  were  entirely  negative.  In  no 
instance  was  any  effect  from  feeding  mammary  gland 
apparent.  The  facts  at  hand  fort-'fy  the  position  of 
the  Council  on  Pharmacy  and  Chemistry  to  omit 
mammary  gland  preparations  from  New  and  Non- 
official Remedies,  because  there  is  no  clear-cut  evi- 
dence to  show  that  administration  of  available  nro- 
ducts  is  of  value.  (Jour.  A.  M.  A.,  Feb.  7,  1925,  p. 
443). 

The  Mollgaard  Method  in  Tuberculosis — The  re- 
cently published  book  by  Mollgaard  and  h;s  collabo- 
rators on  the  new  gold  treatment  of  tuberculosis, 
gives  the  properties  of  “Sanocrysin.”  which  is  sodium 
aurothiosulphate,  and  the  animal  exp°riments  wh’Ch 
have  been  carried  out.  The  serum  from  calves  pre- 
viously injected  with  killed  tubercle  bacilli  a^d 
tuberculin,  which  is  used  in  connection  with  the 
gold  salt,  is  regarded  as  an  antitoxic  serum  that 
neutralizes  toxins  liberated  in  the  tuberculous  animal 
by  the  action  of  the  drug.  Tests  are  reported  on 
the  effects  of  “Sanocrysin”  and  serum  in  calves  in- 
jected intravenously  with  bovine  tubercle  bacilli 


The  results  are  said  to  be  favorable,  but  the  evidence 
is  not  convincing.  The  clinical  reports  in  the  book 
reveal  that  the  treatment  is  of  no  value  in  miliary 
tuberculosis  or  in  tuberculosis  leptomeningitis  and 
that  in  advanced  and  serious  cases  of  pulmonary 
tuberculosis  the  treatment  is  perilous  and  offers 
“only  a slight  chance  of  recovery.”  It  remains  to 
be  determined  whether  any  better  results  can  be 
obtained  with  the  Sanocrysin-serum  treatment  than 
without  it.  There  does  not  appear  to  be  any  reason 
for  imagining  that  the  particular  gold  salt  used  by 
Mollgaard  can  have  any  different  effect  than  the 
other  gold  salts  which  have  been  investigated  in 
the  past  and  abandoned.  At  present  there  is  no 
justification  for  rushing  into  the  treatment  of  tuber- 
culosis with  this  drug.  (Jour.  A.  M.  A.,  Feb.  14, 
1925,  p.  516). 

Yadil  Blows  Up. — Yadil  was  supposed  to  be  an 
esoteric  form  of  garlic.  It  was  heavily  advertised 
throughout  the  British  Isles  and  to  a small  extent 
in  the  United  States.  Then  came  a bomb  in  the 
form  of  an  exposure  of  Yadil,  published  in  a Lon- 
don paper.  It  was  a report  of  an  analysis  by  an 
eminent  chemist  which  declared  Yadil  to  consist  of 
1 part  formaldehyde,  4 parts  glycerin,  95  parts  of 
water  and  a smell.  A second  report  was  from  a 
well  known  pharmacologist.  There  were  three  re- 
sults from  the  explosion.  The  first  and  most  im- 
portant wras  that  the  sale  of  Yadil  almost  ceased. 
The  second  was  an  action  for  libel  by  the  Yadil 
concern  against  the  newspaper  and  the  scientists. 
The  third  was  the  application  by  the  “patent  medi- 
cine” concern  to  prohibit  further  publications.  The 
injunction  was  refused.  Now  the  Yadil  concern  is 
in  bankruptcy  and  its  action  for  libel  has  been  dis- 
missed bv  the  court.  (Jour.  A.  M.  A.,  Feb.  14,  1925, 
p.  520). 

Felsol. — In  the  advertising  of  the  American  Felsol 
Co.,  Felsol  is  claimed  to  have  the  following  com- 
position: “Metozin  0.9  (containing  Phenason  0.25, 

Anilipyrin  0.4,  Jodopyrin  0.25),  caffein  0.1,  digitalis 
and  strophanthus  glycosides  0.0015  and  the  alkaloid 
of  lobelia  infiata  0.005.”  Felsol  is  a typical  illustra- 
tion of  an  irrational  shotgun  mixture.  One  of  th-5 
claimed  ingredients,  metozin,  is  stated  to  contain 
phenazon  (antipyrin),  anilipyrin  (a  mixture  of  an- 
tipyrin and  acetanilid),  and  iodopyrin  (a  compound 
of  antipyrin  and  iodin).  In  addition  to  these  multi- 
ple antipyretic  ingredients,  the  product  is  claimed 
to  contain  four  other  active  drugs.  According  to 
the  circular,  Felsol  “gives  the  busy  physician  a 
handy,  convenient  and  harmless  remedy  which  may 
be  given  for  any  kind  of  bronchial  or  cardiac  asth- 
ma, without  the  necessity  on  the  part  of  the  phy- 
sician to  embark  on  long  theoretical  considerations 
as  to  the  underlying  cause  of  the  attack.”  A pro- 
duct that  contains  preparations  of  digitalis,  strophan- 
thus and  lobelia  is  not  a “harmless”  remedy.  The 
recommendation  for  the  indiscriminate  use  of  this 
product  is  to  be  strongly  condemned.  (Jour.  A.  M. 
A..  Feb.  14,  1925,  p.  536). 

Viriligen,  Glandular  Comp,  and  Pineal  Comp.  Not 
Accepted  for  N.  N.  R. — Viriligen  (G.  W.  Carnrick 
Co.),  is  marketed  in  tablets,  capsules  and  ampules, 
each  of  which  is  stated  to  contain  “desiccated  ex- 
tracts of  anterior  pituitary,  suprarenal  cortex,  lymph, 
brain  and  spinal  cord  substance,  testis  and  1/10 
gr.  thyroid.”  It  is  claimed  that  the  preparation  is 
“indicated  in  lowered  virility  and  sexual  neurasthe- 
nia of  functional  origin.”  There  is  no  evidence  that 
extracts  of  the  anterior  portion  of  the  pituitary, 
suprarenal  cortex,  lymph,  brain,  spinal  cord  and 
testis  have  any  therapeutic  value  in  sexual  neuras- 
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thenia  or  lowered  virility  (sexual  capacity?).  The 
Council  on  Pharmacy  and  Chemistry  found  Viriligen 
inadmissible  to  New  and  Nonofficial  Remedies,  be- 
cause (1)  its  composition  is  indefinite;  (2)  the  thera- 
peutic claims  are  unwarranted,  and  (3)  it  is  an 
unscientific  mixture. 

Glandular  Comp.  (Male)  Special  Formula  No.  1 
(G.  W.  Carnrick  Co.),  comes  in  tablets  and  capsules 
which  are  stated  to  contain  “Thyroid”  1/10  gr., 
“Pituitary”  1/40  gr.,  “Suprarenal”  1/4  gr.,  “Orchic” 
1/4  gr.,  “Physiological  Salts  Comp.”  1/4  gr. 

Glandular  Comp.  (Female)  Special  Formula  No.  2 
(G.  W.  Carnrick  Co.),  comes  in  tablets  and  cap- 
sules claimed  to  contain  “Thyroid”  1/10  gr.,  “Pitui- 
tary,” 1/40  gr.,  “Suprarenal,”  1/4  gr.,  “Ovarian,” 
1/4  gr.,  “Physiological  Salts  Comp.”  1/4  gr. 

Pineal  Comp  (Male),  Special  Formula  No.  3 (G. 
\V.  Carnrick  Co.),  comes  in  tablets  and  capsules  said 
to  contain  “Anterior  Pituitary”  1/5  gr.,  “Thyroid” 
1/S  gr.,  “Suprarenal”  1 gr.,  “Orchic  1-1/2  gr.,  “Pineal” 
1/30  gr.,  “Physiological  Salts  Comp,”,  1/4  gr. 

Pineal  Comp.  (Female).  Special  Formula  No.  4. 
(G.  W.  Carnrick  Co.),  comes  in  tablets  and  cap- 
sules said  to  contain  “Anterior  Pituitary”  1/5  gr.. 
“Thyroid”  1/8  gr.,  “Suprarenal”  1 gr.,  “Ovarian” 
1-1/2  gr.,  “Pineal”  1/30  gr.,  “Physiological  Salts 
Comp.”  1/4  gr. 

The  Council  on  Pharmacy  and  Chemistry  found 
these  preparations  inadmissible  to  New  and  Non- 
official Remedies  because  (1)  they  are  unscientific 
m’xtures,  (2)  their  composition  is  indefinite  and 
(3)  the  therapeutic  claims  are  unwarranted.  (Jour. 
A.  M.  A.,  Feb.  28,  1925,  p.  695). 

“Organ-O-Tones.” — From  the  advertising,  it  ap- 
pears that  the  Cole  Chemical  Co.  is  engaged  in  the 
marketing  of  “shotgun”  mixtures,  largely  of  the 
“pluriglandular”  type.  For  a year  or  more  it  has 
been  “pushing”  a mixture  “for  obesity.”  designated 
“Organ-O-Tones  No.  19.”  The  preparation  is  mar- 
keted in  capsules  which  have  been  stated  to  contain; 
“Thyroid  Substance,”  1/2  gr.,  “Pituitary  (whole)” 
1/4  gr.,  “Phytolaccin”  1/2  gr.,  “Apocynum  (P.  E.)” 
1/4  gr.,’  “Organ-O-Tones  No.  12”  (composed  of  so 
dium  bicarbonate,  potassium  bicarbonate,  calcium 
glycero-phosphate.  calcium  phosphate  (dibasic)  and 
Magnesium  Phosphate),  3-1/2  grs.  It  is  evident  that 
Organ-O-Tones  No.  19,  for  Obesity,  is  an  irrational 
mixture  which  depends  for  its  action  as  an  “obesitv” 
remedy  on  the  thyroid  which  it  contains.  The  firm’s 
advertising  does  not  stress  the  formula  and  hence 
it  is  probable  that  those  who  use  this  preparation 
do  so  without  full  appreciation  that  they  are  ad 
ministering  thyroid.  More  than  sixteen  years  ago. 
Reid  Hunt  and  Atherton  Seidell  called  attention  to 
the  misuse  of  thyroid  as  an  ingredient  of  “antifat” 
nostrums.  Since  then  the  ill  effects  of  thyroid  as 
an  antifat  have  become  well  established.  Recently 
H.  S.  Plummer  and  Wm.  Boothby  warned  against 
the  uncontrolled  use  of  thvroid  in  obesity.  (Jour. 
A.  M.  A.,  Feb.  28,  1925,  p.  698). 

Eucain. — Originally,  two  kinds  of  “eucain”  were 
on  the  market,  namely,  “alpha  eucain”  and  “beta 
eucain.”  The  use  of  the  first  product  has  been  gen- 
erally abandoned.  The  second  product  is  official  in 
the  U.  S.  Pharmacopoeia  in  the  form  of  hydrochlorid 
(betaeucain  hydrochlorid).  Betaeucain  hydrochlorid 
is  a local  anesthetic  like  cocain,  but;  weaker  and  de- 
void of  the  stimulating  properties  of  the  latter.  It 
does  not  dilate  the  pupil,  nor  does  it  contract  the 
blood  vessels  as  does  cocain.  (Jour.  A.  M.  A.,  Feb. 
28,  1925,  p.  698). 

Butyn  and  Epinephrin. — As  a result  of  animal  ex- 
periments recently  reported  by  Hirschfelder,  Backer 


and  Jennison,  “the  addition  of  epinephrin  to  solu- 
tions of  cocain  and  saligenin  increases  their  tend- 
ency to  cause  local  edema.  This  is  not  the  case 
with  procain  and  butyn.”  According  to  New  and 
Non-official  Remedies,  1924,  the  use  of  butyn  for 
injection  anesthesia  or  for  special  anesthesia  does 
not  appear  promising,  since  its  toxicity  is  materially 
greater  than  that  of  cocain.  Butyn  is  a substitute 
for  cocain  in  surface  anesthesia,  as  for  the  eye,  nose 
and  throat;  it  acts  through  intact  mucosa  almost 
as  effectively  as  cocain;  solutions  of  butyn  are  non- 
irritant. (Jour.  A.  M.  A.,  Feb.  28,  1925,  p.  699). 

The  Dick  Test. — The  U.  S.  Treasury  Department 
has  not  authorized  the  interstate  sale  of  any  Dick 
scarlet  fever  preparation.  The  Council  on  Pharm- 
acy and  Chemistry  does  not  accept  biologic  products 
until  they  are  licensed  by  the  Treasury  Department, 
and  therefore  has  not  considered  the  Dick  scarlet 
fever  preparation.  (Jour.  A.  M.  A.,  Feb.  28,  1925, 
p.  699). 


Book  Announcements 


Operative  Surgery.  By  J.  SHELTON  HORSLEY, 
M.  D.,  F.  A.  C.  S.,  Attending  Surgeon,  St.  Eliza- 
beth’s Hospital.  Illustrated  by  MISS  HELEN- 
LORRAINE.  Second  Edition.  St.  Louis.  The  C. 
V.  Mosby  Company.  1924.  8vo.  784  pages  with 
666  original  illustrations.  Cloth.  Price,  $12.50. 

The  reception  accorded  the  first  edition  of 
Horsley’s  Operative  Surgery  was  so  gratifying 
that  the  author  felt  the  necessity  of  publishing 
a second  edition  to  include  the  latest  and  most 
up-to-date  methods  employed  in  operative  surg- 
ery. Surgery  is  keeping  apace  with  the  times 
in  making  changes  and  improvements,  and 
Dr.  Horsley  describes  a number  of  new  opera- 
tions in  the  present  volume.  The  technic  em- 
ployed in  many  cases  is  so  excellently  portrayed 
by  original  drawings,  that  one  may  almost 
imagine  he  is  seeing  the  operations  in  the 
clinic. 

To  one  acquainted  with  Dr.  Horsley’s  ability 
as  a surgeon  and  author,  it  is  only  necessary 
for  us  to  announce  the  publication  of  this  sec- 
ond and  enlarged  edition. 

Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  for  1924.  Cloth.  Price,  postpaid,  $1.00. 
P.  82.  Chicago:  American  Medical  Association. 
1925. 

This  volume  contains  the  reports  of  the 
Council  on  Pharmacy  and  Chemistry  that 
have  been  adopted  and  authorized  for  publi- 
cation during  1024.  Some  of  these  reports 
have  appeared  in  The  Journal  of  the  Ameri- 
can Medical  Association.  Others  are  now 
published  for  the  first  time. 

The  annual  volumes  of  the  “Council  Re- 
ports” may  he  looked  on  as  the  companion 
volumes  to  New  and  Nonofficial  Remedies. 
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While  the  latter  contains  the  medicinal 
preparations  that  are  found  acceptable,  the 
reports  contain  the  reasons  why  certain  prod- 
ucts were  not  accepted. 

The  volume  also  contains  reports  on  prod- 
ucts which  were  included  in  former  editions 
of  New  and  Nonofficial  Remedies  but  which 
will  not  appear  in  the  1925  edition  because 
they  were  found  ineligible  for  further  recog- 
nition. 

The  volume  contains  a number  of  reports 
of  a general  nature : for  instance,  a report  on 
the  therapeutic  value  of  benzyl  benzoate;  a 
report  on  anaphylaxis  produced  by  thrombo- 
plastic  substances  and  a report  on  the  thera- 
peutic use  of  digitalis. 

Physicians  who  keep  fully  informed  in  re- 
gard to  the  value  of  proprietary  remedies 
will  wish  to  own  this  book. 

An  African  Holiday.  By  RICHARD  L.  SUTTON, 
M.  D.,  LL.D.,  Fellow  of  the  Royal  Geographical 
Society  of  Great  Britain.  St.  Louis.  The  C.  V. 
Mosby  Company.  1924.  8vo.  180  pages  with  102 
original  illustrations.  Cloth.  Price,  $2.25. 
Infection,  Immunity  and  Inflammation.  A Study  of 
the  Phenomena  of  Hypersensitiveness  and  Toler- 
ance, and  Their  Relationship  to  the  Clinical  Study, 
Prophylaxis,  and  Treatment  of  Disease.  By 
FRASER  B.  GURD,  M.  D.,  C.  M„  F.  A.  C.  S., 
Montreal.  Lecturer  in  Applied  Immunology  and  in 
Surgery,  McGill  University;  Associate  Surgeon, 
Montreal  General  Hospital,  etc.  St.  Louis.  The 
C.  V.  Mosby  Company.  1924.  8vo.  329  pages. 
Cloth.  Price,  $5.00. 

Surgical  Pathology.  By  WILLIAM  BOYD,  M.  D., 
M.  R.  C.  P.  Ed.,  F.  R.  S.  C.,  Professor  of  Pathology, 
University  of  Manitoba;  Pathologist  to  the  Winni- 
peg General  Hospital,  Winnipeg,  Canada.  8vo.  of 
837  pages  with  349  illustrations  and  13  colored 
plates.  Philadelphia  and  London.  W.  B.  Saunders 
Company.  1925.  Cloth,  $10.00  net. 

The  Crippled  Hand  and  Arm.  A Monograph  on  the 
Various  Types  of  Deformities  of  the  Hand  and 
Arm  as  a Result  from  Abnormal  Development,  In- 
juries and  Disease,  for  the  Use  of  the  Practitioner 
and  Surgeon.  By  CARL  BECK,  M.  D.  Phila- 
delphia and  London.  J.  B.  Lippincott  Company. 
1925.  8vo.  243  pages  with  302  illustrations.  Cloth. 
Price,  $7.00. 

The  Diagnosis  of  Children’s  Diseases.  With  Special 
Attention  to  the  Diseases  of  Infancy.  By  PRO- 
FESSOR I)R.  E.  FEER,  Director  of  the  University 
Children’s  Clinic,  Zurich,  Switzerland.  Translated 
by  CARL  AHRENDT  SCHERER,  M.  D.,  F.  A.  C.  P. 
Philadelphia,  London,  Montreal.  J.  B.  Lippincott 
Company.  1925.  8vo.  551  pages,  profusely  illus- 
trated. Cloth.  Price,  $7.00. 

Fractures  and  Dislocations.  Immediate  Management, 
After-Cure,  and  Convalescent  Treatment  with  Spe- 
cial Reference  to  the  Conservation  and  Restoration 
of  Function.  By  PHILIP  D.  WILSON,  M.  D„  F.  A. 
C.  S.,  Instructor  in  Orthopedic  Surgeory,  Harvard 
Medical  School,  and  WILLIAM  A.  COCHRANE, 
M.  B.,  Ch.  B , F.  R.  C.  S.,  Edin,  University  Tutor 
in  Clinical  Surgery,  University  of  Edinburgh. 
Philadelphia  and  London.  J.  B.  Lippincott  Com- 


pany. 1925.  8vo.  789  pages  with  978  illustrations. 
Cloth.  Price,  $10.00. 

A Text-Book  of  Physiology  for  Medical  Students 
and  Physicians.  By  WILLIAM  H.  HOWELL,  Ph. 
D.,  M.  D.,  Professor  of  Physiology  in  the  School  of 
Hygiene  and  Public  Health,  Johns  Hopkins  Uni- 
versity, Baltimore.  Ninth  Edition,  thoroughly  re- 
vised. Philadelphia  and  London.  W.  B.  Saunders 
Company.  1924.  Octavo  of  1069  pages,  308  illus- 
trations. Cloth.  Price,  $6.50  net. 

A Compend  of  Genito-Urinary  Diseases  and  Syphilis, 
including  their  Surgery  and  Treatment.  By 
CHARLES  S.  HIRSCH,  M.  D.,  Urologist  to  the 
Jewish  Hospital,  Mt.  Sinai  Hospital,  etc.,  Phila- 
delphia. Fourth  Edition,  revised.  Philadelphia. 
P.  Blakiston’s  Son  and  Company.  1012  Walnut 
Street.  1925.  12mo.  XVI — 337  pages,  with  44 

illustrations.  Cloth.  Price,  $2.00. 

Proceedings  of  the  International  Conference  on 
Health  Problems  in  Tropical  America.  Held  at 
Kingston,  Jamaica,  B.  W.  I.,  July  22  to  August  1. 

1924,  by  invitation  of  the  Medical  Department  of 
the  United  Fruit  Company.  Published  by  United 
Fruit  Company,  Boston,  Massachusetts.  1924. 
Cloth.  8 vo.  XXI — 1010  pages. 

The  Technic  of  Local  Anesthesia.  By  ARTHUR  E. 
HERTZLER,  M.  D.,  F.  A.  C.  S.,  Professor  of 
Surgery  in  the  University  of  Kansas;  Surgeon  to 
St.  Luke’s  Hospital  and  St.  Mary’s  Hospital,  Kan- 
sas City,  Mo.,  etc.  Third  Edition.  St.  Louis.  The 
C.  V.  Mosby  Company.  1925.  8vo.  272  pages  with 
140  illustrations.  Cloth.  Price,  $5.50. 

The  Physiology  of  Mind.  An  Interpretation  Based 
on  Biological,  Morphological,  Physical  and  Chemi- 
cal Considerations.  By  FRANCIS  X.  DERCUM, 
M.  D.,  Ph.D.,  Professor  of  Nervous  and  Mental 
Diseases  in  Jefferson  Medical  College,  Philadelphia. 
Second  Edition,  Reset.  Philadelphia  and  London. 
W.  B Saunders  Company.  1925.  12mo.  of  287 

pages.  Cloth,  $3.50  net. 

Principles  of  Surgery  for  Nurses.  By  M.  S.  WOOLF, 
M.  A.,  B.  Sc.,  M.  R.  C.  S.  (Eng.),  L.  R.  C.  P. 
(London),  Instructor  in  Surgery,  University  of 
California  Hospital,  San  Francisco.  Philadelphia 
and  London.  W.  B.  Saunders  Company.  1925. 
12mo.  of  350  pages,  illustrated.  Cloth,  $3.00  net. 
Serum  Diagnosis  of  Syphilis  by  Precipitation.  Gov- 
erning Principles,  Procedure  and  Clinical  Appli- 
cation of  the  Kahn  Precipitation  Test.  By  R.  L. 
KAHN,  M.  S.,  D.  Sc.,  Immunologist,  Bureau  of 
Laboratories,  Michigan  Department  of  Health. 
Baltimore,  Williams  and  Wilkins  Company.  1925. 
Octavo.  237  pages.  Cloth.  Price,  $3.00. 
Pediatrics.  By  Various  Authors.  Edited  by  ISAAC 
A.  ABT,  M.  D.,  Professor  of  Diseases  of  Children. 
Northwestern  University  Medical  School,  Chicago. 
Set  complete  in  eight  octavo  volumes  totaling 
8,000  pages  with  1,500  illustrations,  and  separate 
Index  Volume  free.  Now  ready — VOLUME  VI, 
containing  736  pages  with  127  illustrations.  Phila- 
delphia and  London.  W.  B.  Saunders  Company. 

1925.  Cloth,  $10.00  per  volume.  Sold  by  subscrip- 
tion. 

International  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Articles 
in  Medicine.  Surgery  and  the  Various  Specialties. 
By  Leading  Members  of  the  Medical  Profession 
throughout  the  World.  Edited  by  HENRY  W. 
CATTELL,  M.  D.,  Philadelphia,  and  COLLABO- 
RATORS. VOLUME  I.  Thirty-fifth  Series,  1925. 
Philadelphia  and  London.  J.  B.  Lippincott  Com- 
pany. 1925.  Octavo  of  301  pages.  Cloth. 
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Editorial 


Politics  and  Medicine. 

Politics  and  medicine  have  been  commonly 
assumed  to  he  two  things  that,  like  oil  and 
water,  would  not  or  should  not  mix.  In 
general  this  is  true,  but  with  higher  ideals  for 
the  medical  profession  and  for  the  health  of 
the  people,  a satisfactory  and  effective  emul- 
sion may  be  made.  Naturally,  the  chief 
obligation  is  upon  the  individual  doctor  to 
hold  up  the  best  traditions  of  medicine  in  deed 
and  in  truth,  and  to  practice  the  spirit  of 
medical  ethics  rather  than  take  refuge  behind 
technicalities.  In  these  modern  days  of  ap- 
parently lowered  morals  it  behooves  each  mem- 
ber of  the  medical  profession  to  become  a 
leader  in  his  community,  not  only  for  hygienic 
measures,  but  for  moral  standards.  A good 
citizen  is  a respecter  of  all  laws.  Unless  a 
doctor  leads  the  clean  life  he  preaches,  he  re- 
sembles the  rather  contemptible  politician  who 
brazenly  announces  that  he  is  politically  dry 
but  personally  wet. 

The  contemptuous  opinion  concerning  fol- 
lowers of  Esculapius,  held  by  many  politicians 
and  by  some  big  business  leaders,  is  naturally 
galling.  If  the  follower  is  not  a true  Escula- 
pian.  but  is  one  who  desires  “to  seem”  rather 
than  “to  bed’  who  practices  cults  and  who  has 
no  real  human  touch  nor  scientific  curiosity, 
he  is  not  of  the  type  that  the  regular  medical 
profession  would  like  to  consider  representa- 
tive. 

A distressing  spectacle,  enacted  before 
every  election,  is  that  of  candidates  for  gov- 
ernorship and  other  elective  offices  solicit- 


ing votes  and  attempting  to  secure  favor  from 
the  different  classes  of  voters  by  every  avail- 
able means.  Because  doctors  seem  timid  in 
asserting  the  views  they  know  to  be,  right 
their  political  influence  has  heretofore  been 
regarded  as  practically  negligible;  but  the 
medical  men  of  the  State  of  Virginia  can,  if 
they  will,  control  any  political  office  within 
the  gift  of  the  State.  Such  power,  if  exerted 
properly,  would  he  the  greatest  asset  to  Vir- 
ginia. The  candidates  begin  months  before 
the  election  to  send  out  letters  or  propaganda. 
When  the  doctors  are  favored  with  such  letters 
much  emphasis  is  laid  on  the  relatives  or  par- 
ents who  have  been  doctors  and  upon  what 
great  respect  the  candidate  has  for  the  medi- 
cal profession,  though  the  letter  may  be  singu- 
larly neglectful  of  his  record  in  matters  of  pub- 
lic health  and  the  maintenance  of  scientific- 
standards  for  applicants  to  practice  medicine. 

Can  any  member  of  the  regular  medical 
profession  (which  of  course  does  not  mean 
“allopaths,"  because  there  is  “no  such  animal,  ’ 
this  term  having  been  wished  on  regular  doc- 
tors by  the  founder  of  homeopathy)  approve 
of  any  measure  that  endorses  a pseudo-scien- 
tific method,  bounded  by  a creed?  Is  there 
anything  more  absurd  to  a man  who  has  real 
knowledge  of  anatomv  and  physiology  than 
the  tenets  of  the  osteopath,  the  chiropractor, 
or  the  Christian  “scientist”? 

It  does  not  seem  to  be  generally  known  that 
the  Veterinary  Board  of  Virginia  is  much 
more  careful  in  protecting  horses,  cattle  and 
hogs  from  unscientific  medical  treatment  than 
is  the  Legislature  in  protecting  the  health  of 
the  people  of  Virginia.  The  Veterinary  Board 
requires  that  any  one  who  undertakes  to  prac- 
tice veterinary  medicine  or  surgery  in  Virginia 
shall  have  a minimum  requirement  of  two 
years  in  college  and  a thorough  education  in 
the  fundamental  sciences  of  anatomy,  physi- 
ology, chemistry,  embryology,  pharmacology 
and  pathology.  There  is  no  exception  to  this 
rule  by  which  practitioners  of  cults,  such  as 
chiropractors,  osteopaths  or  Christian  “scien- 
tists.” may  treat  horses,  cattle  or  sheep — but 
they  are  permitted  by  the  Legislature  to  prac- 
tice on  human  beings ! 

Let  each  doctor  inform  himself  about  the 
record  and  the  present  platform  of  every  can- 
didate for  whom  he  expects  to  vote.  It  is  of 
no  concern  whether  the  gentleman  or  the  lady 
in  question  has  near  relatives  who  are  doctors 
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or  whether  members  of  their  family  have  been 
saved  by  the  administrations  of  a regular 
medical  doctor.  It  is  also  of  no  importance 
whether  a candidate  has  voted  for  appropria- 
tions for  the  State  Board  of  Healtli  or  for  the 
Crippled  Children’s  Hospital,  which  appeal 
to  the  sentiment  of  the  public  and  are,  of 
course,  commendable.  The  vital  thing  is 
whether  the  candidate  is  willing,  because  of  a 
lobby  maintained  by  the  chiropractors,  osteo- 
paths, Christian  “scientists’"  and  others,  to 
support  a bill  that  will  impair  the  power  of 
the  State  Medical  Examining  Board  and  so 
enable  the  governmental  authorities  to  place 
in  charge  of  the  little  patients  in  the  Crippled 
Children’s  Hospital  the  followers  of  the  above- 
mentioned  cults,  who  do  not  have  the  scientific 
education  to  permit  them  legally  to  practice 
on  dogs. 

Let  each  doctor  ask  the  candidate  for  legis- 
lature or  for  governor  whether  he  supported 
the  miserable  bill  passed  in  the  Legislature 
about  five  years  ago.  which  enabled  De  Collard 
not  only  utterly  to  defy  the  requirements  of 
the  State  Medical  Examining  Board  as  to  his 
fundamental  qualifications,  but  permitted  him 
to  found  a school  from  which  others  of  his 
kind  would  be  brought  forth.  Ask  the  can- 
didate if  we  would  have  a man  of  this  kind 
treat  a blooded  bull  of  his,  and  then  follow 
up  the  question  with  the  query  whether  he 
thinks  permitting  such  men  to  have  a license 
to  practice  medicine  without  an  official  in- 
quiry into  their  scientific  qualifications  does 
not  work  a far  greater  injury  to  the  health  and 
well-being  of  the  people  of  the  State  of  Vir- 
ginia than  his  vote  for  appropriations  for 
the  Crippled  Children’s  Hospital  and  for  the 
Board  of  Health  can  possibly  benefit. 

Let  us  bring  these  matters  out  squarely  and 
see  where  the  people  stand.  It  is  a great  op- 
portunity for  the  members  of  the  medical  pro- 
fession, as  w^ell  as  their  privilege,  to  educate 
the  people  of  Virginia  along  lines  of  sanita- 
tion and  health.  Many  doctors  would  doubt- 
less be  much  more  prosperous  and  have  more 
patients  if  there  were  no  restrictions  whatever 
on  medical  practice,  because  no  regulation  of 
medical  practice  means  many  cases  of  unneces- 
sary sickness  and  injury.  But  that  is  not  the 
point.  We  are  not  standing  for  the  protection 
of  the  medical  profession  primarily,  but  for 
the  protection  of  the  health  of  the  people  of 
Virginia,  which  can  only  be  done  by  upholding 


high  standards  of  scientific  medical  education. 
A politician  of  sufficient  education  to  appreci- 
ate the  value  of  modern  science  cannot  in  good 
faith  vote  for  the  exploitation  of  the  men  and 
women  in  Virginia  by  the  followers  of  cults. 
Let  each  doctor  be  in  himself  a public  health 
educational  bureau,  and,  discarding  to  some 
extent  the  ancient  reserve,  talk  frankly  to  his 
patients  about  their  troubles,  describe  briefly 
the  anatomy,  physiology  and  pathology  con- 
cerned in  the  patient’s  complaints,  and  so  give 
a basis  of  facts  which  will  make  impossible 
the  sprouting  of  the  seeds  of  error  that  the 
cults  are  busy  in  disseminating.  Can  any  one 
with  the  correct  conception  of  anatomy  of  the 
spine,  for  instance,  regard  as  other  than 
absurd  the  claims  of  the  chiropractor,  or  can 
an  intelligent  layman  with  even  a smattering 
of  knowledge  of  anatomy  of  the  nerves  of  sen- 
sation perceive  the  slightest  foundation  for  the 
doctrine  of  Christian  “science”?  Can  any  one 
with  a knowledge  of  physics  and  chemistry 
seriously  consider  the  theories  of  Abrams  and 
his  followers?  When  the  legislature  and  those 
in  authority  are  willing  to  exempt  men  like 
I)e  Collard  from  the  requirements  of  the  State 
Medical  Board,  they  may  go  farther  and,  if 
they  believe  his  merits  are  sufficient  to  demand 
special  legislation  for  exemption,  insist  upon 
such  men  being  placed  in  charge  of  the 
Crippled  Children’s  Hospital  or  of  other  in- 
stitutions. where  little  children  are  treated  for 
congenital  and  acquired  deformities. 

The  fate  of  the  health  of  the  people  of  Vir- 
ginia lies  in  the  hands  of  the  members  of 
the  regular  medical  profession.  Every  physi- 
cian should  explain  to  his  patients  matters  con- 
cerning anatomy,  physiology,  pathology  and 
therapeutics;  and  he  should  make  a personal  in- 
quiry of  the  candidates  soliciting  his  vote  as 
to  their  past  record  and  present  views  and 
attitude  toward  regular  medicine. 

The  recent  experience  in  Connecticut  can- 
not be  too  strongly  emphasized.  The  Legis- 
lature, against  the  earnest  protest  of  the 
regular  medical  profession,  created  many  dif- 
ferent Boards  by  which  numerous  cults  and 
many  grades  of  medical  practitioners  were  ad- 
mitted to  practice  medicine.  It  was  soon  found, 
even  by  laymen,  that  the  mortality  for  insig- 
nificant diseases  and  injuries  was  great.  Then 
the  people  took  the  matter  in  their  own  hands 
and  instituted  a grand  jury  investigation,  but 
not  until  there  had  been  numerous  deaths 
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which  seemed  unnecessary.  The  New  York 
Times  commented  upon  this  as  follows : 

“Connecticut's  highly  commendable  cam- 
paign against  quack  doctors,  and  its  reverbera- 
tions  in  other  states,  almost  warrant  the  hope 
that  success  might  attend  an  immediate  and 
earnest  attempt  to  change  the  medical  practice 
laws  all  through  the  country.  And  no  laws 
need  changing  more.  Thanks  to  the.  abysmal 
ignorance  in  medical  matters  which  char- 
acterizes a majority  in  our  legislative  bodies, 
statute  books  show  how  well  the  quacks  have 
been  able  to  win  confidence  in  the  two  delu- 
sions on  the  acceptance  of  which  their  legal 
right  to  do  business  must  rest.  The  first  of 
these  is  that  nothing  is  ‘medical  practice’  ex- 
cept the  administration  of  drugs,  and  the 
second  is  that  there  are  and  must  be  ‘schools’ 
of  medicine,  each  equally  efficient  and  each 
entitled  to  bestow  upon  its  representatives  the 
title  of  doctor.  * * *” 

“In  no  State  should  there  be  more  than  one 
medical  examining  board,  and  that  one  alone 
should  issue  licenses  to  practice  medicine.  Its 
members  would  not  belong  to  any  ‘school,’ 
They  would  be  men  of  real  medical  education 
themselves,  able  to  distinguish  between  a real 
medical  college  and  a diploma  mill — between  a 
real  doctor  and  a quack.  * * *” 

“Not  one  of  the  men  licensed  by  such  a board 
would  claim  universal  efficacy  for  any  form 
of  treatment.  Whoever  does  that  is  instantly 
revealed  as  a quack,  either  ignorant  or  dis- 
honest, and  he  is  not  any  the  less  a quack  be- 
cause he  can  produce  ‘testimonials’  from  grate- 
ful patients,  including  the  familiar  legislator 
whose  close  relative  was  saved  from  the  fast- 
approaching  death  bv  an  ‘irregular’  after  he, 
or  more  often  she,  had  been  given  up  by  any- 
where from  one  to  a dozen  ‘regular’  doctors.” 
“The  number  of  people,  otherwise  intelli- 
gent, who  thus  can  be  deceived  and  with  the 
best  of  intentions  can  deceive  others  as  gullible 
as  themselves  is  disgracefully  and  humiliat- 
ingly large.” 

J.  Shelton  Horsley,  M.  D. 

Virginia  Doctors  and  the  Legislature. 

The  election  of  the  members  of  the  coming 
legislature  will  soon  be  held.  Candidates 
throughout  the  State  will  soon  present  their 
claims  for  the  votes  of  the  people.  The  ex- 
treme importance  of  one  phase  of  Virginia’s 
needs  is  presented  in  an  editorial,  “Politics  and 
Medicine,”  in  this  issue.  What  the  writer  has 


forcefully  written  is  applicable  to  other  and 
related  questions  of  medicine  and  public  wel- 
fare. One  need  hardly  stress  this  point  before 
Virginia  doctors.  The  practical  thing  to  do 
now7  is  for  Virginia  doctors  to  “go  into  poli- 
tics,” at  least  for  the  next  few  months.  This 
is  urged  upon  physicians  everywhere  through- 
out the  State. 

Going  into  politics  is  not  urged  for  the  pur- 
pose of  office  seeking  as  such,  but  for  the  pur- 
pose of  effecting  the  election  of  the  highest 
type  of  legislators  possible  to  represent  Vir- 
ginia in  its  law  making  body.  No  group  of 
workers  in  the  State  knows  more  truly  the 
needs  of  Virginia  in  matters  touching  upon 
the  welfare  of  its  people  than  do  Virginia  doc- 
tors. This  is  argument  enough  to  convince 
one  of  the  justification  of  the  physician’s 
turning  aside  for  a time  from  his  daily  routine 
in  order  to  take  an  active  part  in  practical 
politics.  Such  action  by  Virginia  doctors  will 
redound  to  advancement  of  our  State  along 
lines  much  needed  at  this  time. 

A.  G.  B. 

Considering  Burns. 

One  of  the  most  distressing  of  human  afflic- 
tions is  a severe  burn.  Pain,  toxemia,  expense, 
tedious  illness  or  danger  to  life  all  play  an 
important  role  in  the  consideration  of  large 
burns  of  the  second  and  third  degree.  Many 
and  varied  have  been  the  treatments  given 
burns  in  the  acute  stages  and  include  the  appli- 
cation of  ointments,  solutions  and  exposure  to 
air  with  subsequent  skin  grafts  in  selected 
cases. 

Debridement,  which  consists  of  cutting 
away  burned  tissue  down  to  healthy  tissue,  is 
advocated  by  A.  M.  Willis  in  the  Journal  of 
the  Avieri-can  Medical  Association , February 
28,  1025,  who  reports  most  satisfactory  results. 
This  treatment  is  based  upon  animal  experi- 
mentation reported  in  1923  by  Robertson  and 
Boyd  which  tends  to  prove  that  Cannon  and 
his  co-workers  were  correct  in  believing  that 
secondary  traumatic  shock  is  due  to  intoxica- 
tion from  absorption  from  protein  cleavage 
products. 

This  method  should  be  thoroughly  tried  out, 
for,  if  the  results  substantiate  those  of  Willis, 
much  suffering,  expense  and  danger  will  be 
saved  those  who  sustain  severe  burns. 

B.  R.  T. 
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Southern  Dietetics. 

Recently  is  was  asked,  “Who  is  the  authority 
on  dietetics  in  the  South?”  and  this  question 
was  found  hard  to  answer.  Many  Southern 
men  have  made  dietetic  contributions  in  some 
one  particular  direction,  but  we  know  of  no 
book  or  treatise  on  dietetics  written  by  a 
Southern  physician  id  recent  years.  Here  is 
an  important  Held  for  authoratative  investiga- 
tion and  publication. 

The  recent  advances  in  deficiency  diseases 
and  diabetes  have  brought  the  question  of  diet 
prominently  to  the  front.  Calorie  feeding  has 
become  a matter  of  every  day  practice  in  these 
and  certain  other  conditions  and  Dr.  Ed.  Wood, 
of  Wilmington,  has  contributed  much  toward 
the  understanding  of  the  diet  in  sprue  and 
allied  conditions.  In  spite  of  all  these  ad- 
vances there  seems  to  be  much  misunderstand- 
ing and  dubiousness  as  to  the  question  of  diet 
even  in  such  well  known  conditions  as  gastric 
and  duodenal  ulcers.  Looking  over  dietary 
lists  initiated  by  Northern  authorities,  there 
are  two  criticisms.  One  is  that  many  of  the 
articles  of  food  are  expensive  and  beyond  the 
reach  of  the  poor  people  of  the  South;  the 
other  is  that  many  of  the  articles  are  not  ob- 
tainable in  this  section  and  foods  which  are 
commonly  used  in  the  South  are  not  men- 
tioned. For  instance,  one  sees  on  the  dietetic 
lists  Brusseils  sprouts,  artichokes,  cress  and 
many  other  articles  not  obtained  in  our  mar- 
kets. while  no  mention  is  made  of  foods  usually 
used  in  this  region,  for  instance,  black  eyed 
peas,  roe  herring  and  white  meal  corn  bread. 

The  question  of  hot  breads  often  arises  and 
much  has  been  said  against  them  but  not  much 
scientific  investigation  has  been  done.  The 
time  is  opportune  for  a broad  and  at  the 
same  time  scientific  discussion  of  the  whole 
dietetic  subject  and  to  settle  the  question 
whether  calorie  diets  and  restricted  diets  are, 
or  are  not,  too  rigid  and  it  is  hoped  that  some 
Southern  physician  will  answer  these  with  an 
authoritative  publication.  The  only  sugges- 
tion we  have  to  make  is  that  he  may  bear  in 
mind  Shakespeare’s  injunction: 

“Let  good  digestion  wait  on  appetite. 

Good  health  on  both.’’ 

B.  R.  T. 


News  Notes 

Our  New  Volume. 

The  Virginia  Medical  Monthly,  with  this 
issue,  enters  upon  its  fifty-second  year  of  con- 
tinuous publication.  It  is  one  of  the  oldest 
medical  journals  in  this  country  and  has  al- 
ways tried  to  maintain  a high  standard.  With 
the  co-operation  of  the  members  of  our  State 
Medical  Society,  by  whom  it  is  owned,  we  shall 
endeavor  to  keep  it  on  a high  plane  and  are 
ever  desirous  of  using  its  pages  in  the  further- 
ance of  any  matters  pertaining  to  ethical  medi- 
cine. 

Let’s  make  this  fifty-second  year  of  the  jour- 
nal the  best  yet ! 

Arrangements  Being  Made  for  Richmond 

Meeting,  Medical  Sociefy  of  Virginia. 

The  Richmond  Academy  of  Medicine  re- 
cently met  and  appointed  the  following  doc- 
tors as  the  executive  committee  in  charge  of 
arrangements  for  the  Richmond  meeting  of 
the  Medical  Society  of  Virginia,  October  13- 
16,  1925 : Dr.  Thomas  D.  Jones,  chairman, 
and  Drs.  Garnett  Nelson,  E.  H.  Terrell,  C.  M. 
Miller,  F.  S.  Johns,  J.  K.  Hall,  F.  H.  Hodges, 
Thos.  W.  Murrell,  and  Carrington  Williams. 

The  following  sub-committees  and  chair- 
men for  same  have  been  named : 

Reception  and  Automobiles — Dr.  Fred  M. 
Hodges. 

Badges,  Printing  and  Publicity  — Dr. 
Thos.  W.  Murrell. 

Golf — Dr.  E.  II.  Terrell. 

Finance- — Dr.  Carrington  Williams. 

Entertainment — Dr.  Garnett  Nelson. 

Scientific  Exhibits — Dr.  J.  Shelton  Hors- 
ley. 

Commercial  Exhibits,  Hotels  and  Meet- 
ing Halls— Dr.  James  K.  Hall. 

Ladies — To  be  appointed. 

Members  of  the  sub-committees  will  be  an- 
nounced later.  Richmond  doctors  are  anxious 
to  have  this  a “big”  meeting  and  want  every 
member  to  attend.  There  will  be  no  trouble 
in  securing  all  accommodations  necessary,  and 
there  is  always  plenty  to  be  done  in  Rich- 
mond. 

American  Medical  Association  Meeting. 

Official  call  has  been  issued  for  the  seventy- 
sixth  annual  meeting  or  the  American  Medi- 
cal Association  to  be  held  in  Atlantic  City, 
New  Jersav,  from  Monday,  May  25th  to  Fri- 
day, May  29th,  1925.  The  House  of  Delegates 
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will  convene  on  the  first  day  and  the  scientific 
assembly  will  open  with  the  general  meeting 
at  8:30  P.  M.  on  the  evening  of  the  26th. 
The  various  sections  of  the  scientific  assembly 
will  meet  Wednesday,  the  27th.  at  9 A.  M. 
and  2 P.  M.  and  subsequently  according  to 
their  respective  programs.  Dr.  William  Allen 
Pusev.  Chicago,  is  president,  and  Dr.  Olin 
West.  Chicago,  secretary.  Reduced  railroad 
fares  have  been  secured  for  the  benefit  of 
members  and  fellows  of  the  Association  and 
members  of  their  families.  In  addition  to  the 
usual  attractions  offered  by  Atlantic  City  and 
attendance  upon  these  meetings,  the  Ameri- 
can Medical  Golfiing  Association  will  hold  its 
eleventh  annual  tournament  at  Seaview  Golf 
Club  on  May  25th. 

Dr.  Clarence  L.  Andrews.  1801  Paci  c 
Avenue.  Atlantic  City.  N.  J.,  is  chairman  of 
the  local  committee  of  arrangements  for  this 
meeting. 

Virginia  Society  of  Oto-Larvngologv  and 

Ophthalmology. 

The  1925  meeting  of  this  society  will  be 
held  at  Winchester  on  Thursday,  May  7th. 
under  the  presidency  of  Dr.  James  Morrison, 
of  Lynchburg. 

The  invited  guests  are  Dr.  William  Zent- 
mayer.  Philadelphia,  Dr.  James  Babbitt. 
Philadelphia,  and  Dr.  Harry  Gradle,  Chicago, 
all  of  whom  will  read  papers  before  the  so- 
ciety. The  subject  for  the  symposium  is 
“Cataract"  which  will  be  led  by  Dr.  Joseph 
A.  White.  Richmond  and  Dr.  H.  S.  Hedges. 
Charlottesville.  In  addition,  there  will  be  a 
number  of  papers  and  case  reports  presented 
by  members. 

A luncheon  will  be  tendered  the  members 
bv  Dr.  Hunter  McGuire  at  his  residence, 
after  which  they  will  be  taken  on  a drive 
through  the  Valley  of  Virginia.  This  presents 
a rare  opportunity  as  the  meeting  will  be  dur- 
ing the  famed  Apple  Blossom  Festival. 

The  present  membership  consists  of  about 
seventy-five  eve.  ear.  nose  and  throat  special- 
ists of  Virginia.  Membership  is  open  to  any 
specialist  in  good  standing  residing  in  the 
state.  Communications  should  be  addressed 
to  Dr.  E.  L.  Wallerstein,  secretary,  114  N. 
Fifth  St..  Richmond,  Va. 

Dr.  Russell  Cecil  Heads  New  York  Alumni. 

A permanent  organization  of  all  Medical 
College  of  Virginia  and  University  College  of 
Medicine  alumni  living  in  New  York  has  been 


founded.  Dr.  Russell  Cecil  of  the  class  of 
19u(j  was  elected  president  of  the  organization. 
Dr.  Cecil  is  a native  of  Richmond,  Va.,  and 
one  of  the  many  graduates  of  the  Medical  Col- 
lege of  Virginia  who  has  become  distinguished 
in  the  field  of  medicine. 

The  American  College  of  Surgeons,  Va.,  W. 

Va.,  Md.  and  D.  C.  Section, 

Held  its  annual  meeting  in  Charleston,  W. 
Va.,  March  20  and  21.  Many  interesting 
clinics  were  held  and  also  hospital  and  health 
conferences.  Dr.  Allan  Craig,-  of  the  Ameri- 
can College  of  Surgeons,  presided  over  the 
health  conference  at  which  lantern  slides  were 
shown.  Dr.  Craig,  who  was  taken  sick  at 
this  meeting,  was  able  to  leave  the  next  day  for 
his  home.  Invited  guests  were  Drs.  J.  Gar- 
land Sherrill,  of  the  University  of  Louisville, 
and  Dr.  George  W.  Crile,  of  Cleveland,  who 
read  most  interesting  papers.  It  was  de- 
cided to  hold  the  1926  meeting  in  Winchester. 
Va..  and  Dr.  W.  H.  Goodwin.  University,  was 
elected  chairman  and  Dr.  Paul  W.  Howie, 
Richmond,  secretary  of  the  Virginia  Section. 

Among  the  Virginia  doctors  noted  at  this 
meeting  were  Drs.  P.  W.  Boyd  and  Hunter 
IJ.  McGuire.  Winchester:  Southgate  Leigh, 
Norfolk;  Murat  Willis,  C.  C.  Coleman,  W.  L. 
Peple  and  Paul  W.  Howie,  Richmond;  W.  H. 
Goodwin.  University,  and  J.  Coleman  Mot- 
ley, Abingdon. 

The  Virginia  Surgeons  Travel  Club 

Met  in  Chicago,  following  the  sectional 
meeting  of  the  American  College  of  Sur- 
geons, and  went  from  there  to  Rochester, 
Minn.,  where  they  were  guests  of  the  Mayo 
Clinic  for  several  days.  On  their  return,  they 
visited  clinics  in  Chicago  and  Cleveland.  This 
Club  has  eighteen  members.  Those  on  the 
trip  this  year  were  Drs.  Jos.  T.  Buxton, 
Newport  News;  H.  D.  Howe,  Hampton: 
E.  C.  S.  Taliaferro  and  J.  L.  Rawls,  Norfolk: 
P.  W.  Howie,  W.  L.  Peple  and  W.  T.  Graham, 
Richmond;  R.  P.  Bell,  Staunton,  J.  C.  Mot- 
ley. Abingdon : and  invited  guests.  Drs. 

Israel  Brown  and  H.  G.  Ashburn.  Norfolk, 
and  Otis  T.  Amory,  Newport  News. 

New  President  of  Medical  College  of  Vir- 
ginia. 

The  Board  of  Visitors  of  the  Medical  Col- 
lege of  Virginia,  at  its  meeting  on  March  24, 
unanimously  elected  Dr.  William  T.  Sanger, 
secretary  of  the  State  Board  of  Education, 
president  of  the  College.  He  succeeds  Dr. 
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Stuart  McGuire  who  has  for  sometime  advo- 
cated securing  a full-time  president  for  the 
institution.  l)r.  Sanger  is  a native  of  Rock- 
ingham County,  Virginia,  and  has  devoted 
much  of  his  life  to  teaching.  He  will  enter 
upon  his  duties  the  first  of  July,  this  year. 
Dr.  McGuire  will  continue  as  a member  of  the 
board  of  visitors  and  of  the  executive  com- 
mittee of  the  College. 

At  this  same  meeting,  Mr.  Eppa  Hunton, 
Jr.,  was  elected  president  of  the  Board  of 
Visitors,  succeeding  the  late  Judge  George 
L.  Christian. 

Medical  Student  Heads  Graduating  Class, 

U.  Va. 

Staige  Davis  Blackford,  of  the  Department 
of  Medicine,  has  been  elected  president  of  the 
graduating  class  of  1925  of  the  University  of 
Virginia.  He  is  a son  of  the  late  L.  M.  Black- 
ford. for  many  years  headmaster  of  the  Epis- 
copal High  School,  and  has  taken  an  active 
part  in  athletics  since  he  entered  the  Univer- 
sity, several  years  ago. 

Dr.  Ramon  D.  Garcin, 

Richmond,  who  has  been  quite  sick  at  a 
local  hospital,  is  reported  as  improved,  as  we 
go  to  press. 

The  American  Society  of  Clinical  Pathol- 
ogists 

Will  hold  its  annual  meeting  in  Philadel- 
phia. May  21,  22  and  23,  the  week  preceding 
the  meeting  of  the  American  Medical  Associa- 
tion in  Atlantic  City,  so  that  those  coming 
from  a distance  may  plan  to  attend  both  meet- 
ings before  returning  home.  Dr.  John  A.  L. 
Ivolmer,  Philadelphia,  is  president,  and  Dr. 
Ward  Burdick,  Denver,  Col.,  secretary-treas- 
urer. 

Dr.  and  Mrs.  E.  G.  Brumback 

And  son.  of  Luray,  Va.,  have  been  recent 
visitors  in  Washington,  D.  C. 

Additions  to  Virginia  Baptist  Hospital. 

Contract  has  been  let  for  the  erection  of  a 
nurses’  home  in  connection  with  the  Virginia 
Baptist  Hospital,  Lynchburg,  Va..  the  build- 
ing to  cost  $36,000.  It  is  to  be  the  gift  of 
O.  B.  Barker,  of  that  city.  Arrangements 
are  also  being  made  to  finance  the  erection  of 
the  second  unit  of  the  hospital  plant. 

Child  Health  Day. 

May  1st,  this  year,  will  witness  throughout 
the  entire  country  a continuous  series  of  local 
celebrations,  pageants,  plays,  games  or  con- 


tests, all  having  as  their  motive  the  foscussing 
of  attention  on  the  needs  of  children. 

I)r.  Mary  E.  Brvdon,  Director  of  Child 
Welfare,  of  the  Virginia  Board  of  Health,  is 
the  State  Director  of  this  year’s  effort.  She 
has  formulated  plans  suitable  for  any  com- 
munity in  Virginia.  The  larger  cities  and 
the  more  populous  rural  districts  are  able  to 
undertake  a program  which  would  be  impos- 
sible for  small  towns  or  sparsely  settled  sec- 
tions; but  Dr.  Brydon  has  made  a digest  of 
the  numerous  proposals  for  celebration,  and 
she  is  able  to  advise  any  community  so  that 
the  best  advantage  can  be  taken  of  local  op- 
portunities. She  will  welcome  questions  from 
mothers'  clubs,  women’s  associations  and,  in 
fact,  any  style  of  organization  that  is  con- 
cerned in  helping  to  preserve  and  improve  the 
nation’s  greatest  asset— the  children. 

Miniature  Playground. 

A miniature  model  of  a five-acre  playground 
for  city  children  has  been  constructed  for  the 
Children’s  Bureau  and  will  be  displayed  as 
part  of  the  bureau's  exhibit  at  the  Inter- 
national Council  of  Women  meeting  in  Wash- 
ington this  spring.  The  model,  planned  by  the 
Recreation  Expert  of  the  Children’s  Bureau, 
is  an  exact  reproduction  to  scale  of  a play- 
ground adequately  equipped  for  daily  use  by 
approximately  300  boj^s  and  girls.  It  contains 
a miniature  swimming  pool,  a shelter  house, 
two  tennis  courts,  a basketball  court,  a large 
baseball  diamond,  a smaller  diamond,  a wad- 
ing pool  for  little  children,  seats  for  the  story 
hour,  swings,  ladders,  flying  rings,  sand  boxes, 
and  all  other  needed  equipment.  Tiny  figures 
of  children  engaged  in  the  various  sports  are 
part  of  the  model. 

Congress  of  American  Physicians  and  Sur- 
geons. 

This  Congress,  composed  of  the  members 
of  a number  of  National  societies,  meets  in 
Washington,  1).  C.,  May  5 and  6.  with  head- 
quarters at  the  Washington  Hotel.  All  phy- 
sicians are  invited  to  attend  the  meetings  of 
the  Congress  and  the  public  meetings  of  the 
various  societies,  but  only  those  may  register 
who  are  members,  specially  invited  guests,  or 
visitors  accredited  through  secretaries  of  the 
constituent  societies.  Dr.  A.  R.  Shands,  901 
Sixteenth  Street.  Northwest,  Washington, 
D.  C.,  is  charman  of  the  local  committee  of  ar- 
rangements. He  or  some  member  of  his  com- 
mittee will  take  pleasure  in  answering  any  in- 
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quiry  relating  to  the  local  arrangements  of  the 
Congress. 

Dr.  William  J.  Mayo.  Rochester.  Minn.,  is 
president  of  the  Congress,  and  Walter  R. 
Steiner,  Hartford,  Conn.,  secretary. 

Dr.  Charles  Y.  Bidgood, 

Who  came  to  Richmond  about  a year  ago, 
with  a view  to  making  this  his  future  home, 
has  just  moved  to  Hartford,  Conn.,  in  re- 
sponse to  a very  flattering  offer  received  by 
him. 

Dr.  and  Mrs.  Stuart  McGuire, 

Richmond,  are  home  again,  after  a visit  to 
Magnolia  Gardens,  near  Charleston.  S.  C. 

Lt.  Toson  O.  Summers,  M.  C., 

Formerly  of  Richmond,  but  now  chief 
medical  officer  on  the  U.  S.  S.  “Richmond,” 
narrowly  escaped  death  recently,  in  an  acci- 
dent which  cost  the  lives  of  two  officers  in 
Guantanamo  Bay.  Cuba.  Fourteen  officers 
were  returning  to  the  “Richmond”  in  a motor 
launch,  when  it  capsized  in  a heavy  sea  and 
all  of  its  occupants  were  thrown  overboard. 
Lt.  Summers  was  among  those  rescued  later 
by  a passing  boat. 

Last  Announcement  for  Registration  on  the 
Inter-State  Post-Graduate  Assembly  Clinic 
Tour  of  American  Physicians  to  Canada, 
British  Isles  and  France. 

The  medical  profession  of  America  who 
are  in  good  standing  in  their  State  Medical 
Societies  and  members  of  their  families  are 
cordially  invited  to  participate  in  the  Inter- 
State  Post-Graduate  Assembly  clinic  tour  to 
Canada.  British  Isles  and  France,  leaving 
Chicago  May  17  and  sailing  from  Montreal 
May  23.  There  is  no  restriction  to  territory. 
Dr.  Charles  H.  Mayo  of  Rochester,  Minne- 
sota will  be  the  presiding  officer  of  the  tour 
and  Dr.  William  B.  Peck,  of  Freeport,  Illi- 
nois. Managing-Director. 

The  tour  is  being  conducted  as  the  result 
of  an  invitation  extended  to  the  A merican 
physicians  through  this  Association  by  the 
leading  universities  and  medical  institutions 
of  Canada.  British  Isles  and  France.  Clinics 
will  be  held  for  the  visitors  in  the  various 
cities  visited,  and  these  will  cover  every 
branch  and  specialty  of  medical  science.  The 
price  of  the  tour,  including  traveling  ex- 
penses is  under  $1,000.  In  addition  to  the 
clinics,  numerous  social  functions  will  be  ten- 
dered the  doctors  and  their  families. 

Two  fine  new  one-cabin  ships  with  excellent 


appointments  have  been  chartered  to  take  the 
physicians  abroad.  Reservations  can  be  made 
by  sending  the  reservation  fee  of  $65.00  per 
person  to  Dr.  William  B.  Peck,  Managing  - 
Director.  Freeport,  Illinois.  There  are  plenty 
of  first-class  accommodations  available. 

The  registration  March  17th  was' 375  phy- 
sicians and  total  number,  including  members 
of  the  physicians’  families  625.  Forty-one 
states  are  represented,  and  quite  a number  of 
provinces  of  Canada. 

Lee  County  Medical  Society, 

Dr.  C.  C.  Pearce,  Pennington  Gap,  Ya., 
has  been  elected  president,  and  Dr.  J.  If. 
Muncy.  Jonesville,  has  been  re-elected  secre- 
tary of  the  Lee  County  Medical  Society.  This 
society  reports  that  it  is  active  in  spite  of  the 
fact  that  it  has  only  ten  members  and  that 
they  are  widely  separated. 

The  American  Urological  Association 

Will  hold  its  annual  meeting  in  St.  Louis, 
May  21-23.  with  headquarters  at  Hotel  Chase. 
Information  about  this  meeting  may  be  ob- 
tained from  the  secretary.  Dr.  Homer  G. 
Hamer.  Indianapolis,  Ind. 

The  American  Board  of  Otolarvrgologv 

Will  hold  its  first  examination  during  the 
meeting  of  the  American  Medical  Association 
in  Atlantic  City,  May  25th  to  28th. 

According  to  the  rules  of  the  Board,  appli- 
cants are  divided  into  three  classes. 

Class  I.  Those  who.  have  practiced  Oto- 
laryngology ten  years  or  more. 

Class  II.  Those  who  have  practiced  Oto- 
laryngology five  years  and  less  than  ten  years. 

Class  III.  Those  who  have  practiced  Oto- 
laryngology less  than  five  years. 

The  type  of  examination  is  different  for 
each  class. 

The  Secretary.  Dr.  Hanau  W.  Loeb.  1402 
South  Grand  Boulevard,  St.  Louis.  Mo.,  an- 
nounces that  thus  far  over  three  hundred  ap- 
plications have  been  made. 

The  National  Association  for  the  Study  of 

Epilepsy, 

Of  which  Dr.  G.  Ivirby  Collier.  Rochester, 
N.  Y..  is  president,  and  Dr.  Arthur  L.  Shaw, 
Camden.  N.  Y„  secretary,  will  hold  its  annual 
meeting  in  Richmond,  Ya.,  May  11  and  12, 
immediately  preceding  the  sessions  of  the 
American  Psychiatric  Association.  At  the 
former  meeting,  papers  on  the  subject  of 
epilepsy  will  be  presented  by  Drs.  Mennin- 
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gers,  L.  Pierce  Clark,  Damon,  Gibbs,  Tucker, 
Patterson  and  others. 

The  American  Psychiatric  Association 

Will  hold  its  eighty-first  annual  meeting 
in  Richmond,  Ya.,  May  12-15,  immediately 
following  the  meeting  of  the  National  Asso- 
ciation  for  the  Study  of  Epilepsy.  Jefferson 
Hotel  will  be  headquarters  for  this  meeting, 
and  Dr.  James  Iv.  Hall,  Westbrook  Sana- 
torium, Richmond,  is  chairman  of  the  local 
committee  of  arrangements.  Dr.  William  A. 
White,  Washington,  D.  C.,  is  president,  and 
Dr.  Earl  D.  Bond,  Philadelphia,  secretary  of 
this  Association. 

Dr.  Howard  L.  Mitchell, 

After  a sixteen  months’  service  at  the  Epis- 
copal Eye  and  Ear  Hospital.  Washington. 
D.  C..  and  additional  work  at  the  New  York 
Eye  and  Ear  Infirmary,  has  located  at  154 
West  Main  Street,  Danville,  Ya.,  where  he  is 
associated  with  Dr.  J.  W.  Tipton.  Their 
practice  is  limited  to  diseases  of  the  eye.  ear. 
nose  and  throat. 

Prior  to  taking  up  this  special  work,  Dr. 
Mitchell  was  engaged  in  general  practice  at 
Callands.  Ya. 

Dr.  J.  Allison  Hodges  Improved. 

The  many  friends  of  Dr.  J.  Allison  Hodges, 
throughout  this  State  and  North  Carolina, 
will  be  pleased  to  learn  that  he  is  apparently 
regaining  his  health  after  several  months’ 
illness.  Dr.  Llodges  was  taken  ill  about  last 
Thanksgiving  Day  and  was  taken  to  Stuart 
Circle  Hospital,  this  city,  where  he  was  at- 
tended by  Dr.  A.  G.  Brown,  Jr.  For  a time 
the  daily  press  recorded  the  extreme  gravity 
of  his  condition.  Dr.  Hodges  will  soon  take 
up  his  duties  in  practice. 

Dr.  H.  T.  Hopewell, 

Strasburg.  Ya.,  was  a visitor  in  Washing- 
ton. D.  C..  last  month. 

Dr.  and  Mrs.  J.  N.  Barney, 

Who  were  recently  called  to  Woodstock, 
Ya.,  on  -account  of  the  illness  and  death  of 
Mrs.  Barney’s  mother,  returned  to  their  home 
in  Fredericksburg,  Ya.,  early  in  March. 
Married 

Dr.  Thomas  Preston  White,  Charlotte,  N.  C-, 
and  Miss  Henrietta  Tucker,  daughter  of  Mr. 
and  Mrs.  Henry  St.  Geo.  Tucker,  of  Lexing- 
ton. Ya.,  at  Winter  Park,  Fla.,  March  21. 
Dr.  White  is  a son  of  Dr.  Reid  White,  of 
Lexington,  Ya. 


Dr.  J.  W.  Williams,  Irwin,  Ya.,  formerly  of 
Richmond,  and  Mrs.  Mary  Stamper  Rayner, 
Fredericksburg,  Ya.,  March  31. 

Dr.  Arthur  H.  Deekens, 

Richmond,  Ya.,  announces  removal  of  his 
offices  to  Room  709,  Mutual  Building,  this 
city. 

The  Southside  Virginia  Medical  Association 

Held  its  regular  quarterly  meeting  in  Nor- 
folk, March  the  10th,  Dr.  H.  M.  Snead,  of 
South  Ilill,  presiding.  There  was  a good  at- 
tendance, a splendid  program  was  enjoyed  by 
those  attending,  and  the  papers  were  freely 
discussed.  Dr.  R.  L.  Raiford,  Sedley,  is  the 
efficient  secretary  of  this  Association.  A 
pleasant  feature  of  the  meeting  was  an  oyster 
roast  given  by  the  Norfolk  doctors  at  Truitt’s 
Farm.  In  the  evening,  the  wives  of  the  Nor- 
folk members  entertained  the  visitors  with  a 
delightful  supper.  The  next  meeting  is  to 
he  held  in  Suffolk  on  the  second  Tuesday  in 
June. 

Dr.  Henry  H.  Wescott, 

Of  the  class  of  ’18,  Medical  College  of  Vir- 
ginia, after  a post-graduate  course  at  Massa- 
chusetts General  Hospital,  located,  last  Fall, 
in  Roanoke,  Ya.,  where  he  is  engaged  in  ortho- 
pedic work. 

.Dr.  Alexander  G.  Brown,  Jr., 

Associate  professor  of  medicine,  at  the 
Medical  College  of  Virginia.  Richmond,  by 
invitation,  delivered  a lecture  before  the  Rich- 
mond Dental  Society,  on  March  19th,  his  sub- 
ject being  “Some  Solved  and  Mooted  Prob- 
lems of  Internal  Medicine.”  The  meeting 
was  Avell  attended  and  considerable  interest 
was  shown  in  the  subject  discussed. 

Dr.  W.  Nelson  Mercer, 

Formerly  connected  with  the  Bureau  of 
Health  of  Richmond,  is  now  with  the  IT.  S. 
Veterans’  Bureau  at  Saranac  Lake.  N.  Y., 
where  he  is  one  of  a staff  of  six  tuberculosis 
specialists  to  look  after  the  four  hundred  and 
fifty  tuberculous  ex-service  patients  hospi- 
talized in  cottages  there.  Prior  to  March  1. 
1925.  these  patients  were  attended  by  the  doc- 
tors of  Saranac  Lake  on  a contract  basis.  The 
Bureau  works  in  close  co-operation  with  Tru- 
deau Sanatorium  for  the  X-ray  part  of  the 
work. 

Before  entering  upon  his  present  duties, 
Dr.  Mercer  spent  several  months  in  Detroit, 
Mich.,  where  he  was  supervisor  of  the  Medical 
Service  of  the  Detroit  Tuberculosis  Society. 
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Dr.  H.  D.  Ribble, 

Of  Blacksburg,  Ya.,  who  has  been  spending 
some  time  at  Alt.  Hope,  West  Virginia,  plans 
to  return  home  about  the  first  of  Alay. 

Dr.  Robert  Spilman, 

Physician  to  the  Virginia  Alilitary  Insti- 
tute. Lexington,  expects  to  join  a party  on  a 
European  trip  this  summer. 

Dr.  and  Mrs.  D.  M.  Faulkner, 

Richmond,  are  home  again  after  a visit  to 
relatives  in  Boydton,  ATa. 

Superintendent  of  Epileptic  Colony. 

I)r.  John  H.  Bell,  for  several  years  first 
assistant  to  the  late  Dr.  A.  S.  Priddy,  was 
elected  superintendent  of  the  Virginia  State 
Epileptic  Colony  by  the  General  Hospital, 
Board,  at  its  meeting  in  Richmond,  Alarch  26. 
Dr.  Bell  graduated  from  Aledical  College  of 
ATrginia  in  1910  and  practiced  at  Bridge- 
water.  A”a.,  for  several  years  before  joining 
the  staff  of  the  Epileptic  Colony. 

Heart  Disease  has  Supplanted  Tuberculosis 

as  the  Greatest  Man-Killer 

Is  an  assertion  made  by  Dr.  Robert  H. 
Halsey,  of  New  York,  in  a paper  presented 
to  the  American  Association  for  the  Advance- 
ment of  Science  at  its  last  annual  meeting  in 
AVashington.  D.  C.  The  statement  is  further 
substantiated  by  Dr.  Stewart  R.  Roberts  in  a 
paper  recently  read  before  the  Southern  Aledi- 
cal Association  in  New  Orleans,  and  by  figures 
just  given  out  for  the  year  1923  by  the  United 
States  Department  of  Commerce.  Dr.  Robei’ts 
not  only  places  heart  disease  as  the  most 
deadly  destroyer  of  human  life,  but  he  also 
points  to  syphilis  as  one  of  the  greatest  causes 
of  heart  disease.  It  was  also  stated  that 
syphilis  is  responsible  for  fifty-two  per  cent 
of  all  heart  troubles. 

Dr.  Roberts  said  that  there  was  no  more  ex- 
cuse for  having  syphilis  than  leprosy;  and 
that  while  a great  portion  of  all  heart  diseases 
come  from  syphilis,  the  other  portion  comes 
from  degeneration  and  afflictions  of  the  rheu- 
matic group,  most  of  which,  like  syphilis,  are 
entirely  preventable.  Syphilis  has  its  most 
dangerous  effects  on  the  heart  between  the 
ages  of  forty-five  and  fifty-five,  although  it 
takes  its  toll  at  nearly  all  ages,  said  Dr. 
Roberts. 

Both  Dr.  Halsey  and  Dr.  Roberts  advocated 
a wider  dissemination  of  knowledge  to  dispel 
the  ignorance  from  which  nearly  all  diseases 
that  lead  to  heart  trouble  are  born. 
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Four  Recovered  Lepers  Discharged  from  Na- 
tional Leprosarium. 

Four  lepers  who  went  to  IT.  S.  Marine  Hos- 
pital No.  66  Carville,  Louisiana,  the  National 
Home  for  Lepers,  a few  years  ago,  have  been 
discharged,  according  to  a statement  just 
made  by  Surgeon-General  Hugh  S.  Cumming 
of  the  U.  S.  Public  Health  Service.  The  con- 
ditions under  which  lepers  are  released  from 
this  institution  are  exceedingly  rigid.  They 
require  special  observation  for  a period  of  one 
year,  including  monthly  bacteriological  ex- 
aminations to  show  that  the  leprosy  bacillus 
is  absent  from  the  tissues.  Certification  of 
cure  is  also  reequired  from  a board  of  three 
medical  officers  stationed  at  the  hospital  and 
experienced  in  leprosy. 

The  treatment  at  Carville  includes  the  use 
of  chaulmoogra  oil,  special  preparations  of 
mercury  used  intravenously,  X-ray  therapy, 
surgery  of*  superficial  areas  of  involvement, 
hydro-therapy,  and  the  violet  ray.  The  re- 
sults of  treatment  have  been  sufficiently  en- 
couraging at  this  institution  to  induce  numer- 
ous other  patients,  of  whom  there  are  believed 
to  be  several  hundred  in  the  United  States, 
to  agree  to  their  transfer.  A special  car  fitted 
up  for  the  purpose,  and  carrying  a doctor  and 
a nurse  was  used  in  the  transfer  last  week  of 
eleven  patients  from  Florida,  and  seven  were 
brought  from  California.  There  are  at  pres- 
ent 236  leper  patients  at  Carville. 

Dr.  A.  W.  Graves, 

AVho  has  been  practicing  for  sometime  at 
Lacey  Spring,  Va.,  has  moved  to  Harrison- 
burg, Va..  with  offices  in  the  First  National 
Bank  Building.  His  work  will  be  limited  to 
the  treatment  of  cases  of  goitre  and  general 
surgery. 

The  Medical  Society  of  the  State  of  North 
Carolina 

Is  to  hold  its  annual  meeting  at  Pinehurst, 
April  2.S-30,  under  the  presidency  of  Dr. 
Albert  Anderson,  Raleigh.  Dr.  L.  B.  AIo- 
Braver,  Southern  Pines,  is  secretary-treasurer, 
urer. 

New  York  Polyclinic  Gives  Testimonial  Din- 
ner to  Dr.  K.  Winfield  Ney. 

The  staff  of  the  New  York  Polyclinic  Aledi- 
cal School  and  Hospital,  the  pioneer  post- 
graduate medical  organization  in  America,  on 
Alarch  7th.  at  the  Hotel  Astor,  gave  a bril- 
lian  testimonial  dinner  to  Dr.  K.  Winfield  Ney, 
Dean  and  Professor  of  Neuro-Surgery.  The 
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dinner  was  given  to  Dr.  Ney  in  appreciation 
of  his  services  in  the  reorganization  of  the 
institution,  and  was  attended  by  the  trustees 
and  125  member’s  of  the  teaching  staff. 

During  the  war,  post-graduate  teaching  at 
Polyclinic  was  abandoned,  its  staff  being 
greatly  depleted  by  many  of  its  members  as- 
suming military  service.  The  Government 
took  over  the  institution  for  the  treatment 
of  wounded  soldiers,  and  because  of  lack  of 
hospitalization  facilities  was  unable  to  re- 
linquish the  institution  until  1022,  at  which 
time  it  was  returned  to  Dr.  John  A.  Wyeth, 
its  original  founder. 

At  this  time  Dr.  Wyeth  was  advanced  in 
years  and  died  before  effecting  a satisfactory 
reorganization.  Without  his  leadership,  the 
institution  for  the  next  two  years  passed 
through  a rather  uncertain  period  during 
which  it  made  but  little  progress. 

In  the  summer  of  1024.  Dr.  Ney  was  placed 
in  charge  of  Polyclinic  and  in  a comparatively 
short  time  has  succeeded  in  establishing  a 
highly  effectual  post-graduate  teaching  or- 
ganization. The  Institution  is  now  running 
full  capacity  and  plans  are  being  made  to 
more  than  double  its  facilities. 

The  New  York  Polyclinic  passed  through 
an  experience  which  was  not  unlike  that  of 
many  of  the  medical  men  of  the  country,  who 
gave  up  their  practice  and  entered  the  service. 
After  the  war,  they  were  greatly  discouraged 
when  they  returned  home  and  realized  that 
while  in  the  service  they  had  apparently  lost 
their  following,  but  in  almost  every  instance, 
after  a relatively  short  period  they  became 
re-established  and  did  better  than  ever  before. 

So  with  the  Polyclinic:  after  two  rather 
discouraging  years  of  reorganization,  it  has 
come  into  its  own  and  is  doing  more  effectual 
work  in  post-graduate  teaching  than  at  any 
time  in  its  history. 

Dr.  A.  J.  Hurt, 

Chester.  Va..  has  formally  announced  that 
he  will  be  a candidate  for  the  General  As- 
sembly, at  the  next  election. 

New  Hospital  for  Fayetteville,  N.  C. 

Dr.  J.  F.  Highsmith  has  a half  million  dol- 
lar hospital  under  construction  in  Fayette- 
ville. N.  C.,  which  will  contain  about  100 
rooms.  It  is  ideally  located  and  will  be  com- 
plete in  every  detail. 


Veterans’  Bureau  Hospitals  Need  Occupa- 
tional Therapy  Aides. 

There  are  about  twenty  vacancies  in  posi- 
tions of  occupational  therapy  aide  in  hos- 
pitals of  the  United  States  Veterans’  Bureau, 
and  applications  for  these  positions  will  be 
received  by  the  U.  S.  Civil  Service  Commis- 
sion, Washington,  1).  C.,  until  April  30. 

Full  information  and  application  blanks  may 
be  obtained  from  the  Commission,  or  from 
the  Secretary  of  the  V.  S.  Civil  Service  Board 
at  the  post-office  or  customhouse  in  any  city. 
Dr.  O.  F.  Blankingship, 

Richmond,  is  out  again,  after  having  nn- . 
dergone  operation  for  a bad  case  of  appendi- 
citis. 

Dr.  and  Mrs.  Charles  V.  Carrington 

Returned  to  their  home  in  Richmond,  the 
latter  part  of  March,  after  a visit  to  Atlanta. 
Ga. 

Dr.  Fred  M.  Horsley, 

Who  has  been  practicing  for  some  years  at 
Lovingston,  Va..  is  now  located  at  Berrvville, 
Va. 

Dr.  Frank  Helvestine,  Jr„ 

Who  graduated  from  University  of  Virginia 
in  1922  and  has  been  instructor  in  the  depart- 
ment of  surgery  there,  is  now  connected  with 
the  staff  of  Shenandoah  Hospital.  Roanoke,  Va. 
The  Southwestern  Virginia  Medical  Society 
Held  its  semi-annual  meeting  in  Pulaski. 
March  26  and  27.  under  the  presidency  of  Dr. 
F.  H.  Smith,  of  Abingdon.  Interesting  pa- 
pers were  read  by  members  and  several  in- 
vited guests.  ‘‘Diseases  of  the  Heart"  was  the 
subject  for  general  discussion.  The  following 
doctors  were  admitted  to  membership  at  this 
meeting:  Drs.  J.  S.  Bachman.  Bristol,  Tenn. : 
W.  II.  McCarty,  Marion;  J.  Randolph  Chit- 
wood. Ivanhoe:  R.  W.  Cannaday.  Spring  Gar- 
den: E.  A.  Holmes,  Broadford.  and  H.  R. 
Farley.  Pulaski.  The  annual  meeting  of  the 
society  will  be  held  in  the  early  Fall.  Dr. 
F.  G.  Gill.  Roanoke,  is  secretary  of  this  so- 
ciety. 

The  Association  of  American  Medical  Col- 
leges, 

At  its  annual  meeting  in  Boston,  last  month, 
elected  Dr.  Hugh  Cabot,  of  Ann  Arbor.  Mich., 
president:  Dr.  David  L.  Edsall.  of  Boston, 
vice-president;  and  re-elected  Dr.  Fred  C. 
Zapffe,  of  Chicago,  secretary.  The  next  meet- 
ing will  be  held  in  Charleston.  S.  C..  October 
26-28,  1925. 
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Dr.  and  Mrs.  John  Randolph, 

Of  Arvonia.  Va..  have  returned  home  after 
a visit  to  Richmond  in  March. 

Dr.  E.  R.  Ferguson, 

Of  Harrisonburg,  Va.,  is  taking  a post- 
graduate course  in  diseases  of  the  eye,  ear, 
nose  and  throat,  at  the  New  York  Polyclinic 
Medical  School  and  Hospital,  New  York, 
City. 

The  American  Society  for  the  Control  of 
Career, 

At  its  annual  meeting  on  March  T,  elected 
Dr.  Howard  Canning  Taylor,  of  New  York, 
president,  Dr.  Francis  Carter  Mood,  New 
York,  vice-president,  and  re-elected  Mr. 
Thomas  M.  Debevoise  and  Mr.  Calvert 
Brewer,  secretary  and  treasurer,  respectively. 
.Since  the  death  of  Dr.  Powers  in  December, 
19*22.  Dr.  Taylor  has  served  as  acting  presi- 
dent and  chairman  of  the  executive  committee. 
He  is  one  of  the  founders  of  the  Society  and 
one  of  the  leading  gvnecologists  of  this  coun- 
try. 

Dr.  Dean  Lewis  Accepts  Position  at  Johns 
Hopkins. 

Dr.  Dean  Lewis,  chief  surgeon  at  the  Uni- 
versity of  Tlllinois,  has  accepted  a similar  post 
at  Johns  Hopkins  University.  Baltimore,  and 
will  enter  upon  his  duties  next  September. 
Dr.  Lewis  is  recognized  as  one  of  the  leading 
surgeons  of  the  country. 

Dr.  and  Mrs.  Elisha  Barksdale 

Have  returned  to  their  home  in  Lynch- 
burg. Va..  after  a visit  to  New  York. 

Dr.  M.  W.  Sinclair, 

Class  of  1916  Medical  College  of  Virginia, 
has  recently  become  associated  with  the  Blue- 
field  Sanitarium.  Bluefield,  W.  Va.,  as  pathol- 
ogist. Dr.  Sinclair,  after  graduation,  was  in- 
tern at  the  Polyclinic  Hospital,  Philadelphia, 
and  later  did  special  work  in  pathology  at  the 
Rockefeller  Institute.  New  York,  the  Phipps’ 
Institute.  Philadelphia,  and  Department  of 
Surgical  Pathology.  Johns  Hopkins  Hospital. 
Dr.  Sinclair  served  overseas  in  the  World  War 
doing  bacteriology  and  serology  in  Base  Hos- 
pital Center  at  Nantes.  In  becoming  associated 
on  the  staff  of  the  Bluefield  Sanitarium.  Dr. 
Sinclair’s  work  is  limited  entirely  to  pathology. 
The  Gorgas  Memorial  Institute 

Seems  to  be  accomplishing  its  initial  pur- 
pose of  uniting  laymen  and  doctors,  and  in- 
stilling into  the  masses  a recognition  of  the 
fact  that  scientific  medicine  is  the  only  proper 


authority  in  health  matters.  The  value  of 
periodic  health  examinations  is  a subject  that 
the  foundation  is  stressing  in  hundreds  of 
newspaper  articles,  in  public  talks  and  in 
radio  addresses,  the  country  over. 

Scores  of  editorials  have  been  written  and 
published  by  leading  newspapers.  Without 
exception  they  have  deep  sympathy  with  the 
ideals  of  the  organization  and  heartily  en- 
dorse it. 

The  County  Societies  are  also  proving  re- 
ceptive to  the  Gorgas  Idea,  and  see  in  the 
movement  a plan  which  will  aid  each  member 
individually. 

Medical  Center  of  New  York  City. 

The  work  on  the  Medical  Center  which  was 
initiated  through  the  combined  efforts  of  the 
Columbia  University  and  the  Presbyterian 
Hospital  in  the  City  of  New  York,  is  making 
steady  progress.  The  Joint  Administrative 
Board  reports  that  the  excavation  for  the 
combined  School  and  General  Hospital  Build- 
ing is  now  advancing  rapidly,  and  that  con- 
tracts for  the  steel,  brick,  sand  and  gravel 
have  been  awarded  and  that  work-  on  the 
foundation  will  commence  May  first. 

There  have  recently  been  two  important 
additions  to  the  Center.  The  Babies’  Hospi- 
tal and  the  Neurological  Institute  of  New 
York  have  both  signed  agreements  with  the 
Joint  Administrative  Board  and  will  receive 
land  for  the  erection  of  their  new  institutions 
as  a part  of  the  Medical  Center. 

The  Babies’  Hospital  which  is  at  present  lo- 
cated at  55th  Street  and  Lexington  Avenue,  is 
unique  in  its  field  as  it  is  the  only  institution 
which  up  to  this  time  has  devoted  its  effort 
exclusively  to  children  under  four  and  one- 
half  years  of  age.  It  is  well  known  also, 
through  the  work  of  the  late  Dr.  L.  Emmet 
Holt,  and  its  research  work  in  feeding  and 
surgery  of  infants.  In  the  new  Center  the 
scope  of  the  Babies'  Hospital  will  be  ex- 
panded to  include  older  children. 

The  Neurological  Institute  of  New  \ ork 
which  has  just  completed  its  fourteenth  suc- 
cessful year  is  equally  unique  in  the  medical 
field.  It  is  the  first  co-operative  effort  of  a 
Neuro-Psychopathic  group  in  America  to  meet 
the  growing  need  for  treatment  and  study  of 
the  neurosis  and  early  mental  disorders  among 
the  working  classes.  The  growing  menace  of 
this  increasing  group  of  nervous  disorders  has 
been  met  with  their  limited  facilities,  not  only 
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by  treatment  but  by  research  and  the  training 
of  physicians  and  nurses  in  the  care  of  this 
particular  type  of  individual. 

The  Joint  Administrative  Board  is  at  the 
present  time  composed  of : General  William 
Barclay  Parsons,  Chairman;  Dean  Sage,  Robert 
W.  de  Forest,  Walter  B.  James,  Edward  S. 
Harkness,  John  G.  Milburn,  John  Sherman 
Hoyt,  Robert  Thorne,  with  Dr.  William  Dar- 
rach,  Dean  of  the  Medical  School,  acting  in  an 
advisory  capacity;  and  Dr.  C.  C.  Burlingame 
as  Executive  Officer. 

Civil  Service  Examinations. 

Open  competitive  examinations  are  an- 
nounced for  the  following: 

Physiotherapy  aide,  physiotherapy  pupil 
aide,  and  physiotherapy  assistant,  receipt  of  ap- 
plications to  close  May  9 and  June  13. 

Graduate  nurse  and  graduate  nurse  (visit- 
ing duty),  applications  to  be  rated  as  received 
until  June  30. 

Junior  medical  officer,  assistant  medical  offi- 
cer. associate  medical  officer,  medical  officer, 
and  senior  medical  officer,  applications  for 
these  positions  to  be  rated  as  received  until 
June  30. 

Full  information  and  application  blanks 
for  any  of  the  above  may  be  obtained  from  the 
U.  S.  Civil  Service  Commission,  Washington, 
D.  C.,  or  the  secretary  of  the  board  of  U.  S. 
Civil  Service  Examiners,  at  the  post-office  or 
customhouse  in  any  city. 

Bulletin  of  the  New  York  Academy  of  Medi- 
cine. 

The  first  number  of  Volume  I,  Second  Series, 
made  its  appearance  in  March,  and  is  a credit 
to  the  Academy.  As  early  as  May,  1850,  the 
New  Y ork  Academy  of  Medicine  agitated  ways 
and  means  for  publishing  its  proceedings. 
Since  then,  at  various  intervals  severals  plans 
have  be^n  tried,  but  all  were  more  or  less  short- 
lived. During  the  past  few  years  the  activities 
of  the  Academy  have  increased  so  considerably, 
that  the  present  Bulletin  was  deciced  upon.  It 
will  contain  from  time  to  time,  lectures,  dis- 
cussions and  papers  presented  at  the  Academy 
and  it  will  be  used  also  as  the  official  medium 
for  presenting  recommendations,  reports  and 
the  various  activities  of  the  Academy.  Dr. 
Charles  L.  Dana  is  chairman  of  the  present 
committee  on  publication. 

Progress  Made  in  Control  of  Cancer. 

Dr.  George  A.  Soper,  managing  director  of 
the  American  Society  for  the  Control  of  Can- 


cer, in  his  annual  x-eport,  presented  evidence 
to  show  that  the  efforts  of  the  Society  to 
acquaint  the  public  with  the  eai’ly  symptoms 
of  cancer  in  order  that  those  affected  might  re- 
ceive  early  treatment  had  borne  fruit  through- 
out the  country.  Reports  from  the  State  chair- 
men showed  that  patients  were  going  to  phy- 
sicians earlier  and  consequently  had  better 
prospect  of  cure.  The  report  showed  that 
the  Society  had  done  excellent  work  among 
the  public  and  members  of  the  medical  and 
dental  professions.  It  was  recommended  that 
“cancer  weeks”  be  generally  held  and  that  the 
good  work  being  done  in  some  states  be  dupli- 
cated elsewhere  in  the  country. 

Atlantic  City  Meetings. 

The  American  Laryngological,  Rhinologi- 
cal  and  Otological  Society  has  completed  ar- 
rangements for  its  1925  conventioix  which  it 
will  hold  at  The  Ambassador,  May  22-25.  The 
American  Proctologic  Society  and  the  Associa- 
tion for  the  study  of  Internal  Secretion  will 
also  meet  at  that  hotel  directly  following  the 
L.  R.  and  O. 

From  advance  reservations  ali’eady  re- 
ceived, officers  of  the  three  societies  believe 
that  the  attendance  will  be  the  largest  in  the 
history  of  the  organizations. 

The  Association  of  Surgeons  of  the  Southern 

Railway 

Will  hold  its  annual  meeting  in  Savannah. 
Ga..  May  12.  13  and  14,  under  the  presidency 
of  Dr.  H.  R.  Black,  of  Spartanburg,  S.  C. 
An  excellent  program  is  being  arranged. 
Child  Labor  in  Argentina. 

Argentina  passed  a child  labor  law  applying 
to  the  entire  eounti'y  on  September  30,  1924. 
Under  the  new  law  fourteen  is  the  minimum 
age  for  employment  in  any  industrial  or  com- 
mei’cial  establishment.  Children  under  eigh- 
teen may  not  be  employed  more  than  six  hours 
a day  and  thirty-six  hours  a week — a higher 
standard  than  exists  in  any  State  in  the  United 
States.  Night  work  and  employment  in  certain 
dangerous  occupations  are  prohibited  for  boys 
under  eighteen  years  of  age  and  women  of  all 
ages. 

Maternity  and  Infancy,  Vermont. 

The  Vermont  legislature  voted  during  the 
fast  week  in  February  to  accept  the  provisions 
of  the  Federal  Maternity  and  Infancy  Act. 
bringing  the  total  number  of  States  co-operat- 
ing with  the  National  Government  under  this 
Act  up  to  forty-two. 
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Working  Mothers,  Switzerland. 

Under  the  Swiss  Federal  Factory  Act  of 
1919,  any  woman  worker  who  has  household 
responsibilities  may  request  a Saturday  half 
holiday,  and  her  employer  must  grant  the  re- 
quest. This  section  of  the  Act  went  into  effect 
January  1,  1925. 

Wanted. 

Assistant  physician,  mental  diseases.  Salary, 
$1.800-$2,000  a year. 

Apply  State  Employment  Commission,  22 
Light  Street,  Baltimore,  Maryland.  (Adv.) 


Obituary 

Dr.  Silas  M.  Stickley, 

One  of  the  few  remaining  old  time  family 
doctors  of  Frederick  County,  died  at  his  home 
in  Stephens  City,  Va.,  March  20,  death  being 
due  to  paralysis.  He  was  born  at  Strasburg, 
Va.,  seventy-three  years  ago  and  studied 
medicine  at  the  College  of  Physicians  and 
Surgeons  of  Baltimore,  from  which  he  gradu- 
ated in  1879.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  since  1894.  He 
was  also  a Mason  and  a member  of  several 
fraternal  organizations.  He  had  practiced 
in  Stephens  City  for  forty-five  years  and  had 
on  different  occasions  served  as  magistrate, 
councilman  and  majmr  of  that  place.  He  is 
survived  by  his  second  wife  and  several  chil- 
dren by  a former  marriage. 

Dr.  Thomas  J.  Kagey, 

Of  Newport  News,  Va.,  died  on  February 
26,  as  the  result  of  a stroke  of  apoplexy  which 
he  suffered  the  previous  day,  while  playing- 
golf.  He  was  born  at  Quicksburg,  Va.,  in 
1880,  and  upon  completion  of  his  academic 
education,  he  studied  medicine  at  Jefferson 
Medical  College  from  which  he  graduated  in 
1904  and  became  a member  of  the  Medical 
Society  of  Virginia  in  1906.  He  served  in 
the  medical  corps  of  the  army  during  the 
World  War,  after  which  he  resumed  his 
practice  in  Newport  News.  Flis  wife  survives 
him. 

Dr.  Frederick  C.  A.  Kellam, 

Pungoteague,  Va.,  died  at  his  home  in  that 
place,  January  5.  He  was  seventy-nine  years 
of  age,  and  graduated  from  the  University  of 
Maryland,  School  of  Medicine,  in  1866. 


Dr.  Arthur  Wesley  Greene, 

Ahoskie,  N.  C.,  a graduate  of  the  Univer- 
sity College  of  Medicine,  Richmond,  in  1904, 
died  at  a Norfolk,  Va.,  hospital,  February  4, 
at  the  age  of  forty-six  years.  He  was  a mem- 
ber of  the  Medical  Society  of  the  State  of 
North  Carolina. 

Dr.  Thomas  Graham  Faulkner 

Died  at  his  home  at  Kinston,  N.  C.,  Febru- 
ary 6.  He  was  thirty-eight  years  of  age  and 
studied  medicine  at  the  University  College 
of  Medicine,  Richmond,  graduating  in  1910. 

Dr.  Thaddeus  O.  Joyner, 

Of  Severn,  N.  C.,  died  in  Suffolk,  Va., 
March  21,  death  being  due  to  pneumonia.  He 
was  forty-eight  years  of  age  and  a graduate 
of  the  University  College  of  Medicine,  Rich- 
mond, in  1899.  He  is  survived  by  his  wife 
and  three  children.  The  body  was  taken  to 
Severn  for  interment. 

Dr.  Walter  T.  Williamson, 

A trustee  of  the  American  Medical  Associa- 
tion since  1920  and  chairman  of  the  Board 
since  June,  1924,  died  suddenly  at  his  home 
in  Portland,  Ore.,  March  2,  death  being  due 
to  myocardial  degeneration  and  angina  pec- 
toris. He  graduated  from  the  University  of 
California  Medical  School  in  1877  and  had 
lived  in  Oregon  since  1889,  where  he  special- 
ized in  nervous  and  mental  diseases.  He  was 
a prominent  member  and  ex-president  of  his 
State  Medical  Association  and  represented 
the  Oregon  State  Society  in  the  house  of  dele- 
gates of  the  American  Medical  Association 
for  several  terms. 

Professor  August  von  Wassermann, 

Director  of  the  Kaiser  Wilhelm  Institute  for 
experimental  therapy  and  professor  of  inter- 
nal medicine  at  the  University  of  Berlin, 
died  in  Berlin,  March  16.  He  was  fifty-nine 
years  of  age  and  was  one  of  Germany’s  great- 
est medical  research  men.  He  was  known 
throughout  the  medical  world  as  the  origna- 
tor  of  the  Wassermann  blood  test. 

Mrs.  Leonora  C.  Trout, 

Wife  of  Dr.  Hugh  H.  Trout,  of  Roanoke, 
Va.,  died  at  her  home  in  that  city  on  March 
16th,  after  a protracted  illness  with  leukemia. 
Mrs.  Trout  was  the  daughter  of  Mr.  and  Mrs. 
Charles  II.  Cocke,  of  Hollins,  Va.,  and  a 
graduate  of  Hollins  College.  In  addition  to 
her  husband,  Mrs.  Trout  is  surved  by  three 
children. 
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Original  Communications 

TETANY  WITH  THYMUS  GLAND  EN- 
LARGEMENT.* 

By  LITTLETON  DAVIS,  M.  D.,  Roanoke,  Va. 

My  reasons  for  grouping  tetany  or  spasmo- 
philia with  enlargement  of  the  thymus  gland 
will  become  more  apparent  after  we  have  con- 
sidered each  separately,  and  then,  briefly, 
their  possible  relation  to  the  clinical  signs  and 
symptoms  which  are  supposed  to  be,  and  per- 
haps may  be.  associated  with  either. 

It  has  long  been  held,  and  without  satisfac- 
tory explanation,  that  thymus  gland  enlarge- 
ment is  a prominent  cause  of  sudden  death  in 
infants  and  young  children.  Surgeons,  pathol- 
ogists, and  others  whose  work  is  aimed  at  re- 
duction or  removal  of  this  gland,  before  or 
after  death,  have  been  the  chief  supporters  of 
this  view.  From  a careful  review  of  many 
writers  on  this  subject  one  fact  stands  out 
rather  clearly,  i.  e..  the  symptoms  attributed  to 
an  hypertrophied  thymus  rarely  fail  to  include 
those  that  we  see  in  infants  having  tetany. 

Schultz1  classifies  tetany  under  the  infantile 
diathesis,  and  mentions  that  it  is  often  asso- 
ciated with  status  thymolymphaticus.  Holmes6 
reported  several  cases  associated  with  a large 
thymus  in  1916. 

Tetany  may  be  active,  manifest,  or  latent, 
coming  out  under  certain  favorable  conditions. 
The  symptoms  may  be  mild  or  severe,  vary- 
ing from  a slight  crowing  inspiration  at  the 
least  excitement,  all  the  way  to  complete 
apnoea  with  sudden  death.  A typical  case  of 
moderate  severity  gives  a loud  inspiratory 
stridor  with  a short  arrest  of  breathing,  the 
head  is  thrown  back,  the  arms  upward,  the  face 
is  pale  or  slightly  cyanosed,  and  has  a death- 
like expression,  the  eyes  rolling  upward. 
Violent  efforts  to  breathe  are  made,  with  a 
squeak  or  crow  with  each  effort,  as  a slight 
amount  of  air  passes  the  glottis.  So  soon  as 
the  loss  of  consciousness  is  sufficient  for  a gen- 
eral relaxation  of  muscles,  the  glottis  relaxes 

•Read  at  the  fifty-fifth)  annual  meeting:  of  the  Medical  Society 
of  Virginia,  in  Staunton,  October  14-17,  1924. 


and  breathing  begins,  although  it  is  slow,  deep, 
and  stertorous  for  some  time.  There  may  be 
general  convulsions  or  only  the  characteristic 
contractions  of  hands  and  feet,  the  thumb  in 
the  palm  with  the  first  two  fingers  bent  over 
it  and  the  toes  strongly  flexed  with  the  feet 
turned  inward.  Many  of  the  so-called  night- 
mares and  doubtless  some  of  the  sudden  croup 
cases  are  manifestations  of  tetany.  Some  form 
of  respiratory  disturbance  has  been  a feature 
in  all  of  my  tetany  cases. 

Important  diagnostic  signs  of  tetany  are 
Chvostek's  sign,  the  contraction  of  muscles 
supplied  by  the  facial  nerve  on  lightly  tapping 
over  this  nerve,  and  Trousseau’s  sign,  the  hand 
taking  the  position  of  tetany  when  the  arm  is 
squeezed  above  the  elbow  sufficiently  to  impede 
the  circulation  in  the  forearm.  Muscle  ex- 
citability to  cathodal  opening  contractions  bp- 
low  5 m.a.  is  taken  to  indicate  tetany  and  a 
recent  and  most  important  finding  is  a lowered 
blood  calcium  to  6 or  7 mg.  per  100  c.c.  of 
blood.  10  mg.  being  normal  for  the  healthy  in- 
fant. 

The  Thymus:  Symptoms  that  have  been 
attributed  to  thymus  pressure  or  an  enlarged 
thymus  have  been  indefinite,  Owing  partly  to 
their  very  nature.  Among  these  may  be  men- 
tioned a choking  sensation  with  which  parents 
have  stated  their  children  are  afflicted  in 
coughing  spells  which  come  on  at  night.  Crotti2 
says  choking  spells  may  last  only  a few 
moments  or  be  prolonged.  Under  diagnosis  he 
states  that  respiration  seems  embarrassed  all 
the  way  through.  Stridulous  breathing,  con- 
tractions of  the  hands  and  feet,  cyanosis  and 
convulsions  are  also  given  as  signs  of  thymus 
pressure.  Dyspnoea  with  inspiratory  stridor, 
thymic  asthma  with  or  without  rales  and  with 
expiratory  dyspnoea,  continuous  or  with  inter- 
mission, are  given  by  others.  The  striking 
similarity  between  these  symptoms  and  those 
previously  given  for  tetany  is  apparent. 

We  owe  much  to  X-ray  workers,  for  our 
recent  knowledge  of  the  size  and  the  normal 
time  of  involution  of  the  thymus  gland  in  in- 
fants. The  thymus  at  birth  varies  in  weight 
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from  5 to  20  gins.,  the  average  as  given  by 
Hammer  is  13  to  14  gms.  It  is  biggest  soon 
after  birth  and  diminishes  in  size  throughout 
the  first  year,  only  a few  remaining  full  size  in 
the  second  year.  In  most  cases  atrophy  takes 
place  spontanously  at  any  time  during  the  first 
year. 

Liss,3  in  X-ray  measurements  from  119  cases 
in  young  infants,  came  to  the  above  conclu- 
sions. Forty-two  per  cent  of  these  normal 
new  born  infants  had  thymus  glands  measur- 
ing over  3 cm.  transversely  and  marked  en- 
largement. Apparently  at  the  time  of  study 
none  had  shown  respiratory  disturbances  of 
any  kind. 

Hammer  (taken  from  Park4),  making  care- 
ful autopsies  on  thirteen  children,  reported  as 
thymus  deaths,  found  only  two  of  the  thymus 
glands  enlarged.  Greenthall5  reports  twenty- 
five  per  cent  of  ninety  cases  rayed  for  thymus 
shadows  as  having  these  glands  enlarged,  three 
of  this  number  having  a diagnosis  of  thymic 
asthma. 

A large  proportion  of  tetany  cases  have  en- 
larged thymus  glands.  Especially  is  thus  true 
of  the  very  young  infants  under  four  or  five 
months  old.  Whether  this  percentage  is 
higher  in  tetany  than  that  for  normal  infants 
of  the  same  age  remains  to  be  proven. 

My  own  meagre  studies  have  led  me  to  be- 
lieve that  the  most  severe,  typical  and  persis- 
tent tetany  is  inherited,  shows  at  an  early  age, 
is  probably  a manifestation  of  deficient  or 
defective  parathyroids,  and  that  many  of  these 
infants  develop  enlarged  thymus  glands,  per- 
haps along  with  the  parathyroids,  in  an  effort 
to  make  up  such  deficiency  of  function  that 
may  exist.  If  such  a control  could  be  proven, 
it  may  account  for  many  of  the  cases  which 
have  been  latent  showing  at  a later  period  of 
childhood  after  complete  thymus  involution. 

Of  the  four  cases  reported  here,  three  were 
breast  fed,  one  eight  months  old  was  bottle 
fed.  The  thymus  was  markedly  enlarged  in  the 
three  breast  fed  cases.  It  was  absent  in  the 
bottle  fed  case.  Two  of  the  cases  were  Roent- 
gen rayed  for  thymus  reduction ; there  were  no 
bad  after  effects  noted  other  than  a failure  to 
gain  weight  for  about  thirty  days  following 
exposure  in  both  cases.  No  abatement  of  the 
symptoms  of  tetany  following  treatments  was 
noted.  Were  the  symptoms  due  to  pressure 
from  size  of  thymus  alone,  except  in  rare  cases 
of  tumor  of  thymus,  we  should  see  improve- 


ment following  Roentgen  raying  of  this  body, 
since  there  is  definite  and  sure  shrinking  fol- 
lowing these  treatments. 

Case  3 was  a mild  case,  following  whooping 
cough.  The  thymus  was  quite  large,  but  was 
not  reduced,  and  recovery  was  prompt  after 
heavy  doses  of  calcium  chlorid  and  the  usual 
whooping  cough  remedies. 

Case  4 had  an  attack  while  on  X-ray  table, 
ceased  breathing  entirely  for  a few  seconds, 
although  a few  moments  before  baby  had 
seemed  normal  and  lively.  In  this  case  there 
was  no  increased  thymic  shadow  and  a few 
minutes  after  the  alarming  attack  baby  seemed 
all  right  again.  Condensed  milk  was  stopped, 
50  to  60  grs.  calcium  chlorid  given  for  several 
weeks  daily,  and  there  has  been  no  further 
return  of  symptoms. 

In  view  of  the  recent  tendency  toward  thy- 
mus reduction  by  Roentgen  rays,  in  infants 
showing  respiratory  disturbances  and  convul- 
sions, the  frequent  association  of  thymus  en- 
largement with  tetany  and  the  constant  over- 
lapping of  symptoms  between  the  two,  a much 
closer  study  of  this  subject  is  needed,  at  the 
present  time,  if  we  are  to  know  what  to  do 
in  young  infants  with  a combination  of  clini- 
cal symptoms  that  may  be  so  slight  as  almost 
to  escape  notice  or  of  such  severity  as  to  be 
fatal  in  a few  minutes’  time  with  the  first  at- 
tack 

I wish  to  express  my  thanks  to  Dr.  McKin- 
ney for  his  careful  X-ray  work  and  his  inter- 
est in  the  few  cases  here  reported. 

Case  1. — H.  D.,  two  and  one-half  months 
old,  breast  fed,  well  nourished,  short  neck,  high 
chested  infant.  Had  long  expiratory  cry  since 
birth.  Mother  had  convulsions  as  an  infant 
and  shows  pronounced  Chvostek  now  and  al- 
ways  has  had  slight  involuntary  twitching  of 
thumb  and  first  two  fingers. 

Infant  at  two  and  one-half  months  began 
attacks  of  larvngo-spasm  with  general  convul- 
sions, continuing  these  at  varying  intervals 
from  two  a day  to  one  or  two  a week,  gradu- 
ally becoming  less  frequent  after  ten  months 
old.  Chvostek  and  Trousseau  signs  constantly 
present,  and  hands  and  feet  in  position  of 
tetany  immediately  after  and  sometimes  at  in- 
tervals between  attacks.  X-ray  fourth  dajr 
after  attacks  began  shows  very  large  thymus 
shadow,  which  was  reduced  by  raying.  Two 
months  later  there  was  a return  of  shadow 
which  was  again  reduced  by  raying.  At  ten 
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months  old  there  was  less  general  tetany,  still 
occasional  severe  attacks  of  laryngo-spasm,  no 
thymus  shadow,  and  about  three  months  back- 
ward in  muscular  activity.  Weight  was  nine- 
teen pounds;  well  nourished  infant. 

Medical  Treatment:  From  20  to  70  grains 
of  calcium  chlorid  was  given  daily,  together 
with  breast  feeding  and  sunlight  exposure. 

Case  2. — H.  H.,  breast  fed,  three  months  old, 
robust,  high  chested.  First  attack  was  a slight 
convulsion,  followed  by  catchy  inspiration 
somewhat  like  snubbing.  Chvostek  and  Trous- 
seau signs  present;  no  carpo-pedal  spasm  be- 
tween attacks.  X-ray  showed  a large  thymic 
shadow.  Reduced  by  raying.  There  were  two 
subsequent  mild  attacks.  Chvostek  still  pres- 
ent at  eight  months  of  age,  but  no  further 
attacks. 

Medical  Treatment:  Fifteen  grains  of  cal- 
cium chlorid  were  given  three  times  daily,  to- 
gether with  sunshine,  fresh  air,  and  breast 
milk. 

Case  3. — This  was  a robust,  nine  months  old 
breast  fed  infant.  During  the  fifth  week  of 
whooping  cough,  had  convulsion  followed  bv 
marked  carpo-pedal  spasm,  stridulous  cough, 
and  some  twitching  of  hands  and  feet.  Chvo- 
stek and  Trousseau  were  present  for  several 
days  after  this.  X-ray  three  weeks  later 
showed  enlarged  thymus  shadow ; not  rayed. 

Medical  Treatment:  Calcium  chlorid  15 

grains  was  given  three  times  daily.  Bromide 
of  soda  and  antipyrin  were  also  used,  to- 
gether with  breast  feeding.  No  return  of 
symptoms. 

Case  4. — A.  P.  Condensed  milk  was  fed  in 
this  case  until  nine  months  of  age.  This  in- 
fant  was  well  nourished,  although  there  was 
a mild  rickets.  Began  sudden  attacks  of  croup 
with  convulsions,  attacks  occurring  four  or 
five  times  daily.  On  slight  handling  or  excite- 
ment I found  baby  would  show  marked  inspi- 
ratory stridor  with  short,  complete  apnoea. 
There  was  no  carpo-pedal  spasm,  but  Chvostek 
and  Trousseau  signs  were  positive.  X-ray  re- 
vealed no  thymus  shadow. 

Medical  Treatment:  Plain  milk  formula, 
calcium  chlorid  15  grains  three  times  daily. 
Cod-liver  oil  was  also  used,  together  with 
plenty  of  sunshine.  There  were  no  further 
symptoms. 
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X-RAY  TREATMENT  OF  ENLARGED 
THYMUS  IN  CHILDREN.* 

By  JOSEPH  T.  McKINNEY,  M.  D.,  Roanoke,  Va. 

In  a critical  study  and  review  of  the  litera- 
ture on  enlargement  of  the  thymus  gland  in 
children,  with  or  without  associated  hyper- 
plasia in  other  nearby  lymphoid  structures,  one 
encounters  many  theories  and  conflicting  view 
points. 

However,  it  is  now  practically  generally 
agreed,  and  undoubtedly  proven,  that  many 
of  the  sudden  deaths  in  previously  apparently 
healthy  children  are  due  to  disturbances  of  the 
thymus  gland.  Enlargement  of  the  gland, 
both  on  X-ray  and  post-mortem  examinations, 
with  evidence  of  pressure  on  the  trachea,  has 
been  found  in  a number  of  these  cases,  no 
other  cause  of  death  being  found.  Hedinger, 
in  autopsies  in  eighteen  cases  of  “Thymus 
Death”  in  infants,  demonstrated  pressure  on 
the  trachea  in  each  case.  Beueke  made  simi- 
lar observations,  and  Chevalier  Jackson,  by 
bronchoscopy,  demonstrated  actual  pressure 
upon  the  trachea  in  a case  of  enlarged  thy- 
mus. These  children  are  frequently  found 
supposedly  smothered  to  death  in  bed. 

To  quote  from  a recent  article  by  Peterson 
and  Miller,  Professor  and  Instructor,  re- 
spectively, of  Obstetrics  in  the  University  of 
Michigan  School,  Journal  A.  M.  A .,  July  26, 
1924:  “He  (the  obstetrician)  must  ever  be  on 
the  alert  to  detect  in  the  new  born  infant  signs 
of  thymic  disturbance.  Ignorance  or  careless- 
ness in  this  regard  will  no  longer  be  excused, 
since  it  is  becoming  a pari  of  common  knowl- 
edge that  babies  often  die  from  some  disturb- 
ance of  this  gland.”  Dr.  Peterson  concludes 
that  “Abnormally  enlarged  thymus  is  common 
in  the  new  born,  occurring  in  from  forty  to 
fifty  per  cent  of  such  infants.  Potential  dan- 
gers from  hyperplasia  of  the  thymus  may  be 
eliminated  by  early  diagnosis  and  Roentgen 
ray  treatment.”  To  quote  further  from  a re- 
cent article  by  Dr.  Howland  G.  Freeman,  read 

♦Read  before  the  fifty-fifth  annual  meeting:  of  the  Medical 
Society  of  Virginia,  at  Staunton,  October  14-17,  1924. 
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at  the  annual  meeting  of  the  American  Pedia- 
tric Society,  June,  1923,  he  states  in  his  open- 
ing paragraph:  “The  thymus  gland  presents 
an  interesting  subject  for  investigation  because 
its  enlargement  is  accompanied  by  characteris- 
tic and  often  dangerous  symptoms,  and  this 
enlargement  and  the  symptoms  which  accom- 
pany it  are  usually  readily  controlled  by  a 
perfectly  safe  curative  agent,  the  X-ray.  The 
association  of  sudden  death  with  thymic  hyper- 
trophy has  long  been  known.” 

With  the  various  conceptions  of  the  causes 
of  thymic  death,  time  will  permit  the  mention 
of  only  a few — compression  of  the  trachea, 
nerves  or  great  vessels,  the  probability  of  some 
toxin  produced  in  the  gland,  or  possibly  some 
influence  upon  the  para-thyroids,  or  a peculiar 
cardiac  inhibition. 

It  may  be  of  interest  to  briefly  review  the 
anatomy.  The  gland  is  composed  of  medullary 
and  cortical  substances  surrounded  by  a cap- 
sule. It  is  made  up  of  two  pyramids,  right  and 
left,  the  bases  lying  on  the  pericardium,  and 
the  apices  extending  up  in  the  cervical  region, 
there  being  a cervical  and  thoracic  type  of 
enlargement.  The  cervical  portion  comes  in 
intimate  contact  with  the  lower  pole  of  the 
thyroid,  being  connected  bjr  a thyro-thymic 
ligament,  containing  branches  of  the  inferior 
thyroid  vessels.  The  thymic  arteries  are  com- 
posed of  a group  of  small  vessels  taking  origin 
from  the  thyroid  arteries,  superior  and  in- 
ferior, internal  mammary,  and  innominate 
artery.  It  is  a very  vascular  organ,  and  rich 
in  blood  supply,  the  arterial  supply  being  ap- 
parently richer  than  the  venous  drainage. 

The  cervical  region  of  the  gland  is  in  rela- 
tion inwardly  and  posteriorly  with  the  trachea 
and  inferior  laryngeal  nerve,  and  in  the  thorax 
with  the  vagus.  Posteriorly,  in  the  thoracic 
region,  the  thymus  lies  upon  the  right  auricle 
and  ventricle,  and  close  to  the  vena  cava. 

The  absolute  diagnosis  of  enlargement  of  the 
thymus  gland  is  dependent  upon  an  X-ray  ex- 
amination, and  few  pediatricians  now  put 
much  dependence  in  the  percussion  note  or 
dullness.  As  a practical  point,  what  then  are 
sufficient  signs  of  an  enlargement  of  the  gland 
to  order  an  X-ray  examination?  First,  I may 
say  that,  were  it  practicable,  it  would  be  well 
to  examine  the  chest  of  all  new  born  babies. 
This  not  being  practicable,  any  child  who 
is  under-nourished,  is  subject  to  breath  hold- 
ing or  fainting  attacks,  pi*eceded  by  choking 


attacks,  stertorous  breathing,  listlessness,  sleeps 
with  hands  over  the  head,  and  does  not  thrive  as 
a normal  baby  ought  to  on  a well-balanced  diet, 
should  be  X-rayed.  If,  in  addition  to  this,  the 
child  is  having  slight  convulsions  without 
temperature,  and  has  labored  respiration,  cya- 
nosis, with  regurgitation  of  food,  and  a some- 
what putty  appearance,  the  diagnosis  clinically 
is  much  more  suspicious.  However,  there  is 
one  exception  to  the  under-nourished  child. 
Babies  with  fat  short  necks  and  robust  build 
are  also  fit  subjects  for  thymic  hyperplasia. 
The  offspring  of  stout,  obese  mothers  are  more 
apt  to  have  thymic  hyperplasia. 

I want  especially  to  emphasize  the  fact  that 
a number  of  normal  childi'en,  as  stated  before 
in  this  paper,  probably  forty  to  fifty  per  cent, 
will  show  enlarged  thymus,  and  that  by  no 
means  all  of  these  will  show  symptoms ; in  fact, 
a great  number  of  these  cases  never  give  any 
symptoms,  but  I also  want  to  emphasize  the 
fact  that  there  is,  so  far  as  is  known,  no  way 
of  telling  which  of  these  cases  may  develop 
early,  or  at  a later  time,  symptoms  referable 
to  the  thymic  hyperplasia,  and,  also,  that  the 
Roentgen-ray  appearance  as  to  the  enlarge- 
ment is  no  absolute  criterion  to  follow.  I 
believe  there  may  be  a very  small  hyperplasia 
in  the  cervical  region  scarcely  observable  by  the 
X-ray  examination  which  may  give  you  far 
more  symptoms  than  a larger  gland  noted  in 
the  thoracic  portion  of  the  gland. 

The  safe  procedure  in  this  condition  is  to 
give  all  eases  which  show  definite  Roentgen- 
rav  evidence  of  enlargement  one  or  two  treat- 
ments, even  though  there  are  practically  no 
symptoms  from  the  gland  at  the  time.  How- 
ever. after  one  or  two  treatments  are  given 
and  the  child  remains  symptom  free,  I do  not 
believe  further  treatments  should  be  kept  up, 
nor  should  you  then  continue  to  treat  a shadow 
in  the  upper  part  of  the  chest. 

Within  the  past  two  years  I have  seen  twenty 
cases  of  enlarged  thymus  in  children  ranging 
in  age  from  four  weeks  to  twenty-three  months 
old.  Two  of  these  cases  were  babies  who  had 
died  suddenly  without  apparent  cause,  one 
found  smothered  to  death  in  bed  only  two 
weeks  ago.  Both  of  these  babies  were  X-rayed 
after  death,  and  showed  definite  enlargement 
of  the  thymus.  A post-mortem  on  one  of  these 
cases  revealed  an  enlarged  thymus,  with  so  far 
as  could  be  determined  no  other  known  cause 
of  death.  Two  other  cases  of  sudden  death  in 
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Fig.  1.  Case  1.  Baby  B,  age  4 months.  Enlarged 
thymus.  No  symptoms,  other  than  a slight  hoarse- 
ness upon  crying,  and  somewhat  underweight.  Parents 
apprehensive  since  a former,  perfectly  healthy  baby, 
aged  4^4  months,  about  two  years  ago  had  been 
found  dead  in  bed,  apparently  suffocated. 


Fig.  2.  Case  1.  Baby  B,  one  week  later,  after  X-ray 
treatment,  showing  marked  reduction  in  thymus.  Three 
other  treatments  given,  hoarseness  disappearing,  and 
weight  returning  to  normal.  Has  never  developed  any 
further  symptoms.  Observed  for  past  eighteen  months. 


Fig.  3.  Case  2.  Baby  J.  S.  (colored),  age  8 months.  Fig.  4.  Case  2.  Baby  J.  S.,  ten  days  later,  following 
Enlarged  thymus  with  definite  symptoms,  convulsions,  X-ray  treatment.  Gland  reduced.  Symptoms  improved, 
cyanosis,  labored  respiration,  etc.  Developed  whooping  cough  at  this  time,  thymus  again 

enlarging  during  the  attack.  Given  two  X-ray  treat- 
ments, with  complete  recovery. 


apparently  healthy  babies,  not  included  in  the 
above  twenty,  were  thought  by  the  attending 
physician  and  coroner  to  have  died  of  an  en- 
larged thymus,  although  a post-mortem  or 
X-ray  examination  was  not  obtained. 

One  fatality  occurred.  Baby  M.  S.,  age 
four  weeks,  normal  delivery,  and  healthy  up 
to  the  third  week,  when  parents  phoned  physi- 
cians that  the  baby  seemed  to  have  a cold  and 


that  her  breathing  was  bad.  When  the  attend- 
ing physician  saw  the  baby  she  was  almost 
cyanotic  and  had  marked  labored  respiration. 
He  suspected  an  enlarged  thymus,  which  was 
confirmed  by  X-ray  examination,  and  an  X-ray 
treatment  was  given  on  Saturday,  March  17, 
1923.  The  baby  appeared  to  be  some  better 
on  Sunday,  but  died  suddenly  on  Monday, 
March  19,  1923.  I feel  that  could  this  baby 
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have  been  treated  sooner,  we  most  probably 
would  have  saved  her. 

The  remaining  seventeen  cases  have  been 
given  from  one  to  four  X-ray  treatments  with 
the  following  technique : nine  inch  gap,  5 ma., 
4 m.  m.  aluminum  filter,  ten  inch  distance,  with 
three  to  five  minutes’  exposure  directly  over  the 
gland.  In  each  instance  there  has  been  a 
definite  and  marked  reduction  in  the  size  of 
the  gland,  with  an  improvement  in  the  symp- 
toms. No  fatalities  have  occurred  in  these 
seventeen  cases. 

Of  the  three  cases  reported  by  Dr.  Littleton 
Davis  in  his  paper,  one  was  fluoroscoped,  and 
no  definite  enlargement  of  the  gland  was  noted, 
no  plates  were  made,  and  the  child  was  not 
seen  at  a subsequent  time,  so  it  is  possible  that 
there  may  have  been  some  enlargement  in  the 
cervical  portion  of  the  thymus,  not  detected  by 
the  fluoroscopic  examination.  One  of  the  other 
cases  of  Dr.  Davis’s,  baby  Arthur  H.,  age  four 
months,  was  given  one  treatment,  April  25, 
1924,  and  one  week  later  the  gland  appeared 
to  be  practically  normal  in  size.  Further  ob- 
servation showed  no  definite  return  of  the  en- 
largement. Dr.  Davis  says  the  child  still  shows 
some  tetany  symptoms,  though  it  is  thriving 
and  appears  to  be  doing  well. 


Fig.  5.  Case  3.  Picture  of  thymus  gland, 
weight  26.2  gms.,  found  on  post-morten 
in  one  of  the  sudden  deaths  reported,  no 
other  cause  for  death  being  determined. 

The  third  case  of  Dr.  Davis’s,  age  two 
months,  showed  on  January  4,  1924,  a most 
marked  enlargement  of  the  thymus.  One 
X-ray  treatment  was  given  on  January  6,  1924, 
and  within  one  week’s  time  the  gland  showed 


definite  reduction  in  size.  Dr.  Davis  says  the 
slight  convulsions  and  tetany  symptoms  have 
not  been  very  much  influenced  by  the  treat- 
ment. In  April  the  gland  again  showed  evi- 
dences of  enlargement,  and  one  other  treat- 
ment was  given  April  6, 1924.  After  this  treat- 
ment the  gland  appeared  practically  normal, 
and  a film  taken  October  10,  1924,  shows  only 
a very  slight  enlargement  at  this  time.  Thus, 
in  the  three  cases  in  which  Dr.  Davis  reports 
tetany  symptoms,  one  baby  showed  practically 
no  enlargement  of  the  thymus  on  fluoroscopic 
examination : the  other  two  showed  enlarge- 
ment, one  being  given  one  X-ray  treatment, 
the  other  two  treatments  three  months  apart. 
It  is  conceivable  that  both  of  these  babies  were 
given  too  little  X-ray  treatment,  and  that 
their  tetany  symptoms  may  be  due  to  the  thy- 
mus hyperplasia,  which  has  never  been  com- 
pletely reduced. 

One  of  the  other  cases  has  been  of  exceeding 
interest.  This  was  baby  N.  C.,  twenty-three 
months  old,  referred  by  Dr.  Paul  Davis,  April 
8,  1924.  This  child  had  been  hoarse  for  three 
months;  she  was  referred  to  a nose  and  throat 
specialist  who  advised  the  removal  of  tonsils 
and  adenoids,  but  before  doing  this  an  X-ray 
examination  was  made.  A marked  and  de^nite 
enlargement  in  the  cardiac  area  and  shadow 
was  noted.  Feeling  that  this  very  probably 
was  an  atypical  thymus  overlying  the  heart, 
we  gave  the  child  an  X-ray  treatment,  and  in 
one  week  the  shadow  of  the  cardiac  area  was 
definitely  reduced.  Two  other  treatments  were 
given,  but  the  child  did  not  recover  from  her 
hoarseness,  and  we  felt  that  in  addition  to  the 
apparent  enlargement  of  the  thymus,  she  had 
papilloma  in  the  larynx.  The  case  was  sent  to 
Dr.  Chevalier  Jackson  who  confirmed  the  diag- 
nosis, did  a tracheotomy,  and  has  since  re- 
moved the  papilloma.  The  child  is  still  in 
Philadelphia,  and  is  reported  as  doing  well. 
This  case  emphasizes  the  importance  of  look- 
ing for  other  associated  conditions,  even 
though  an  enlarged  thymus  may  be  present. 

Of  the  eight  cases  referred  by  Dr.  Roger 
DuBose,  two  developed  whooping  cough  dur- 
ing the  treatment  for  the  enlarged  thymus. 
The  gland  in  both  instances  was  seen  to  en- 
large during  the  attack  of  whooping  cough. 
One  of  these  was  in  a negro  baby,  the  only 
enlarged  thymus  I have  seen  in  the  negro,  and 
one  of  the  most  marked  enlargements  in  the 
whole  series. 
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Conclusions. 

1.  Enlargement  of  the  thymus  probably  oc- 
curs in  forty  to  fifty  per  cent  of  normal  infants. 

2.  Not  all  cases  of  thymic  hyperplasia  give 
symptoms,  blit  it  is  advisable  to  treat  this  con- 
dition when  found. 

3.  Thymic  hyperplasia,  directly  or  in- 
directly, is  now  generally  conceded  as  a cause 
of  sudden  death  in  children. 

4.  Accurate  diagnosis  of  enlarged  thymus 
can  only  be  made  bv  X-ray  examination. 

5.  X-ray  treatment  offers  a safe  curative 
remedy  in  ibis  condition. 

6.  The  possibility  of  other  diseases  and  con- 
ditions being  present  with  an  enlarged  thymus 
must  not  be  overlooked. 

620  ShencmdoaJi  Life  Building. 
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Discussion. 

Dr.  Roger  H.  DuBose,  Roanoke:  I have  enjoyed 

the  papers  very  much.  Personally,  I have  had  six  or 
eight  cases  under  my  observation  in  the  last  two 
years,  and  I have  yet  to  find  any  definite  symptoms 
by  which  to  make  the  diagnosis  without  X-ray.  None 
of  the  mild  cases  started  with  the  same  symptoms. 
Seme  came  in  because  they  were  troubled  with 
hoarseness,  others  with  difficulty  in  swallowing. 
Three  came  in  with  convulsions.  Each  of  these  chil- 
dren was  referred  to  the  X-ray  and  showed  enlarged 
thymus.  All  were  treated  and,  so  far  as  I know,  all 
are  living.  There  was  one  little  fellow,  just  shown 
you,  not  a patient  of  mine,  who  began  to  have  con- 
vulsions about  ten  P.  M.  The  next  day  the  doctor 
asked  to  do  an  autopsy.  Went  down  next  morning 
and  had  it  X-rayed  and  did  autopsy.  It  is  the  case 
just  shown  you,  the  gland  weighing  26.2  grams. 


Dr.  Davis  made  the  statement  that  tetany  is  as- 
sociated with  many  thymus  cases.  I did  not  find  it 
associated  with  any  of  mine  except  one  colored 
child  suffering  with  malnutrition,  and  I attributed 
it  to  that. 

I want  to  ask  one  question  before  this  discussion 
is  closed.  Did  Dr.  Davis  have  a calcium  content 
test  on  any  of  these  cases,  and,  if  so,  what  did  it 
show? 

Dr.  Vincent  W.  Archer,  University:  At  what 

phase  of  respiration  did  you  take  the  films,  or  did 
you  take  several  at  different  phases,  choosing  the 
one  with  the  least  diameter?  The  diameter  of  the 
shadow  of  the  thymus  gland  varies  during  various 
phases  of  respiration,  sometimes  as  much  as  fifty 
per  cent. 

Dr.  A.  L.  Gray,  Richmond:  I am  glad  Dr.  Archer 

brought  out  that  point.  Dr.  Grier,  of  Pittsburgh, 
showed  films  of  the  thymus  gland  in  a number  of 
children  taken  while  quiet  and  taken  while  crying. 
As  Dr.  Archer  has  said,  the  dimensions  of  the 
thymus  of  a crying  child  may  be  almost  twice  that 
of  the  same  child  while  composed.  So  in  compar- 
ing our  results  it  is  necessary  that  the  plates  be 
made  under  exactly  the  same  circumstances. 

This  brings  up  another  interesting  question.  Why 
is  it  that  a child  has  these  attacks  of  convulsions 
with  obstructed  respiration  when  crying,  and  per- 
haps will  not  when  in  perfect  rest?  The  demon- 
strations of  Dr.  Grier  showed  this  very  clearly. 
When  the  child  cries  the  thymus  enlarges  imme- 
diately, followed  by  dyspnea  and  convulsions. 

One  other  point  in  regard  to  papilloma  of  the 
larynx.  It  has  been  my  privilege  to  treat  eight  or 
ten  cases  with  X-ray,  and  I think  I have  never  had 
more  satisfactory  results  than  in  the  treatment  of 
these  cases.  In  a large  percentage  of  them  it  shrivels 
away  and  the  larynx  becomes  normal  after  a few 
series  of  treatments. 

Dr.  D.  M.  Kipps.  Front  Royal:  Do  these  cases  of 

tetany  with  thymus  gland  enlargement  have  a gen- 
eral enlargement  of  the  lymphatic  tissues? 

Dr.  E.  G.  Gill,  Roanoke:  I am  interested  in  these 

papers  from  a viewpoint  of  a laryngologist.  It  seems 
to  me  that  any  child  that  complains  of  embarrass- 
ment of  respiration  should  have  the  benefit  of  a 
laryngeal  examination  before  any  treatment  is  in- 
stituted. The  importance  of  this  examination  is 
emphasized  by  the  fact  that  one  of  the  cases  which 
was  diagnosed  as  having  enlarged  thymus  gland, 
later  proved  to  he  a case  of  papilloma  of  the  larynx. 
The  laryngeal  examination  can  be  made  with  a direct 
laryngoscope  in  any  home,  without  any  anesthetic, 
either  local  or  general.  It  can  be  done  in  a few 
minutes  and  is  perfectly  harmless  and  a safe  pro- 
cedure. 

In  regard  to  X-ray  treatment  of  laryngeal  papil- 
loma as  suggested  by  Dr.  Gray,  it  has  been  my  experi- 
ence that  this  condition  is  essentially  a benign,  self- 
limited one.  The  papilloma  will  disappear  in  the 
course  of  two  or  three  years,  regardless  of  whether 
you  do  or  do  not  treat  it.  The  one  thing  that  you 
have  to  do  is  to  provide  for  respiration  and  this  can 
be  done  by  performing  a tracheotomy.  After  the 
tracheotomy  is  done  there  should  be  repeated  ex- 
cisions of  the  growths,  but  not  with  the  intention  of 
curing  this  condition,  but  only  for  providing  breath- 
ing space.  The  child  should  not  be  allowed  to  depend 
entirely  upon  the  tracheotomy  tube.  The  tracheotomy 
tube  worn  should  be  only  one-half  the  diameter  of 
the  trachea.  This  will  allow  breathing  space  through 
the  tracheotomy  tube  and  larynx. 

Dr.  W.  P.  McDowell,  Norfolk:  I would  like  to 

ask  Dr.  Davis  if  he  has  made  X-rays  of  any  babies 
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with  evidence  of  spasmophiliac  diathesis  which  did 
not  show  enlarged  shadows  of  the  thymus.  If  so, 
what  percentage? 

One  of  the  cases  he  reported  did  not  seem  to  have 
an  enlarged  thymus.  Does  he  not  think  that  this 
was  a case  of  spasmophilia,  or  was  there  some 
definite  enlargement  of  the  thymus? 

Dr.  Littleton  Davis,  Roanoke,  closing  discussion: 
Let  me  take  the  last  question  first.  We  did  not  make 
any  comparison  between  enlarged  thymus  cases  and 
spasmophilia  cases.  The  baby  which  did  not  show 
enlarged  thymus  had  the  same  symptoms  as  the 
others  which  did  show  enlargement.  We  thought 
this  case  was  due  to  excessive  sugar  diet  (condensed 
milk). 

In  none  of  our  cases  were  tests  made  for  blood 
calcium  content.  Some  were  tested  for  hyperexcita- 
bility of  muscles. 

One  point  I wish  to  make:  If  we  could  tell  when 

there  is  definite  thymus  pressure,  it  would  be  easier 
to  say  whether  or  not  X-ray  treatment  actually 
causes  remission  of  symptoms.  Spasmophilia  symp- 
toms are  often  transitory  or  of  short  duration. 

One  other  point:  Nearly  half  of  all  babies  have 

enlarged  thymus  glands  which  remain,  after  death 
from  any  cause.  There  is  then,  it  seems  to  me,  no 
satisfactory  reason  for  giving  enlarged  thymus  alone 
as  a cause  of  death  without  other  evidence. 

In  regard  to  cervical  thymic  enlargement:  From 

my  standpoint  it  is  inconceivable  that  an  enlarge- 
ment of  this  portion  of  the  gland  should  produce 
more  symptoms  than  an  enlarged  thyroid  in  the 
same  region.  Regardless  of  size  of  thyroid,  it  is 
rare  indeed  that  goitre  patients  die  suddenly  from 
thyroid  pressure.  It  is  something  to  think  over. 

Dr.  J.  T.  McKinney,  Roanoke,  closing  discussion: 
Dr.  Archer  brought  out  a point  well  known  to  X- 
ray  men:  The  importance  of  taking  films  with  sus- 

pected thymic  enlargement  both  after  inspiration  and 
expiration.  This  we  invariably  do,  as  the  shadow 
of  the  thymus  varies  considerably  during  the  respi- 
ratory movements,  and  frequently  a great  number 
of  films  have  to  be  taken  for  comparison. 

In  regard  to  papilloma  of  the  larynx:  I feel  that 

this  is  a condition  which  is  frequently  overlooked. 
In  the  last  six  months  I have  had  six  cases  of  papil- 
loma and  believe,  as  stated  by  Dr.  Gill,  that  some 
of  these  cases  will  recover  without  operation.  One 
case  I mentioned,  however,  was  operated  upon,  and 
will  be  in  Philadelphia  for  several  months  under 
Dr.  Chevalier  Jackson’s  care. 

Dr.  Gray  brought  out  the  point  that  X-ray  therapy 
is  very  efficacious  in  cases  of  papilloma.  I am  treat- 
ing two  cases  now,  and  they  are  improving. 

There  was  no  lymphatic  enlargement  in  the  cases 
reported. 

I want  to  emphasize  Dr.  Davis’s  closing  remark, 
in  the  handling  of  these  thymic  cases:  The  co- 

operation of  the  pediatrician,  and  general  practition- 
er is  of  the  greatest  importance.  More  and  more 
cases  of  enlarged  thymus  will  be  recognized  and 
found,  if  the  condition  is  suspected  and  looked  for. 


THE  GHOSTS  THAT  HAUNT  US. 

It  isn’t  the  thing  you  do,  dear, 

It’s  the  thing  you  leave  undone, 

Which  gives  you  a bit  of  heartache 
At  the  setting  of  the  sun. 

The  tender  word  forgotten, 

The  letter  you  did  not  write, 

The  flowers  you  might  have  sent  dear, 
Are  your  haunting  ghosts  tonight! 

— Margaret  E.  Songster. 
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CLINICAL  SIGNIFICANCE  OF  CHANGES 
IN  THE  BLOOD  CHEMISTRY. 

By  WM.  H.  HIGGINS,  M.  D„  Richmond,  Va. 

A hundred  years  ago  Prevost  and  Dumas 
read  a paper  before  the  Society  of  Physics  and 
Natural  History  of  Geneva  in  which  they 
showed  that  when  the  kidneys  were  removed 
from  rabbits,  urea  rose  to  a high  concentration 
in  the  blood.  This  work  Avas  the  starting  point 
for  blood  chemistry,  and  paved  the  way  for  its 
clinical  application  in  the  study  of  a variety 
of  diseases.  Clinicians,  however,  have  been 
slow  in  making  use  of  analytic  studies  on  the 
blood  for  it  has  only  been  within  the  last  ten 
years  that  quantitative  chemical  blood  tests 
have  been  carried  out  on  any  extensive  scale 
and  only  within  the  last  few  years  have  the 
smaller  hospital  staffs  become  at  all  dependent 
upon  these  determinations  as  diagnostic  aids. 
Curiously  enough  we  find  that  many  physicians 
in  private  practice  are  still  rather  indifferent 
to  the  practical  application  of  these  special 
studies  and  for  some  reason  have  not  sensed  the 
importance  of  such  tests. 

No  diagnostic  study  may  be  considered  com- 
plete without  a knowledge  of  the  more  common 
chemical  ingredients  of  the  blood,  and  fortu- 
nately the  tests  with  few  exceptions  haA^e  been 
so  simplified  as  to  make  them  routine  in  many 
types  of  cases.  Formerly,  our  energies  were 
devoted  to  a study  of  the  structural  defects  of 
an  organ,  but  through  the  influence  of  physio- 
logical chemistry,  we  now  recognize  the  fact 
that  the  greater  problem  is  the  determination 
of  the  degree  of  functional  impairment.  With 
this  end  in  view,  an  insight  into  the  chemistry 
of  the  blood  is  indispensable. 

The  purpose  of  this  paper  is  to  point  out  the 
clinical  significance  of  certain  deviations  from 
the  normal  which  may  be  found  in  the  study 
of  the  more  important  chemical  constituents  of 
the  blood.  These  modern  aspects  of  biochemis- 
try are  probably  familiar  to  all  of  us  but  a re- 
view of  their  practical  applications  may  be 
worth  while.  Obviously  only  a brief  reference 
to  each  of  the  major  elements  can  be  made  in 
a summary  of  this  kind. 

Blood  Volume. — We  are  indebted  to  Keith,1 
Rowntree  and  Geraghty  for  calling  attention 
to  the  practical  application  of  this  laboratory 
development.  The  principle  underlying  this 
test  is  the  introduction  into  the  circulation  of 
a non-toxic  slowly  absorbable  dye  (vital  red) 
and  its  determination  in  the  plasma  colorimet- 
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rically  by  comparison  with  a suitable  standard 
mixture  of  dye  and  serum.  Normally  the 
plasma  constitutes  about  one-twentieth  of  the 
body  weight.  The  volume  occupied  by  cor- 
puscles was  found  to  average  43  per  cent  for 
the  cells  and  57  per  cent  for  the  plasma.  On 
this  basis  these  observers  have  calculated  that 
blood  normally  is  8.8  per  cent  of  the  body 
weight.  With  this  method  they  were  able  to 
demonstrate  the  amount  of  decrease  in  blood 
volume  as  a result  of  hemorrhage  and  of  the 
increase  following  infusion  of  saline.  It  has 
also  been  shown  that  the  blood  and  plasma 
volume  are  increased  in  pregnancy  before 
term,  but  return  to  normal  within  a week  or 
two  after  delivery.  Brown2  and  Keith  have 
shown  that  in  obesity  the  plasma  and  blood 
volumes  are  relatively  small.  Anemia  shows  a 
high  blood  volume,  a similar  condition  existing 
in  anasarca  following  cardiac  decompensation. 
On  the  other  hand  the  blood  volume  is  rela- 
tively low  in  marked  hypertension,  which  tends 
to  prove  that  the  elevated  pressure  is  not  de- 
pendent upon  a large  blood  volume. 

Non-Protein  Nitrogen. — Although  the  non- 
protein nitrogen  constitutes  only  about  1 per 
cent  of  the  total  nitrogen  of  the  blood,  greater 
interest  is  attached  to  it  than  to  the  protein 
nitrogen.  This  is  due  to  the  fact  that  cellular 
metabolism  is  dependent  to  a great  degree  upon 
variations  in  these  non-protein  constituents. 
Normally  the  non-protein  nitrogen  of  whole 
blood  yields  between  25  and  35  mgm.  per  100 
c.c.  and  urea  nitrogen  lies  between  10  and  15 
mgm.  Since  urea  is  the  chief  nitrogenous  waste 
product  and  its  estimation  is  simpler  than  that 
of  the  non-protein  nitrogen,  the  urea  estimation 
is  usually  made. 

The  level  of  urea  is  the  most  reliable  single 
test  of  renal  function  at  our  disposal.  In  ad- 
vanced cases  of  nephritis  with  impending  urae- 
mia the  retention  may  amount  to  several  hun- 
dred mgnis.,  although  100  mgm.  and  over  is 
relatively  uncommon.  A urea  reading  above 
25  mgm.  after  a night’s  fast  is  indicative  of 
some  renal  impairment.  Relatively  high  figures 
are  found  in  acute  infections  and  circulatory 
disturbances,  due  probably  to  kidney  complica- 
tions. In  cases  of  prostatic  obstruction  Squier3 
and  Myers  have  pointed  out  that  the  urea  is  an 
excellent  prognostic  test  not  generally  going 
over  20  mgm.  in  uncomplicated  cases. 

Uric  Acid. — In  the  normal  metabolism  of 
man  uric  acid  and  its  related  substances  are 


derived  in  the  main  from  the  decomposition 
of  nucleo-proteins.  These  latter  are  found 
endogenously  in  the  nuclear  material  of  cells 
and  exogenously  in  foods  containing  purin 
bodies,  such  as  thymus,  kidney,  liver  and  brain. 
Although  muscle  is  relatively  poor  in  it,  the 
large  consumption  of  it  makes  it  the  most  im- 
portant carrier  of  purin  bodies  in  the  ordinary 
diet.  There  is  no  difference  between  red  and 
white  meat. 

Since  the  more  reliable  tests  have  been  em- 
ployed, uric  acid  is  not  the  bug-a-boo  it 
formerly  was.  It  is  found  between  1 and  3 
mgm.  per  100  c.c.  of  normal  blood  but  may  be 
increased  to  10  mgm.  in  cases  of  gout,  and 
advanced  nephritis.  A high  reading  is  seldom 
due  to  an  increased  production  but  rather  to  a 
decreased  elimination.  Its  content  is  also 
affected  by  eclampsia,  cardiac  decompensation, 
lead  poisoning,  malignancy,  leukemia  and  acute 
infections.  In  many  instances  of  an  early 
nephritis  a retention  of  uric  acid  may  be  no- 
ticed before  any  change  is  demonstrable  in 
urea  or  creatinine. 

Creatinine. — Creatinine  determinations  have 
been  possible  only  since  1914.  In  normal  in- 
dividuals the  creatinine  of  the  blood  amounts 
to  1 or  2 mgm.  per  100  c.c.  Its  chief  value  in 
the  study  of  disease  lies  in  its  prognostic  ap- 
plication. Its  increase  is  a safer  index  to  the 
degree  of  renal  impairment  than  urea  for  the 
reason  that  creatinine  on  a meat  free  diet  is 
entirely  endogenous  in  origin  and  its  formation 
very  constant.  Urea  is  largely  exogenous  un- 
der normal  conditions  and  is,  therefore,  sub- 
ject to  greater  fluctuations.  A lowered  nitro- 
gen intake  may  reduce  the  work  of  the  kidney 
in  eliminating  urea,  but  cannot  affect  the  crea- 
tinine to  any  extent.  A creatinine  readme:  of 
5 mgm.  or  over  is  generally  considered  as  an 
indication  of  an  almost  invariable  fatal  termi- 
nation. 

Sugar. — The  most  widely  used  biochemical 
test  is  the  quantitative  determination  of  sugar 
in  the.  blood.  Simplified  micro-methods  are 
now  available  which  give  reasonably  accurate 
results. 

The  blood  sugar  of  the  normal  human  sub- 
ject taken  before  breakfast  falls  between  .09 
and  .12  per  cent,  the  average  being  .10  per  cent. 
These  figures  apply  to  venous  blood,  although 
after  a night’s  fast  there  is  little  difference  be- 
tween venous  and  arterial  blood.  Foster4  has 
recently  shown  that  finger  blood  is  virtually 
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arterial  blood  and  that  after  the  ingestion  of 
glucose  the  sugar  content  is  materially  higher 
than  venous  blood. 

All  forms  of  glycosuria  are  accompanied  by 
hyperglycemia  except  renal  diabetes.  The  nor- 
mal threshold  of  sugar  excretion  is  about  .17 
per  cent.  With  blood  sugar  concentration  of 
.15  to  .20  per  cent  the  appearance  of  sugar  in 
the  urine  is  dependent  upon  whether  or  not 
diuresis  exists,  glycosuria  appearing  especially 
in  the  latter  case.  When  glycosuria  finally 
starts,  it  may  continue  until  the  blood  sugar 
almost  reaches  normal.  Ordinarily  in  the  early 
cases  of  the  disease  there  is  a fairly  direct  re- 
lationship between  the  hyperglycemia  and  gly- 
cosuria. In  the  latter  stages,  however,  there 
is  often  a marked  hyperglycemia  with  only  a 
slight  glycosuria,  showing  that  the  threshold 
has  been  raised.  This  has  been  our  experience 
on  several  occasions  during  the  past  year.  An 
associated  chronic  nephritis  often  accounts  for 
this  finding.  This  apparent  discrepancy  be- 
tween blood  and  urine  tests  has  served  to  em- 
phasize the  importance  of  blood  sugar  determi- 
nation. For  many  years  the  treatment  of  dia- 
betes was  controlled  by  urinary  examinations 
which  in  many  instances  failed  to  show  the  true 
condition  on  account  of  an  elevated  threshold. 
The  general  trend  of  opinion  on  this  point  is 
in  favor  of  controlling  the  blood  content, 
although  Mosenthal5  has  suggested  that  the 
raised  threshold  may  be  merely  a protective 
measure  to  adjust  carbohydrate  metabolism  for 
the  more  advantageous  utilization  of  glucose. 

Aside  from  alimentary  glycosuria  and  in- 
volvement of  the  pancreatic  islands,  a hyper- 
glycemia may  occur  in  hyperthyroidism,  in 
some  cases  of  cholecystitis,  nephritis,  and  oc- 
casionally in  acute  infections.  We  recently  had 
a patient  with  an  abscessed  appendix  and  high 
blood  urea  develop  a marked  lwperglycemia 
which  persisted  until  his  acute  infection  had 
passed. 

A low  blood  sugar  reading  on  the  other  hand 
is  frequently  observed  in  myxedema,  pituitary 
disease  and  sometimes  Addison’s  disease.  Re- 
cently Henderson6  has  shown  that  there  is  a 
lowered  blood  sugar  following  physical  exhaus- 
tion, and  others  have  found  similar  changes  in 
the  fatigue  neuroses.  High  carbohydrate  feed- 
ings have  been  recommended  for  both  of  these 
conditions. 

Among  the  blood  lipoids,  cholesterol  is  the 
most  important  member.  It  occurs  in  the  blood 


in  both  the  free  and  combined  state  and  is 
present  in  a concentration  of  about  .15  per 
cent.  It  constitutes  an  index  of  the  degree  of 
lipemia  in  diabetes  and  may  run  as  low  as  .07 
per  cent  in  pernicious  anemia.  In  general  it 
may  be  stated  that  a high  cholesterol  reading 
is  found  in  arteriosclerosis,  diabetes,  obstruc- 
tive jaundice,  in  many  cases  of  cholelithiasis, 
in  the  early  stages  of  malignant  tumors,  and  in 
pregnancy.  Its  chief  diagnostic  importance, 
however,  lies  in  the  recognition  of  Epstein’s 
nephrosis  where  there  is  a marked  hypercholes- 
terolemia. It  is  recalled  that  in  the  latter  con- 
dition there  is  a low  blood  urea  but  there  are 
other  distinct  evidences  of  a nephropathy. 

Mineral  Constituents. — The  chief  mineral 
constituents  of  the  blood  are  sodium,  potassium, 
magnesium  and  calcium.  With  the  exception 
of  the  last  one,  all  remain  remarkably  con- 
stant in  health  and  disease,  and  consequently 
have  practically  no  diagnostic  interest. 

Calcium  is  the  outstanding  exception  in  the 
mineral  class,  and  today  it  is  recognized  as  in- 
fluencing to  a large  measure  the  development  of 
many  clinical  entities. 

In  1009  MacCallum7  showed  that  tetany  was 
indirectly  caused  by  a reduction  in  the  calcium 
content  of  the  blood.  According  to  Howland.8 
tetany  developed  when  the  blood  calcium  fell 
below  7 mgm.,  and  was  promptly  relieved  by 
the  administration  of  the  drug  in  proper  doses. 
Marriott  and  Howland  were  the  first  to  point 
out  that  the  serum  calcium  in  advanced  nephri- 
tis with  phosphate  retention  and  acidosis  is 
markedly  reduced. 

It  has,  of  course,  been  found  diminished  in 
certain  types  of  anemia  and  albuminuria,  and 
more  recently  its  low  level  in  urticaria,  hyperes- 
thetic rhinitis,  asthma,  etc.,  has  received  con- 
siderable attention.  Pottenger’s  studies  on 
calcium  in  asthma  have  been  extremely  inter- 
esting as  many  cases  which  formerly  resisted 
other  methods  of  treatment,  can  be  relieved 
by  the  administration  of  the  drug. 

Chlorides. — Although  chlorides  are  com- 
monly found  in  most  foods  and  are  demon- 
strable in  both  the  cell  and  plasma,  few  clinical 
generalizations  regarding  pathological  varia- 
tions can  be  made. 

It  was  formerly  thought  that  chlorides  were 
increased  in  arterial  hypertension,  thus  acting 
as  one  of  the  major  causes  of  this  condition. 
Later  observers,  however,  have  failed  to  corro- 
borate these,  earlier-  findings.  High  blood 
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chlorides  have  been  found  in  certain  types  of 
nephritis  with  oedema,  eclampsia,  prostatic  ob- 
struction, in  anemia,  and  in  certain  cases  of 
malignancy.  It  is  interesting  to  note  that  in 
nephrosis,  despite  the  marked  oedema,  there  is 
no  salt  retention. 

The  most  striking  fall  in  blood  chlorides  has 
been  observed  in  experimental  pyloric  obstruc- 
tion in  dogs.  Hayden9  has  shown  that  this  de- 
crease is  not  due  to  loss  of  chlorides  in  the  gas- 
tric juice  but  probably  to  the  taking  up  of  the 
chlorine  somewhere  in  the  process  of  protein  de- 
struction. They  have  employed  sodium  chloride 
therapeutically  in  pyloric  and  intestinal  ob- 
struction and  believe  that  it  has  a marked  ef- 
fect in  preventing  and  controlling  the  toxemia. 

Phosphorus. — Although  the  presence  of 
phosphorus  in  the  blood  in  lipoid  form  has  been 
recognized  for  some  time,  its  inorganic  com- 
pounds are  of  greater  clinical  interest.  Nor- 
mally the  acid  soluble  phosphorus  varies  be- 
tween 2 and  6 mgm.  per  100  c.c.  Bloor10  gives 
the  average  content  of  inorganic  phosphorus  in 
the  plasma  of  both  men  and  women  as  about 
3 mgm.  per  100  c.c.  and  of  lipoid  phosphorus 
about  7.5  mgm. 

On  account  of  the  introduction  of  simpler 
methods  in  the  determination  of  this  blood 
constituent  a number  of  interesting  clinical  ob- 
servations have  been  recently  made,  de  Weese- 
low11  has  reported  his  studies  on  fifty-three 
consecutive  cases  of  nephritis  with  thirteen 
deaths.  In  twelve  of  the  fatalities  the  highest 
phosphorus  reading  ranged  from  10  to  22  mgm. 
He  believes  that  phosphate  retention  is  more 
definitely  connected  with  the  symptoms  of  true 
uremia  than  is  retention  of  urea. 

Howland12  and  Kramer  have  published 
equally  interesting  observations  on  the  relation 
of  phosphorus  to  rickets,  which  is  now  a mat- 
ter of  common  knowledge.  These  authors  have 
shown  by  clinical  studies  that  the  rachitic  in- 
fant has  practically  one-half  of  the  inorganic 
compound  to  which  it  is  normally  entitled. 
By  the  use  of  cod-liver  oil  or  ultra-violet  light 
there  is  an  immediate  response  in  the  percent- 
age of  phosphorus. 

The  chemical  changes  relating  to  the  acid- 
base  balance  in  the  blood  have  been  shown  to 
exert  a definite  influence  over  the  clinical  course 
of  many  disease  processes.  In  health,  the  alka- 
line reaction  of  the  blood  is  maintained  by 
means  of  the  bicarbonates,  phosphates,  and  pro- 
teins circulating  in  the  blood.  Of  these,  the 


bicarbonate  is  the  most  important  factor,  sup- 
plying approximately  three  times  as  much 
alkali  as  all  the  other  buffers  combined.  Van 
Slyke13  and  Cullen  have  shown  that  the  CO2 
content  of  the  blood  plasma  is  practically  all  in 
the  form  of  bicarbonate  and  that  a determina- 
tion of  the  amount  of  this  factor  will  indicate 
the  so-called  alkaline  reserve. 

The  practical  result  of  these  studies  has  been 
to  call  attention  to  the  possible  serious  effects 
following  the  administration  of  alkalies. 
Hardt14  and  Rivers  have  reported  unfavorable 
reactions  with  the  Sippy  treatment  in  certain 
cases  of  duodenal  ulcer.  Alkalosis  has  also  de- 
veloped in  patients  with  pneumonia  to  whom 
alkalies  have  been  freely  given  and  there  is 
reason  to  believe  that  in  cases  with  impairment 
of  renal  function  dangerous  complications  may 
arise  unless  the  acid-base  balance  is  carefully 
followed.  The  alkali  deficit,  such  as  occurs  in 
diabetes,  has  been  known  for  some  time,  but 
only  within  recent  years  have  the  dangers  of 
therapeutic  alkalinization  for  this  condition 
been  fully  recognized.  Acidosis  from  this 
source  is  now  approached  from  a different 
angle  and  very  rarely  is  bicarbonate  of  soda 
considered  a judicious  measure  in  the  treat- 
ment of  this  complication. 

The  significance  of  changes  in  the  chemistry 
of  the  blood  is  still  veiled  in  doubt  in  numer- 
ous instances,  but  the  chemical  studies  of  the 
past  few  years  have  given  a rational  under- 
standing of  many  obscure  problems  and  have 
opened  up  therapeutic  possibilities  which  were 
hitherto  unknown.  There  is  reason  to  believe 
that  the  ideal  diet  in  disease  and  health  will 
be  ultimately  determined  by  a study  of  these 
physiologic  processes  and  that  the  chemistry  of 
individual  foods  will  receive  greater  emphasis 
in  our  laboratory  training. 

References. 

1.  Keith,  N.  M.,  L.  G.  Rountree  and  J.  T.  Geraghty. 

A Method  for  the  Determination  of  Plasma 
and  Blood  Volume.  Arch.  Int.  Med,.,  1915, 
XVI,  547. 

2.  Brown,  G.  E.,  and  N.  M.  Keith.  Blood  and 

Plasma  Volume  in  Obesity.  Arch  Int.  Med., 
1924,  XXXIII,  217. 

3.  Squier,  J.  B.,  and  V.  C.  Myers.  Some  Chemical 

Blood  Observations  in  Urologic  Cases.  Jour. 
Urol.,  1918,  II,  1. 

4.  Foster,  G.  L.  Studies  on  Carbohydrate  Metabol- 

ism, I.  Some  Comparisons  of  Blood  Sugar 
Concentrations  in  Venous  Blood  and  Finger 
Blood.  Jour.  Biol.  Cliem.,  1923,  LV.  291. 

5.  Mosenthal,  II.  0.,  S.  W.  Clausen  and  A.  Hiller. 

The  Effect  of  Diet  on  Blood  Sugar  In  Diabetes 
Mellitus.  Arch.  Int.  Med.,  1918,  XXI,  93. 


so 


VIRGINIA  MEDICAL  MONTHLY. 


[May, 


6. 

7. 

8. 


9. 


10. 

11. 

12. 


13. 


14. 


Henderson,  L.  J.  The  Equilibrium  Between  Oxy- 
gen and  Carbonic  Acid  in  Blood.  Jour.  Biol. 
Chem.,  1920,  XLI,  401. 

MacCallum,  W.  G.,  and  C.  Voegtlin.  On  the  Re- 
lation of  Tetany  to  the  Parathyroid  Glands 
and  Calcium  Metabolism.  Jour.  Exper.  iled., 
1909,  XI,  118. 

Howland,  J.  and  W.  McK.  Marriott.  Observa- 
tions upon  the  Calcium  Content  in  the  Blood 
in  Infantile  Tetany  and  Upon  the  Effect  of 
Treatment  by  Calcium.  Quart.  Jour.  Med., 
1917-18,  XI,  289. 

Hayden,  R.  L.,  and  T.  G.  Orr.  The  Effect  of 
Sodium  Chloride  on  the  Chemical  Changes  in 
the  Blood  of  the  Dog  After  Pyloric  and  In- 
testinal Obstruction.  Journ.  Exper.  Med.,  1923, 
XXXVIII,  55. 

Bloor,  W.  R.  The  Distribution  of  Phosphoric 
Acid  in  Normal  Human  Blood.  Jour.  Biol. 
Chem.,  1918,  XXXVI,  49. 

de  Wesselow,  O.  L.  V.  The  Immediate  Prog- 
nosis in  Nephritis  with  Some  Remarks  on 
Uraemia.  Lancet,  1923,  II,  163. 

Howland,  J.,  and  B.  Kramer.  Calcium  and 
Phosphorus  in  the  Serum  in  Relation  to  Rick- 
ets. Amer.  Journ.  Dis.  Child.,  1921,  XXII,  105. 

Van  Slyke,  D.  D.,  and  G.  E.  Cullen.  Studies  of 
Acidosis.  I.  The  Bicarbonate  Concentration  of 
the  Blood  Plasma;  Its  Significance,  and  Its 
Determination  as  a Measure  of  Acidosis.  Jour. 


Biol.  Chem.,  1917,  XXX,  289. 
lardt,  L.  L„  and  A.  B.  Rivers.  Toxic  Manifes- 
tations Following  the  Alkaline  Treatment  of 
Peptic  Ulcer.  Arch.  Int.  Med.,  1923,  XXXI,  171. 


The  writer  has  quoted  freely  from  the  exhaustive  discussion 
of  this  subject  by  Victor  C.  Myers,  published  in  Physiological 
Reviews,  Vol.  IV,  April,  1924. 


SURGICAL  TREATMENT  OF  UNI- 
LATERAL PULMONARY 
TUBERCULOSIS.* 

By  S.  S.  GALE,  M.  D.,  Roanoke,  Va. 

Surgeon  to  Lewis-Gale  Hospital. 

No  real  progress  was  made  in  the  treatment 
of  tuberculosis  for  2,000  years,  from  the  time 
of  Hippocrates  until  about  fifty  years  ago; 
then,  within  the  brief  period  of  half  a centuiv, 
there  appear  three  great  landmarks  of  progress. 
Brehmer  and  his  pupil,  Detwiler,  rex  olu- 
tionized  the  treatment  of  pulmonary  tubercu- 
losis by  the  application  of  hygienic  methods, 
e.  g.,  fresh  air,  forced  feeding  and  rest.  Tru- 
deau, of  Saranac  Lake,  brought  all  of  this  to 
the  attention  of  the  profession  of  this  country. 
The  second  outstanding  landmark  was  arti- 
ficial pneumothorax  discovered  by  Forlanini  in 
the  early  eighties.  The  third  mile-post  is  found 
in  the  surgical  treatment  of  those  cases  which 
remain  not  sufficiently  benefited  by  hygienic 
treatment  and  artificial  pneumothorax. 

This  country  is  not  accustomed  to  consider 
itself  behind  in  surgical  endeavor,  yet  we  have 
to  admit  that  we  have  been  unduly  backward 

* Address  of  President  before  the  Southwest  Virginia  Medical 
Society,  at  Marion,  September  11-12,  1924. 


in  the  surgical  treatment  of  pulmonary  tuber- 
culosis. The  surgical  role  of  this  drama  has 
been  written  and  played  almost  exclusively  by 
Swiss  and  German  surgeons.  Scandinavia, 
England  and  France  followed  Switzerland  and 
Germany.  About  two  years  ago,  Archibald,  of 
Montreal,  reported  fifteen  cases,  his  first  case 
having  been  done  in  1912,  his  work  being  in- 
terrupted in  1914  by  the  World  War,  to  be  re- 
sumed three  years  later.  Archibald  caught  the 
inspiration  from  such  men  as  Friedrich,  of 
Marburg,  and  Henschen,  Sauerbruch’s  assist- 
ant, while  we  in  the  United  States  followed 
Archibald,  of  Canada,  except,  it  should  be  re- 
membered, that  Freeman,  of  Denver,  in  1909, 
recommended  that  a few  ribs  in  front  be  re- 
moved over  the  upper  lobe  and  a truss  be  ap- 
plied to  compress  cavities  in  the  apex. 

Watson,  of  Mt.  Regis,  reports  117  cases  in 
which  artificial  pneumothorax  was  used  in  the 
treatment  of  more  or  less  advanced  unilateral 
cases  which  had  failed  to  respond  to  the  usual 
hygienic  treatment  and  presented  little  hope  of 
improvement  without  collapse.  He  partially 
collapsed  seventy-nine  (67*4  per  cent)  and 
completely  collapsed  thirty-eight  (321/2  per 
cent).  Of  the  latter  thirty-eight,  only  one  is 
now  arrested,  and  twenty-nine  are  dead.  The 
remaining  eight  are  bedridden  except  one. 
Out  of  the  seventy-nine,  he  has  been  able  to 
rehabilitate  twenty.  Out  of  the  117  cases,  only 
twenty,  or  17  per  cent,  have  ben  able  to  return 
to  some  kind  of  work. 

In  reviewing  these  statistics,  one  is  immedi- 
ately struck  with  the  small  percentage  of  im- 
provements or  cures,  showing  that  pneumo- 
thorax is  only  beneficial  in  about  17  per  cent 
of  the  cases,  the  other  83  per  cent  receiving  very 
little,  if  any,  benefit.  I have  tried  to  find  out 
the  reason  for  this,  and  in  my  judgment  it  is 
due  to  several  causes.  First,  artificial  pneumo- 
thorax can  only  be  done  in  cases  in  which  the 
contra-lateral  lung  is  very  slightly,  if  at  all, 
involved.  If  the  opposite  lung  is  even  moder- 
ately diseased,  compression  of  the  bad  lung 
will  throw  too  much  work  on  the  other  lung 
and  cause  a rapid  dissemination  of  the  tubercu- 
lar process,  thus  defeating  our  effort.  Second, 
artificial  pneumothorax  is  impossible  when 
dense  or  even  moderately  dense  adhesions  are 
present,  the  adhesions  preventing  compression. 
Such  statistics  as  these  show  us,  notwithstand- 
ing the  marvelous  progress  that  has  been  made 
in  the  treatment  of  this  deadly  disease,  whose 
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mortuary  statistics  a few  years  ago  headed  the 
list  of  the  causes  of  death  in  this  country,  but 
which  now  on  account  of  the  advances  that 
have  been  made  in  the  past  fifty  years  has 
dropped  from  first  to  third  place,  that  there 
are  yet  a large  number  of  cases  that  do  not  re- 
spond to  treatment  by  hygiene  and  artificial 
pneumothorax.  It  is  in  these  cases  that  we  feel 
that  surgery  offers  hope. 

It  may  be  conservatively  estimated  that  at 
present  there  are  in  this  country  15,000  persons 
with  pulmonary  tuberculosis  for  whom  surgical 
interference  is  indicated,  many  of  whom  are 
liv’mr  at  home,  too  diseased  for  admission  to 
sanitoria,  spreading  infection  and  unable  to 
work,  and,  if  unaided,  almost  certainly  doomed 
to  die. 

Statistics  compiled  by  Alexander  show  that 
within  the  past  five  years  Sauerbruch,  of 
Zurich  and  Munich,  has  alone  reported  over 
500  operated  cases,  while  the  total  number  from 
all  clinics  in  the  United  States  and  Canada  is 
110.  Archibald  has  performed  forty  opera- 
tions since  1912;  Shivers,  of  Colorado  Springs, 
reports  twenty-seven  patients  since  1914,  Lilien- 
thal,  of  New  York,  twelve,  Law,  of  Minneap- 
olis, eleven,  Welles,  of  Saranac  Lake,  eleven, 
Eloesser.  of  San  Francisco,  five,  Willy  Meyer, 
of  New  York,  five,  and  there  have  been  other 
smaller  series. 

The  reason  this  operation  has  been  so  slow 
in  being  adopted  is  ignorance  of  the  method, 
its  indications,  execution  and  results.  In  a 
standard  American  text-book  on  tuberculosis, 
1922  edition,  we  find  only  three  pages  devoted 
to  description  of  the  method,  and  only  nine 
small  pages  in  the  1920  volume  of  a 32  volume 
French  system  of  medicine;  both  of  these  ac- 
counts are  uninformed,  inaccurate  and  mislead- 
ing. A further  significant  reason  for  the  slow 
popularization  of  surgical  compression  therapy 
is  that  certain  articles,  purporting  to  represent 
and  illustrate  standard  procedure,  but  actually 
describing  inefficient,  if  not  dangerous  methods, 
appear  from  time  to  time,  and  are  obliged  to 
report  such  high  mortalities  and  poor  final  re- 
sults that  those  seeking  information  are  driven 
away  from  surgery  because  they  are  not  prop- 
erly informed  and  attracted.  Probably  the 
two  greatest  sins  are:  (1)  Reporting  cases  as 
operated  upon  by  the  “Sauerbruch  technic,” 
when  the  first  rib  has  not  been  touched. 
Except  in  rare  cases,  resection  of  a portion  of 
that  rib  is  an  essential  step  in  the  operation. 


(2)  The  use  of  partial  operations,  half-meas- 
ures, when  the  widest  experience  has  demon- 
strated that  only  total  operation  may  be  ex- 
pected to  produce  the  successful  result  desired. 

Alexander,  of  Ann  Arbor,  Michigan,  has  out- 
lined the  only  comprehensive  survey  of  modern 
compression  therapy  that  exists,  as  far  as  I 
know,  in  the  English  language.  In  his  paper 
he  outlines  a standard  procedure  that  may  be 
expected  to  give  the  best  results  in  the  light 
of  modern  knowledge,  in  the  hope,  as  he  says, 
that  it  may  help  the  profession  to  understand 
and  to  popularize  it  some  years  in  advance  of 
the  time  when  it  would  arrive  by  the  normal 
process  of  diffusion.  His  paper  is  based  upon 
a critical  review  and  analysis  of  the  world’s 
literature  of  the  past  six  years. 

One  hundred  years  ago  James  Carson  pre- 
dicted that  if  a cure  were  to  be  found  for  pul- 
monary tuberculosis  it  would  be  by  surgical 
operation,  effecting  a mechanical  compression 
that  would  put  the  diseased  parts  in  a quiescent 
state.  In  1885,  the  first  attempts  in  this  direc- 
tion were  made  by  deCerenville,  of  Lausanne, 
thereby  initiating  the  method  that  is  used 
today.  In  1901  and  1903,  Garre  and  Quincke 
first  urged  thoracoplasty  for  hemoptysis,  and 
advocated  supplementing  it  with  an  extra- 
pleural pneumolysis.  Brauer  realized  that 
clinical  success  depended  upon  obtaining  pul- 
monary compression  comparable  in  amount 
with  that  obtained  by  artificial  pneumothorax, 
which  was  already  effecting  remarkable  cures. 
Therefore,  he  proposed  the  removal  of  the  en- 
tire length  of  the  ribs,  two  to  ten  at  one  sitting, 
in  order  to  obtain  actual  compression  of  the 
lung,  instead  of  mere  relaxation.  Friedrich, 
his  surgeon,  first  operated  by  this  method  in 
December,  1907,  and  the  result  was  highly  satis- 
factory. However,  in  their  series  of  twenty- 
nine  cases  there  were  eight  operative  deaths,  a 
mortality  of  27.5  per  cent ; there  were  six  com- 
plete cures,  20.7  per  cent.  Lenhartz  used  the 
same  technic  and  in  addition  pressed  the  apex 
toward  the  hilus  and  lost  nineteen  out  of  twenty 
patients.  Sauerbruch  has  used  the  Brauer- 
Friedrich  technic  upon  seventy-one  patients, 
sixty-two  of  whom,  however,  he  operated  in 
two  or  more  stages;  his  only  operative  deaths, 
two  in  number,  occurred  after  single  stage 
operations.  His  combined  early  and  late 
deaths  totaled  thirty-one  (43.6  per  cent) ; his 
improvements  twelve,  (16.9  per  cent) ; and 
complete  cures  twenty-eight  (39.4  per  cent). 
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At  present  the  Brauer-Friedrich  operation  is 
obsolescent  because  of  its  many  dangers.  It  is 
still  sporadically  used  for  rare  cases  where  the 
pleura  and  mediastinum  are  known  to  be  so 
thickened  by  adhesions  that  mediastinal  dis- 
placement and  flutter  are  not  to  be  feared. 
Even  then  it  would  be  used  only  by  dividing 
it  into  two  or  more  stages. 

As  the  Brauer-Friedrich  operation  Avas  a re- 
action against  the  restricted  resections  of  the 
earlier  thoracoplasties,  so  the  present  t}7pes  of 
operation  are  compromises  between  the  two — 
extensive  enough  for  favorable  clinical  effect, 
and  yet  conservative  enough  to  avoid  unusual 
operative  dangers. 

Pathological  Anatomy  and  Physiology. — 
Sauerbruch  states  the  history  of  a patient  upon 
whom  he  performed  thoracoplasty  on  account 
of  repeated  hemorrhages  and  caATities  in  one 
lung  in  spite  of  active  disease  in  the  other 
lung;  the  patient  died  three  months  later. 
There  was  seen  at  necropsy  a definite  tendency 
to  encapsulation,  with  young  connective  tissue, 
of  all  tubercles  and  caseous  nodules  in  the  com- 
pressed lung;  its  cavities  were  mere  clefts 
which  were  being  filled  with  new  granulation 
tissue  containing  many  blood  A'essels.  The  un- 
compressed lung  showed  new  cavity  formation 
and  extensive  caseous  pneumonia,  but  without 
any  tendency  whatsoever  toward  encapsulation. 
That  the  far-advanced  lesions  in  the  com- 
pressed lung  of  a dA'ing  person  were  able  to 
progress  so  far  toward  arrest  in  a period  of 
three  months  is  illustrative  of  the  effect  of  com- 
pression. 

While  bed-rest  considerably  quiets  respira- 
tion. it  is  not  able  to  put  the  lung  at  complete 
rest  nor  to  protect  it  against  the  A’iolent  move- 
ments of  coughing.  Compression  therapy  not 
only  does  this,  and  thereby  largely  checks  the 
moA-ement  of  toxin-laden  lymph  into  the  gen- 
eral circulation  and  of  bacilli-laden  lymph  to 
neAV  situations  in  the  lung,  but  empties  the 
lungs  of  accumulated  products  of  degeneration, 
and,  by  flattening  the  lumina  of  the  bronchi 
and  alveoli,  prevents  the  spread  of  infection  by 
the  bronchial  tree  route;  most  important  of 
all,  it  is  directly  responsible  for  a rapid  new 
growth  of  fibrous  tissue  which  encapsulates  the 
lesions  and  eliminates  the  disease. 

As  thoracoplasty  removes  the  posterior  ends 
of  the  ribs  and  as  the  gaps  are  usually  filled 
Avith  neAv  bone  without  joint  formation  the 
bony  cage  on  the  operated  side  is  no  longer 


able  to  share  in  respiratory  movements,  and  as 
dense  pleural  adhesions  soon  follow  operation, 
the  diaphragm  becomes  fixed  and  gi*eatly  re- 
stricted in  function. 

Examination  of  a compressed  lung,  which 
has  successfully  controlled  its  tuberculous  le- 
sions, shows  a fleshy  mass,  full  of  connective  tis- 
sue which  is  particularly  evident  around  the 
blood  and  lymph  vessels  and  bronchi,  and  as 
septa  radiating  from  the  subpleura.  Some  of 
the  blood  vessels  may  be  thrombosed.  The 
tubercles  are  dry  and  are  seen  to  be  firmly  en- 
capsulated by  fibrous  tissue  which  either  just 
surrounds  them  or  grows  through  and  through 
them.  If  any  new  tubercles  are  found,  which 
is  rare,  the}^  are  small,  non-caseous,  and  contain 
many  giant  cells. 

These  favorable  effects  of  compression  are 
apt  to  be  seen  only  upon  disease  that  is  pre- 
dominantly proliferative  or  fibrous  in  char- 
acter, as  the  connective  tissue  for  the  encapsu- 
lations seems  to  arise  largely  from  that  which 
has  already  formed  in  an  unsuccessful  attempt 
to  cure.  As  there  is  little  tendency  toAvard  con- 
nective tissue  formation  in  exudative  lesions, 
lung  compression  is  less  likely  to  be  followed 
by  fibrous  encapsulation. 

Ample  necropsy  material  has  shown  that  the 
amount  of  connectrte  tissue  in  a compressed 
tuberculous  lung  is  far  in  excess  of  that  in  an 
uncompressed  tuberculous  lung,  and  that  it 
will  form  in  cachetic  persons  in  whom  it  could 
not  be  expected  were  the  lung  uncompressed. 
Factors  responsible  for  the  groAvtli  of  fibrous 
tissue  in  lungs  are  (1)  stimulation  by  toxins 
in  the  stagnant  lymph ; (2)  chronic  hyperemia ; 
(3)  cessation  of  lung  function. 

Thoracoplasty  Compared  with  Artificial 
Pneumothorax. — At  present  the  working  rule 
that  thoracoplasty  is  neA^er  to  be  used  when 
artificial  pneumothorax  is  obtainable  is  almost 
everywhere  strictly  observed.  Inquiry  into  the 
differences  betAveen  the  methods,  and  the  rela- 
tion betAveen  them,  will  be  of  Aralue  for  a bet- 
ter understanding  of  thoracoplasty. 

The  number  of  patients  whose  pulmonary 
disease  is  sufficiently  unilateral  to  warrant  com- 
pression of  one  lung  is  variously  estimated 
from  2 to  10  per  cent.  Matson  attempted  arti- 
ficial pneumothorax  in  248  cases.  In  41.3  per 
cent  only  partial  compression  was  obtainable 
and  the  clinical  cures  were  only  15.5  per  cent, 
whereas  satisfactory  compressions  produced 
45  per  cent  of  clinical  cures.  Saugmann  at- 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


83 


tempted  artificial  pneumothorax  upon  211 
third-stage  tuberculous  patients;  70.2  per  cent 
were  able  to  do  ordinary  light  work  when  the 
pneumothorax  had  been  complete;  33.3  per 
cent  when  there  were  only  limited  adhesions; 
only  11.5  per  cent  when  there  were  extensive 
adhesions.  Saugmann  claimed  that  he  failed 
to  do  satisfactory  compression  in  30  per  cent 
of  his  cases. 

Numbers  of  series  of  cases  show  that  the 
final  results  of  pneumothorax  and  of  thoraco- 
plasty are  about  the  same,  that  is,  roughly,  35 
per  cent  cured,  30  per  cent  improved,  35  per 
cent  uninfluenced.  Empirically,  therefore,  it 
cannot  be  claimed  that  thoracoplasty  is  less 
effective  because  it  produces  less  compression 
than  pneumothorax.  Each  method  has  certain 
advantages  over  the  other. 

Pneumothorax,  in  contradistinction  to  thora- 
coplasty, is  non-deforming,  non-shocking,  and 
as  compression  is  produced  gradually,  at  many 
sittings,  it  avoids  the  dangers  of  acute  circu- 
latory and  respiratory  upsets  and  of  pneumonia 
from  aspiration  of  large  amounts  of  expressed 
secretions,  or  failure  to  expectorate  them  on 
account  of  operative  pain. 

Although  thoracoplasty  upon  tuberculous 
persons  is  distinctly  a major  operation  with  a 
definite  operative  mortality  (2  to  10  per  cent), 
the  new  technic,  and  especially  operation  in 
several  stages,  has  made  it  remarkably  safe. 
While  the  operation  of  artificial  pneumothorax 
is  an  essentially  trivial  procedure,  it  entails 
many  grave  risks.  Gas  embolus  and  pleural 
eclampsia  are  real  dangers,  although  not 
always  fatal,  and  numerous  other  complica- 
tions arise,  such  as  ammulation  of  fluid  in  the 
chest  which  may  become  purulent,  and  forma- 
tion of  fibrous  adhesions  under  this  fluid  which 
may  prevent  complete  compression.  Rupture 
of  the  pyo-pneumothorax  usually  is  the  result 
of  trying  to  stretch  adhesions  with  high  posi- 
tive gas  pressure,  and  the  outcome  is  frequently 
fatal. 

The  immediate  results  of  pneumothorax  are 
frequently  so  satisfactory  to  some  patients  that 
they  fail  to  return  for  subsequent  treatment. 
In  such  cases  if  the  lung  is  allowed  to  re- 
expand, formation  of  pleural  adhesions  invari- 
ably prevents  subsequent  compression  and  when 
they  return  on  account  of  their  active  symp- 
toms, then  thoracoplasty  must  be  resorted  to. 
In  order  that  pneumothorax  may  be  effective  it 
should  be  continued  for  about  three  to  five 


years.  It  has  been  claimed  that  one  of  the  im- 
portant advantages  of  pneumothorax  over 
thoracoplasty  is  that  after  the  release  of  the 
gas  the  lung  resumes  its  normal  function  in- 
stead of  being  forever  useless.  As  a matter 
of  fact,  if  the  compressed  lung  was  extensively 
diseased  before  the  institution  of  the  pneumo- 
thorax, it  will  become  so  filled  with  scar  tissue 
after  one  or  two  years  of  treatment  that  it  is  of 
little  use  in  respiration  after  it  has  expanded. 

In  certain  cases  thoracoplasty  should  be 
chosen  in  preference  to  pneumothorax.  It  is 
preferable  to  the  operation  of  intrapleural 
pneumolysis,  or  the  use  of  Jacobaeus’  thora- 
scope  and  cautery  for  adhesions,  except  when 
such  adhesions  are  few  and  slender.  The  com- 
bination of  either  of  these  operations  with  ar- 
tificial pneumothorax  exposes  the  patient  to  the 
dangers  and  later  complications  of  two  distinct 
operative  procedures.  Thoracoplasty  is  pre- 
ferable to  attempts  to  stretch  or  tear,  with  high 
gas  pressure,  adhesions  which  may  be  near 
superficial  lesions  or  cavities,  because  of  the 
danger  of  lung  rupture  and  rapidly  fatal 
empyema. 

Some  surgeons  with  wide  experience  with 
both  methods  believe  that  thoracoplasty  is  pre- 
ferable to  pneumothorax,  although  a few  are  as 
yet  firm  in  the  belief  they  should  not  expose 
their  patients  to  the  dangers  of  a major  opera- 
tion if  satisfactory  compression  is  obtainable 
with  pneumothorax. 

Indications  and  Contraindications.  — Only 
through  active  co-operation  between  internist 
and  surgeon  is  it  possible  to  select  cases  ra- 
tionally and  to  avoid  great  disappointments. 
In  brief,  surgical  compression  may  be  said  to 
be  indicated  largely  for  unilateral  lesions, 
when  all  other  treatment,  including  a suffi- 
ciently long  sanitorium  regime  and  attempted 
pneumothorax,  has  failed.  From  many  ex- 
perienced surgeons  and  internists  comes  the 
plea  for  earlier  operation,  especially  for  pa- 
tients with  incomplete  artificial  pneumothor- 
aces who  are  not  making  satisfactory  improve- 
ment. 

Contrary  to  expectation,  it  has  been  found 
that  even  very  sick  tuberculous  persons,  with 
high  fever,  cavities,  and  much  sputum,  stand 
these  major  operations  remarkably  well. 

Choice  of  Operation. — It  is  obviously  impos- 
sible to  present  any  hard-and-fast  rules  about 
the  choice  of  operative  technic.  Most  cases  for 
whom  operation  is  indicated  will  do  best  after 
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a two-stage  “Sauerbruch,”  or  a two-stage 
“Brauer.”  As  the  compression  from  the  latter 
is  the  greater  of  the  two,  it  is  indicated  for 
those  whose  lesions  are  extensive,  and  whose 
general  condition  is  sufficiently  good  to  with- 
stand the  somewhat  more  severe  operation.  It 
will  be  found  in  a certain  minority  of  cases 
operated  upon  by  either  technic,  that  the  com- 
pression has  not  been  sufficient  to  control  the 
disease.  This  is  especially  true  of  thick-walled 
cavities  and  infiltrative  lesions  that  are  un- 
usually stiff.  In  such  cases  it  will  be  necessary 
to  supplement  the  original  operation  by  a 
further  removal  of  ribs  posteriorly,  or  paras- 
ternally,  or  by  pneumolysis,  which  is  an  extra- 
pleural separation  of  the  lung  and  both  of  its 
pleurae  from  the  ribs  and  filling  the  space 
created  with  a gauze  pack,  or  fat  graft,  or  a 
pedicled  muscle  graft.  In  certain  cases  even 
this  will  fail  to  compress  certain  cavities. 
Cavity  drainage  is  then  indicated.  It  has  been 
mentioned  by  Sauerbruch  and  others  that  a 
phrenicotomy  as  a preliminary  to  any  type  of 
operation  is  helpful. 

Various  deviations  from  the  above  described 
operations  are  indicated  to  suit  certain  special 
conditions,  such  as  the  partial  removal  of  a few 
ribs  to  compress  cavities  at  the  base,  certain 
cases  whose  lesions  are  limited  to  a small  area, 
certain  far-advanced  cases  on  both  sides,  when 
the  partial  compression  obtained  may  give  so 
much  improvement  that  later  a more  radical 
operation  can  be  performed. 

P re- operative  Management. — Patients  should 
be  carefully  studied  before  operation  in  order 
to  determine  the  condition  of  the  heart.  Pa- 
tients should  be  taught  to  cough  and  empty 
their  lungs,  especially  cavities,  two  hours  be- 
fore operation. 

Anesthesia. — From  Alexander’s  review  of 
the  literature  it  seems  that  ether,  ether-chloro- 
form mixture,  nitrous  oxide  and  local  anes- 
thesia have  all  been  used.  In  America  the  anes- 
thesia of  choice  seems  to  be  local  anesthesia 
combined  with  gas-oxygen.  With  the  pre- 
operative administration  of  *4  grain  of  mor- 
phin  and  1/100  grain  of  atropine,  using  local 
anesthesia,  i/>  per  cent  of  novocain,  and  high 
vertebral  block  of  the  intercostal  nerves  with 
a free  infiltration  of  the  operative  field,  the 
anesthesia  has  been  entirely  satisfactory  in  the 
writer’s  cases.  In  no  case  has  it  been  necessary 
to  resort  to  a general  anesthetic  on  account  of 
pain  or  discomfort,  although  as  many  as  nine 


or  ten  ribs  have  been  resected  at  one  sitting. 

We  wish  to  put  on  record  eight  cases  of  uni- 
lateral pulmonary  tuberculosis  that  have  been 
operated  on  at  the  Lewis-Gale  Hospital  by  my 
associate,  Dr.  Whitman,  and  myself  since  1916, 
with  seven  recoveries  and  one  death,  a mortality 
of  121/2  per  cent.  All  of  these  cases  were  re- 
ferred to  us  by  Dr.  Everett  Watson,  of  Mt. 
Regis  Sanatorium.  We  wish  to  express  our  ap- 
preciation to  Dr.  Watson  and  his  assistants  at 
Mt.  Regis  for  the  histories  of  these  patients, 
prior  to  their  admission  to  the  Lewis-Gale  Hos- 
pital, which  he  has  so  kindly  permitted  us  to 
use  in  compiling  these  case  records. 

In  Case  I,  which  we  report  briefly,  all  ribs 
excejff  the  first  were  removed. 

Case  I.  Mi’s.  G.  C.  M.  Housewife.  Age 
fifty.  Admitted  October  9,  1915.  Advanced 
left  side  involvement,  complicated  by  tuber- 
culous empyema.  Marked  emaciation  (weight 
sixty- four  pounds),  temperature  102°  to  103° 
daily,  sevei’e  cough  and  profuse,  purulent  ex- 
pectoration. No  improvement  and  in  Decem- 
ber resection  was  done  at  the  sanatorium,  as 
patient  was  too  ill  to  move  to  the  hospital.  Fol- 
lowing this,  there  was  some  amelioration  of 
symptoms,  but  the  drainage  continued  and  dur- 
ing the  following  year  the  second  to  the 
eleventh  ribs  inclusive  were  removed  in  their 
entirety,  under  local  anesthesia,  in  several 
stages.  There  was  gradual  improvement  and 
for  the  past  seven  years  patient  has  done  own 
housework  and  enjoyed  good  health,  though  at 
times  there  is  still  a slight  drainage. 

In  1920,  four  years  later,  we  operated  on  the 
second  case. 

Case  II.  Mrs.  M.  E.  C.  Housewife.  Age 
twenty-two.  First  seen  by  us  in  February, 
1920.  Tuberculosis  had  been  diagnosed  in 
March,  1914.  Right  lung  had  been  collapsed 
and  allowed  to  re-expand.  Following  another 
breakdown  in  September,  1919,  she  again  took 
sanatorium  treatment,  but  the  lung  at  this  time 
could  not  be  deflated  and  her  physician  had  ad- 
vised thoracoplasty.  At  this  time  patient  was 
running  temperature  reaching  100°  to  101° 
daily,  severe  cough  and  profuse  sputum,  which 
had  an  offensive  odor  not  unlike  that  of  a 
pulmonary  abscess.  X-ray  examination  in 
April,  1920,  revealed  a dense  tuberculous  infil- 
tration of  all  of  the  right  lung,  most  marked 
at  base,  with  two  cavities  in  the  5th  and  6th 
interspace  in  posterior  scapular  line ; there  was 
also  fibrosis  in  the  left,  back  of  1st  and  2nd  in- 
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terspaces,  using  anterior  markings.  This  agreed 
fairly  accurately  with  the  physical  findings. 
Under  local  anesthesia  the  10th,  9th  and  8th 
ribs  were  removed  in  toto , and  several  weeks 
later  the  7th,  6th,  5th  and  4th.  Compression 
bandages  were  applied  and  a fair  degree  of 
collapse,  where  most  needed,  was  attained. 
There  was  some  temporary  improvement,  but 
the  contralateral  lung  went  bad  and  she  died 
two  years  later. 

This  case  emphasized  the  importance  of  care- 
ful selection  of  patients  for  thoracoplastic  col- 
lapse. 

We  next  had  two  cases  of  intra-pleural  pneu- 
molysis. In  the  first  (Case  III)  a broad  band 
of  adhesions,  which  held  open  a large  cavity, 
was  severed  by  the  open  method.  A perfect 
collapse  was  attained,  but  there  was  a stormy 
convalescence.  For  three  and  a half  years  the 
patient  has  been  comparatively  well  but  symp- 
toms reappear  when  the  lung  re-expands  to 
any  extent. 

The  other  (Case  IV)  was  collapsed  because 
of  a large  hilum  abscess.  This  patient,  a phy- 
sician 54  years  old,  obtained  a good  collapse, 
but  a short  while  later  developed  ulcerative 
colitis  and  died.  Autopsy  confirmed  both  diag- 
noses. 

Case  VIII.  V.  E.  T.  Age  twenty-six.  Male. 
Occupation,  clerk.  Admitted  to  the  hospital 
April  14,  1924.  Went  on  a camping  trip  in 
summer  of  1917.  Lost  about  six  pounds  and 
began  to  tire  out  easily.  Was  admitted  to 
State  Sanatorium  in  North  Carolina,  in  De- 
cember, 1917,  where  he  remained  until  May, 

1918,  then  he  returned  home  and  did  light  work 
until  December,  1918.  Had  influenza  February, 

1919.  Continued  to  do  light  work  until  he  had 
a hemorrhage  in  February,  1921 ; then  went  to 
bed  at  home  for  six  weeks.  Shoi'tly  after  get- 
ting up  he  began  running  a temperature,  and 
in  September,  1921,  returned  to  the  State  Sana- 
torium, where  he  remained  until  June,  1922. 
He  had  sanatorium  treatment  continually  un- 
til his  admission  to  the  Lewis-Gale  Hospital 
April  14,  1924,  a period  of  seven  years.  His 
chief  complaint  on  admission  was  cough  and 
expectoration  of  pus,  with  temperature,  and 
accelerated  pulse,  loss  of  weight  and  poor  appe- 
tite. Had  had  chronic  cough  and  expectoration 
of  large  quantities  of  pus  and  blood  streaked 
sputum  at  times  since  1917.  First  pulmonary 
hemorrhage  was  seven  years  ago.  Had  two 
since  then.  Occasionally  had  remission  of 


cough  and  gained  weight,  but  periods  of  im- 
provement did  not  last  long.  At  time  of  ad- 
mission he  was  having  night  sweats,  was  fifteen 
pounds  underweight,  and  coughing  a great 
deal. 

This  case  was  carefully  worked  out  by  Dr. 
Watson,  diagnosed  as  unilateral  pulmonary  tu- 
berculosis of  the  left  lung  with  a very  slight 
involvement  of  the  apex  of  the  right  lung  and 
advised  to  have  an  extrapleural  thoracoplasty 
done  on  the  left  side.  Under  local  anesthesia, 
through  a long  incision  parallel  with  the  erec- 
tor spinae  muscle,  sections  of  all  of  the  ribs  on 
the  left  side  were  removed  from  the  second  to 
the  eleventh  inclusive.  He  stood  the  operation 
splendidly  and  apparently  had  little  shock  when 
he  left  the  operating  room.  The  following  day 
the  patient  developed  dyspnoea  and  rapid 
pulse.  Two  days  later  moisture  appeared  in 
the  contralateral  lung,  growing  progressively 
worse,  and  he  died  on  the  ninth  day. 

This  patient  died  because  in  our  enthusiasm 
we  over-estimated  his  endurance  and  did  too 
much  at  one  operation.  I report  this  case  to 
emphasize  the  fact  that  too  much  can  easily  be 
done  at  one  operation,  and  that  in  our  opinion 
parts  of  not  over  four  or  five  ribs  should  be  re- 
sected at  one  sitting.  In  ten  days  to  two  weeks 
more  ribs  may  be  removed  and  two  or  three 
weeks  later  the  operation  completed.  When 
this  precaution  is  taken,  the  operative  mortality 
will  be  exceedingly  low.  If  the  operation  is 
done  as  described,  laying  stress  on  the  import- 
ance of  doing  it  in  stages,  and  the  cases  are 
properly  selected,  only  those  being  operated  on 
which  do  not  respond  to  pneumothorax,  roughly 
speaking  85  per  cent  can  be  cured,  30  per  cent 
improved  and  probably  35  per  cent  unin- 
fluenced. With  this  method  of  treating  uni- 
lateral  pulmonary  tuberculosis  we  are  able  to 
cure  and  improve  65  per  cent  of  patients  who, 
if  left  alone,  will  soon  die. 


DELAYED  SECONDARY  HEMORRHAGE 

FOLLOWING  THE  OPERATION  OF 
TONSILLECTOMY.* 

By  J.  WARREN  WHITE.  A.  B.,  M.  D.(  Norfolk,  Va. 

Primary  and  secondary  hemorrhage  is  a 
matter  of  prime  importance,  so  long  as  the 
operation  of  tonsillectomy  is  done.  Hemor- 
rhage accompanying  the  procedure  may  be 
classified  as  follows: 

•Read  before  The  Eye,  Ear  and  Throat  Section,  Norfolk 
County  Medical  Society. 
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1.  Primary  hemorrhage  at  the  time  of  the 
operation. 

2.  Secondary  hemorrhage  coming  on  a few 
hours  to  twenty-four  hours  after  the  opera- 
tion. These  cases  are  really  not  secondary  at 
all,  but  are  simply  a continuation  of  the 
hemorrhage  that  occurs  at  the  time  of  opera- 
tion and  has  not  been  properly  controlled. 

3.  Delayed  secondary  hemorrhage  coming  on 
two  or  more  days  after  an  operation. 

Very  little  is  mentioned  in  literature  about 
delayed  secondary  hemorrhage.  It  is  always 
referred  to  as  very  rare  and  easily  controlled 
and  usually  ceases  spontaneous^.  Quoting 
from  Coaklev,  “In  case  secondary  hemorrhage 
does  take  place  it  is  only  necessary  to  remove 
clots  from  the  tonsillar  fossa  and  insert  a ball 
of  gauze  and  hold  it  there  for  a few  minutes 
with  the  linger  or  suitable  forceps.  We  have 
never  in  all  of  our  operative  experience  seen 
a case  of  tonsillar  hemorrhage  that  could  not 
be  controlled  in  this  manner.”  Quoting  from 
Loeb,  “Secondary  hemorrhage  occurring  in  two 
to  five  days  after  operation  is  not  frequent  and 
is  due  to  a detached  slough  or  erosion  which 
leaves  an  open  vessel.  It  usually  ceases  spon- 
taneously. Pressure  should  be  used  whenever 
it  occurs  and  the  patient  put  to  bed  for  a few 
days.  If  it  continues  in  spite  of  pressure,  the 
pillars  should  be  sutured  over  a pad  of  gauze 
or  the  bleeding  vessel  ligated.” 

Seven  cases  are  reported  that  have  occurred 
in  my  own  practice,  and  three  of  these  cases 
were  hemorrhages  of  a very  alarming  nature. 
Before  this,  delayed  secondary  tonsillar  hemor- 
rhage was  never  taken  very  seriously  as  it 
usually  ceases  spontaneously,  but  as  the  years 
of  my  practice  of  laryngology  have  increased 
the  greater  becomes  my  respect  for  delayed 
tonsillar  hemorrhage. 

The  usual  cause  assigned  is  a detached  slough 
or  erosion,  but  nothing  definite  in  a prophy- 
lactic measure  is  mentioned.  Preventive  meas- 
ures are  most  successfully  accomplished: 

1.  By  a careful  history  of  the  individual 
case,  a physical  examination,  and  the  determi- 
nation of  the  clotting  time  of  the  blood  pre- 
vious to  any  operative  procedures. 

2.  The  ligating  of  all  bleeding  points.  The 
tonsillar  fossae  should  be  dry  before  leaving 
the  table. 

3.  Rendering  the  tonsillar  fossae  more  asep- 
tic by  applying  fifty  per  cent  normal  tincture 
of  iodine  on  a cotton  pledget. 


The  technique  in  ligating  makes  it  simple 
and  easy  and  is  after  the  method  described  by 
Coakley  with  the  exception  he  uses  a slip  knot 
to  make  the  loop. 

Knot. — A straight  or  curved  hemostat  is 
used  to  pick  up  the  bleeding  vessel  depending 
upon  its  location.  Cat-gut  makes  the  best 
ligature,  but  linen  or  silk  may  be  used  if  pre- 
ferred. The  loop  should  be  large  enough  to 
slip  over  the  handles  of  the  hemostat  holding 


the  vessel.  It  is  important  that  the  knot 
should  be  drawn  tight  enough  to  make  the  free 
part  slide  with  friction.  The  non-slip  part 
of  the  loop  is  grasped  with  slightly  curved 
forceps  close  to  the  knot  and  the  free  end  cut 
off  close  to  the  forceps.  The  loop  now  is 
placed  over  the  handles  of  the  hemostat.  The 
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free  end  of  the  loop  in  one  hand  and  the  for- 
ceps in  the  other  hand  grasping  the  non-slip 
part  of  the  loop  makes  it  easy  gradually  to 
lessen  the  loop  in  size  by  pulling  lightly  on 
the  sliding  part.  The  loop  is  lessened  in  size 
and  with  the  forceps  it  is  placed  over  the  end 
of  the  hemostat  and  the  free  end  in  the  hand 
is  drawn  tight.  The  hemostat  is  removed  and 
the  free  end  is  tightened  slightly  more.  The 
free  end  of  the  ligature  is  cut  close  to  the  knot. 

Delayed  tonsillar  hemorrhage  is  undoubtedly 
due  to  an  infection  which  causes  a sloughing 
of  the  vessel  before  the  intima  has  become  fully 
sealed.  The  vessel  then  opens  again  and 
further  hemorrhage  takes  place,  which  may 
cease  spontaneously  or  may  be  of  a very  alarm- 
ing nature  requiring  the  most  skilful  atten- 
tion to  control.  If  the  clotting  power  of  the 
blood  is  high,  means  should  be  taken  to  im- 
prove same  before  undertaking  the  operation. 
This  may  be  accomplished  in  most  cases  by 
the  administration  of  calcium  salts.  Some 
surgeons  go  so  far  as  to  ignore  entirely  the 
clotting  time  of  the  blood  and  operate  regard- 
less. If  the  cases  reported  had  had  a faulty 
clotting  time,  doubtless  my  difficulties  in  sev- 
eral of  them  would  have  been  greatly  increased. 

From  one’s  personal  experience,  as  delayed 
tonsillar  hemorrhage  is  not  so  frequent,  it 
would  be  hard  to  show  that  any  particular 
method  of  prevention  had  any  value.  The 
method  suggested,  however,  is  along  the  line 
of  surgical  principles  adopted  elsewhere. 

Report  of  Cases 

1.  Mrs.  N.,  wife  of  a physician,  age  42  years, 
gave  a history  of  rheumatism  for  several  years. 
She  had  an  abdominal  operation  three  years 
previous  to  this  time,  and  gave  no  history  of 
excessive  bleeding.  Physical  examination 
negative.  Urinalysis:  no  albumen,  no  sugar. 
Blood:  hemoglobin  seventy-five  per  cent; 

coagulation-time  four  and  one-half  minutes. 

Tonsils  were  removed  under  one  per  cent 
novocaine  with  adrenalin,  with  very  little  loss 
of  blood.  The  operation  was  performed  in 
the  hospital,  and  she  remained  three  days. 
There  was  practically  no  bleeding  after  the 
operation  and  on  her  discharge  from  the  hos- 
pital there  was  an  exudate  covering  each  ton- 
sillar fossa.  She  left  the  city  and  on  the  sixth 
day  after  the  operation  I was  called  on  the 
long  distance  phone  and  told  that  during  the 
night  she  awoke  with  her  mouth  full  of  blood 
and  since  that  time  had  continued  to  bleed 


very  freely  and  that  the  physician  was  unable 
to  control  it.  She  was  brought  in  on  the  train 
and  taken  immediately  to  the  hospital.  The 
bleeding  was  entirely  from  the  left  tonsillar 
fossa.  I saw  her  at  4 P.  M.  and  remained  with 
her  until  9 P.  M.  before  the  hemorrhage  was 
controlled. 

2.  Mr.  J.,  age  34  years,  gave  a history  of 
sciatica  and  frequent  tonsillitis  for  several 
years.  Physical  examination  was  negative. 
Urinalysis:  no  albumen,  no  sugar.  Blood: 
hemoglobin  eighty  per  cent;  coagulation-time 
three  and  one-half  minutes.  Tonsils  were  re- 
moved under  one  per  cent  novocaine  with 
adrenalin,  with  very  little  loss  of  blood.  The 
operation  was  performed  in  the  hospital,  and 
he  remained  one  night.  At  4 A.  M.  on  the 
fourth  day  after  the  operation  he  was  awak- 
ened by  a hemorrhage  from  the  mouth.  I was 
unable  to  control  the  hemorrhage  at  his  home 
and  he  was  removed  to  the  hospital.  The 
hemorrhage  was  coming  from  both  tonsillar 
fossae,  and  was  very  profuse.  I remained  in 
the  hospital  with  patient  until  11  A.  M.  It 
was  with  great  difficulty  that  the  hemorrhage 
was  gotten  under  control.  The  hemorrhage 
was  not  checked  all  at  once  but  gradually  and 
he  continued  to  bleed  for  several  days  before 
the  bleeding  stopped  entirely. 

3.  Miss  C.,  age  54  years,  gave  a history  of 
rheumatism.  Physical  examination  was  nega- 
tive. Urinalysis : no  albumen,  no  sugar.  Blood  : 
hemoglobin  seventy-five  per  cent;  coagulation- 
time three  minutes.  Tonsils  were  removed  un- 
der one  per  cent  novocaine  with  adrenalin, 
with  very  little  loss  of  blood.  The  operation 
was  performed  in  the  hospital  and  she  re- 
mained five  days,  and  then  left  the  city.  Ex- 
amination at  the  time  of  her  discharge  from 
the  hospital  showed  a white  exudate  covering 
each  tonsillar  fossa.  The  seventh  day  after  the 
operation  she  had  a slight  hemorrhage  and  a 
physician  was  called  but  the  bleeding  stopped 
spontaneously  after  a clot  had  formed  in  the 
tonsillar  fossa. 

4.  Mr.  J.,  age  19  years,  gave  a history  of 
tonsillitis.  Physical  examination  was  negative. 
Tonsils  were  removed  by  the  Sluder  method 
under  ether  anesthesia  with  less,  bleeding  than 
usual.  He  remained  in  the  hospital  one  night 
and  the  next  day  went  home.  The  third  day 
after  the  operation  at  4.  P.  M.  I was  called  to 
the  home  for  a severe  hemorrhage  from  both 
tonsillar  fossae.  After  three  hours’  work,  hot 
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being  able  to  control  the  hemorrhage,  he  was 
taken  to  the  hospital,  and  it  was  with  great 
difficulty  that  the  hemorrhage  was  checked. 
It  was,  however,  the  next  day  before  the  bleed- 
ing was  absolutely  controlled. 

5.  Mrs.  McG.,  age  29  years,  gave  a history 
of  frequent  tonsillitis  and  rheumatism  for  two 
years.  Physical  examination  was  negative. 
Urinalysis : no  albumen,  no  sugar.  Blood : 
hemoglobin  eighty-five  per  cent;  coagulation- 
time  three  minutes.  Tonsils  were  removed  un- 
der one  per  cent  novocaine  with  adrenalin,  with 
very  little  loss  of  blood.  She  remained  in  the 
hospital  two  days.  The  sixth  day  after  the 
operation  at  4 A.  M.  she  was  awakened  by  the 
blood  in  her  mouth.  I was  immediately  noti- 
fied and  had  her  removed  to  the  hospital.  The 
hemorrhage  ceased  spontaneously. 

6.  Mr.  I).,  age  32  years,  gave  a history  of 
rheumatism  for  several  years.  Physical  exami- 
nation was  negative.  Urinalysis : no  sugar,  no 
albumen.  Coagulation-time  three  and  one- 
half  minutes.  Tonsils  removed  under  one  per 
cent  novocaine  with  adrenalin,  with  very  little 
loss  of  blood.  He  remained  in  the  hospital  one 
night  and  then  went  to  his  home.  Seven  days 
after  the  operation  he  was  re-admitted  to  the 
hospital  for  hemorrhage.  The  bleeding  was 
only  from  one  side  and  after  the  clot  was  re- 
moved and  pressure  applied  with  a sponge,  the 
bleeding  was  controlled. 

7.  S.,  age  9 years,  gave  a history  of  frequent 
attacks  of  tonsillitis.  Examination  showed 
enlarged  cervical  glands;  physical  examination 
otherwise  negative.  Urinalysis:  no  albumen, 
no  sugar.  Tonsils  removed  by  the  Sluder 
method  under  ether  anaesthesia.  He  remained 
in  the  hospital  one  night  and  was  then  taken 
home.  Three  days  after  the  operation,  he  was 
awakened  during  the  night  by  the  blood  in 
his  mouth.  I was  called  to  see  him,  but  the 
hemorrhage  ceased  spontaneously  after  a clot 
had  formed  in  the  tonsillar  fossa. 

The  cases  I have  reported  occurred  during 
the  course  of  a practice  of  eight  years,  and, 
although  they  are  rare,  it  makes  us  more  appre- 
hensive about  allowing  recent  operative  cases 
to  leave  the  city. 

Conclusions. 

1.  From  the  cases  reported,  delayed  tonsillar 
hemorrhage  is  not  prevented  by  the  coagula- 
tion-time of  the  blood  being  within  the  normal 
limits. 

2.  It  occurs  when  the  operation  is  performed 


under  general  and  local  anesthesia. 

3.  It  occurs  when  the  operation  is  performed 
under  ideal  conditions  in  the  hospital. 

4.  It  is  undoubtedly  due  to  an  infection. 
However,  when  it  does  occur,  the  hemorrhage 
is  more  easily  controlled  if  the  clotting  time 
is  normal. 

5.  According  to  the  surgical  principles 
adopted  elsewhere,  the  complication  will  be 
minimized  if  all  bleeding  points  are  ligated, 
thereby  making  the  tonsillar  fossae  dry  before 
leaving  the  table  and  rendering  the  fossae 
more  aseptic  by  applying  fifty  per  cent  normal 
tincture  of  iodine  on  a cotton  pledget. 
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THE  RATIONAL  TREATMENT  OF 
PNEUMONIA.* 

By  WARREN  T.  VAUGHAN,  M.  D„  Richmond,  Va. 

The  facilities  of  hospital  practice  permit 
more  careful  study  of  pneumonia  than  is  pos- 
sible in  general  practice,  and  we  must  there- 
fore look  to  the  hospital  workers  for  most  ad- 
vances in  therapeutic  procedure.  Nevertheless, 
it  is  the  general  practitioner  who  has  in 
charge  by  far  the  greater  number  of  indivi- 
duals ill  with  this  disease,  and  it  is  well  worth 
the  latter’s  time  to  keep  in  touch  with  newer 
therapeutic  developments  so  that  they  may  be 
applied  in  the  home.  Fortunately,  most  of 
the  recent  improvements  in  treatment  can  be 
utilized  in  the  home  as  easily  as  in  the  hospital. 
I shall  first  discuss  general  therapeutic  meas- 
ures and  later  turn  for  a moment  to  some  of 
the  more  recent  observations.  My  discussion 
will  have  to  do  particularly  with  lobar  pneu- 
monia, but  from  time  to  time  I shall  refer  to 
bronchopneumonia,  particularly  that  type 
which  appears  in  epidemic  disease. 

The  diagnosis  having  been  made,  the  first 
consideration  is  the  insurance  of  adequate  rest, 
and  supportive  treatment.  Rest,  both  physical 

•Read  before  the  Southside  Virginia  Medical  Association,  in 
Petersburg,  December  9.  1924. 
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and  mental,  is  all  important.  Those  of  us  who 
saw  epidemic  pneumonia  in  the  army  well 
know  the  disastrous  effects  of  evacuation  to 
base  hospitals  of  cases  diagnosed  as  influenza- 
pneumonia.  Those  allowed  to  remain  even  on 
the  stable  floor  of  their  billets,  and  made  as 
comfortable  as  possible,  frequently  did  better 
than  milder  cases  who  were  transferred  many 
miles  to  the  luxury  of  a hospital  bed. 

In  securing  adequate  rest,  the  services  of  a 
nurse  are  all  important.  It  is  usually  the  nurse 
who  pulls  a pneumonia  patient  through  to  a 
successful  convalescence.  The  doctor  insures 
all  facilities  for  a successfid  fight  but,  with- 
out the  aid  of  a well  trained  nurse,  the  physi- 
cian and  the  patient  are  both  working  under 
a decided  handicap. 

Rest  in  bed  with  fairly  abundant,  easily 
assimilated  food  and  plenty  of  liquids  is  the 
first  essential.  Whether  the  patient  lies  flat 
or  is  supported  on  a back  rest  is  governed  by 
his  comfort.  Some  patients  rest  easier  one 
way,  some  the  other.  The  use  of  a pneumonia 
jacket  to  limit  chest  excursion  depends  upon 
the  severity  of  the  pleuritic  pain.  The  patient 
should  not  be  examined  oftener  than  once  a 
day  and  the  room  should  be  cleared  of  anxious, 
long-faced  relatives.  Blistering  does  no  good 
and  interferes  with  careful  chest  examination. 
The  same  is  true  of  strapping. 

The  employment  of  open  air  treatment  varies 
with  the  type  of  pneumonia.  In  a long  series 
of  cases  at  the  Children's  Hospital  in  Boston, 
it  developed  that  the  death  rate  and  the  in- 
cidence of  complications  were  practically 
identical  in  two  series  of  lobar  pneumonia, 
one  treated  indoors,  the  other  outdoors.  As 
a rule,  however,  those  patients  with  lobar 
pneumonia  treated  in  the  open  air  were  less 
cyanosed  and  were  subjectively  more  comfort- 
able throughout  the  illness.  In  broncho- 
pneumonia the  case  is  far  different.  During 
the  early  days  of  the  1917  measles-pneumonia 
epidemic  in  the  U.  S.  Army,  when  cases  of 
bronchopneumonia  with  empyema  were  fre- 
quently mistaken  for  lobar  pneumonia,  treat- 
ment in  cold,  moist  air  was  disastrous.  The 
same  held  during  the  influenza  epidemic.  In 
bronchopneumonia  with  its  extensive  distribu- 
tion of  moisture  throughout  the  chest,  the  win- 
dows may  be  thrown  wide  open  to  insure  an 
abundance  of  fresh  air  but,  if  the  air  is  not 
warm  and  reasonably  dry,  the  patient  suffers. 


In  general  we  may  say  that  in  frank  lobar 
pneumonia,  open  air  treatment  is  preferable, 
but  that  in  bronchopneumonia,  the  air  must 
be  warm  and  fairly  dry. 

In  few  other  diseases  is  there  such  diversity 
of  opinion  as  to  the  proper  drugs  to  be  em- 
ployed. We  hear  of  stimulation  in  pneumonia. 
Stimulation  is  favorably  discussed  in  many  of 
the  leading  text-books.  In  the  majority,  how- 
ever, if  recommended  at  all,  it  is  advised  only 
around  the  crisis.  And  yet  how  many  of  us 
have  seen  patients  stimulated  with  various 
drugs  from  the  minute  the  diagnosis  is  made 
up  through  and  long  past  the  crisis,  even 
though  the  pain  and  increased  carbon  dioxide 
content  of  the  blood  are  forms  of  stimulation, 
rarely  equalled  by  the  drugs  administered. 
Strychnin  is  given,  as  a rule,  for  its  effect  on 
the  eardio-vascular  system  and  yet  only  poi- 
sonous doses  influence  the  blood  pressure.  Cam- 
phorated oil  is  still  frequently  administered. 
It  is  a question  whether  it  has  any  effect  what- 
soever beyond  the  purely  local  one.  Alcohol 
has  been  used  on  the  erroneous  assumption  that 
it  is  a cerebral  stimulant.  In  a series  of  sev- 
eral thousand  cases  studied  at  the  Massa- 
chusetts General  Hospital  over  a period  in 
which  many  forms  of  treatment  were  followed, 
it  was  discovered  that,  irrespective  of  other 
methods  used,  about  half  of  the  cases  had  re- 
ceived whiskey  and  half  had  not,  and  the 
death  rate  was  approximately  equal  in  both. 
Thus,  if  one  feels  the  necessity,  particularly 
for  the  peace  of  mind  of  the  relatives  for  the 
administration  of  some  drug  at  stated  inter- 
vals, whiskey  might  logically  be  employed  for 
its  food  value  and  as  a placebo.  But  we  shall 
see  that  there  are  more  efficacious  drugs.  In 
the  rare  case  where  a respiratory  stimulant  is 
really  indicated,  caffeine  is  probably  the  best 
drug  available. 

Digitalis  has  been  introduced  in  the  routine 
treatment  of  lobar  pneumonia,  chiefly  on  the 
findings  of  Cohn,  that  in  about  ten  per  cent  of 
cases  there  develops  either  transient  auricular 
fibrillation  or  flutter.  The  patient  is  thor- 
oughly digitalized  during  the  first  few  days 
so  that,  if  cardiac  arrhythmia  supervenes,  no 
time  will  be  lost  in  producing  full  digitalis 
effect.  It  is  probable,  also,  that  the  drug  has 
some  effect  on  heart  muscle  as  is  indicated  by 
changes  in  the  T-wave  of  the  electrocardio- 
gram, in  pneumonia  cases.  In  lobar  pneu- 
monia there  is,  then,  justification  for  the  routine 
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use  of  digitalis,  giving  one  gram  in  the  first 
two  days  and  repeating  the  course  on  the  fifth 
and  sixth  days.  On  the  other  hand,  we  can 
produce  rapid  digitalis  effect  by  intramuscular 
or  intravenous  injections,  and  there  is  equal 
justification  for  withholding  the  drug  until  in- 
dications for  its  use  arise. 

The  one  drug  whose  use  in  my  opinion  has 
tided  over  many  a case  of  pneumonia,  even  at 
the  crisis,  is  morphine  or  codein.  The  patient 
does  not  need  stimulation,  he  needs  rest.  He 
is  receiving  plenty  of  stimulation  from  the 
pathologic  condition  itself.  He  has  a long 
hard  fight  in  prospect.  If  he  does  not  receive 
adequate  rest,  his  endurance  will  be  insufficient. 
In  my  own  work,  I see  that  the  patient  sleeps 
at  night,  either  with  codein  or  preferably  with 
morphine. 

The  administration  of  oxygen,  particularly 
in  cvanosed  cases,  is  probably  life  saving  at 
times.  The  more  striking  results  are  obtained 
in  bronchopneumonia  where  there  is  consider- 
ably frothy  exudate  in  the  alveoli  and  extend- 
ing up  into  the  bronchi.  During  the  war 
Hoover  studied  cyanosis  and  dyspnoea  in 
gassed  soldiers.  Foam  in  the  exudate  of  the 
alveoli  interferes  with  the  normal  transfer  of 
oxygen  and  carbon  dioxide  between  the  alveo- 
lar air  and  the  blood.  Any  portion  of  the 
respiratory  membrane  which  is  covered  by 
alveolar  air  foam  is  deprived  of  its  normal 
respiratory  function,  both  for  the  escape  of 
carbon  dioxide  and  for  the  absorption  of 
oxygen.  If  a lobe  of  the  lung  is  filled  with 
this  foam,  the  surface  area  for  gaseous  inter- 
change is  no  longer  the  very  large  area  of  the 
respiratory  epithelium  of  the  lobe,  but  the 
cross  section  of  the  bronchus  leading  to  the 
lobe — the  surface  area  of  the  foam  in  the 
bronchus.  Hoover  showed  that  gassed  soldiers, 
whose  lungs  contained  much  alveolar  foam, 
when  breathing  pure  oxygen,  recovered  within 
a few  minutes  from  their  cyanosis  but  obtained 
no  relief  from  the  associated  dyspnoea.  Within 
these  few  minutes  the  pure  oxygen  had  been 
well  mixed  with  and  absorbed  in  the  alveolar 
foam,  thence  gaining  access  to  the  blood  and 
relieving  the  cyanosis.  But  the  concentration 
of  carbon  dioxide  in  the  foam  remained  the 
same  as  when  atmospheric  air  was  being 
breathed  and  the  amount  in  the  blood  remained 
unchanged,  so  the  dyspnoea  persisted. 

Stadie,  among  others,  has  been  especially  in- 
terested in  the  treatment  of  pneumonia  with 


oxygen  and  has  obtained  promising  results  in 
both  lobar  and  bronchopneumonia.  Among 
his  conclusions  he  noted  that  the  use  of  an 
oxygen  chamber  in  the  treatment  of  pneumonia 
patients  makes  it  possible  to  administer  this 
gas  for  long  periods  of  time  under  exactly 
known  conditions.  The  medical  and  nursing 
care  of  the  patient  is  greatly  facilitated.  Pro- 
longed inhalation  of  oxygen  varying  from 
forty  to  sixty  per  cent  appears  to  be  without 
harm.  Oxygen  administered  to  intensely 
anoxemic  patients  almost  immediately  clears 
up  this  anoxemia.  Cyanosis  disappears  with 
the  anoxemia. 

Barach  has  demonstrated  the  inefficiency  of 
oxygen  administration  by  the  usual  funnel 
method  and  has  devised  a simple  portable  ap- 
paratus which  gives  adequate  concentration  of 
oxygen.  Oxygen  given  through  a nasal  cathe- 
ter is  fairly  well  utilized  and  causes  surpris- 
ingly little  discomfort. 

Means  and  Barach  summarize  their  obser- 
vations on  the  symptomatic  treatment  of  pneu- 
monia in  stating  that  the  outstanding  feature 
is  the  respiratory  battle,  with  resultant  great 
strain  upon  the  respiratory  and  circulatory 
mechanisms.  The  patient  is  confronted  with 
necessity  for  increased  pulmonary  ventilation 
and  with  a pulmonary  bellows  of  reduced 
efficiency  with  which  to  accomplish  this  added 
ventilation.  He  has  a greater  ventilatory 
oxygen  demand,  with  decreased  facilities  for 
obtaining  it.  Factors  causing  increased  oxygen 
demand  are  the  increased  metabolic  rate  from 
pyrexia,  acidosis,  deficient  circulation,  and  as 
we  have  discussed  above,  anoxemia.  On  the 
other  hand  the  vital  capacity  of  the  lungs  is 
decreased  by  consolidation,  edema,  plueral  pain, 
and  often,  also  by  abdominal  distention. 

Besides  the  use  of  oxygen  in  anoxemic  cases, 
these  workers  also  recommend^the  administra- 
tion of  alkali  to  combat  the  more  or  less  hypo- 
thetical acidosis.  The  urine  is  usually  strongly 
acid  from  excretion  of  organic  acids,  and 
alkali  is  given  until  the  urine  is  no  longer 
acid,  care  being  taken  that  an  excess  is  not 
administered,  with  resultant  alkalosis. 

All  cases  of  lobar  and  bronchopneumonia 
should  have  the  sputum  studied  in  a search  for 
Type  I pneumococcus.  The  value  of  immune 
serum  in  Type  I pneumococcus  infection  is  not 
universally  conceded,  but  when  one  has  ob- 
served time  and  again  a fall  of  temperature  to 
normal  by  crisis  within  twenty-four  hours 
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after  the  starting  of  intensive  serum  treat- 
ment, one  feels  that  there  must  be  some  logic 
to  the  procedure.  Every  case  of  Type  I pneu- 
monia should  receive  the  benefit  of  immune 
serum.  The  patient  should  always  be  first  tested 
for  sensitization  to  horse  serum. 

On  the  contrary,  serum  should  not  be  ad- 
ministered without  preliminary  typing,  and 
polyvalent  serum  should  not  be  used.  If  the 
case  is  not  one  of  Type  I pneumonia,  the 
serum  does  no  good  and  at  about  the  time  of 
crisis,  when  every  available  resource  is  needed 
by  the  patient  to  pull  himself  through,  an 
attack  of  serum  sickness  may  be  the  deciding 
factor  in  a fatal  termination. 

We  anticipate  further  improvements  in 
specific  therapy  from  the  use  of  pneumococcus 
antibody  extract. 

Vaccine  treatment  during  the  acute  course 
of  lobar  or  bronchopneumonia  is  mentioned 
only  to  be  unequivocally  condemned.  The  pro- 
cedure as  commonly  employed  is  illogical  and 
no  statistics  have  been  adduced  to  show  definite 
achievements  with  this  method.  Rosenow, 
who  was  one  of  the  first  advocates  of  vaccine 
therapy,  states  emphatically  that,  although  he 
still  believes  that  the  use  of  so-called  sensitized 
vaccines  may  have  a place  in  the  treatment  of 
the  acute  disease,  the  utilization  of  ordinary 
vaccines  is  entirely  contrary  to  his  teaching. 
A personal  communication  from  a leading 
physician  who  has  been  particularly  inter- 
ested in  focal  infection,  states  that  in  his  ex- 
perience the  therapeutic  use  of  either  stock  or 
autogenous  mixed  vaccines  subcutaneously  ad- 
ministered has  resulted  in  no  appreciable  bene- 
fit in  the  treatment  of  acute  infectious  diseases 
or  in  chronic  general  diseases. 

Expectorants  are  illogical  in  lobar  pneu- 
monia. There  is  little  inflammation  of  the 
bronchial  mucosa  and  the  adding  of  a mucous 
secretion  to  the  serous  exudate  which  the  pa- 
tient is  raising  only  increases  the  work  to  be 
accomplished. 

A most  important  function  performed  by 
the  physician  is  in  the  early  recognition  and 
treatment  of  complications.  A frequent  and 
sometimes  serious  complication  is  the  develop- 
ment of  abdominal  distention.  Much  of  the 
patient's  respiration  is  carried  on  with  the 
diaphragm  and,  if  the  abdomen  becomes  dis- 
tended, by  so  much  will  the  respiration  be- 
come further  impeded.  In  his  daily  examina- 
tion it  is  as  important  for  the  physician  to 


examine  below  the  diaphragm  as  above.  Daily 
enemas  given  routinely  from  the  onset  are 
preferable  to  cathartics,  because  the  latter  are 
more  liable  to  produce  distention  and  to  be 
followed  by  some  degree  of  depression. 

Time  does  not  permit  detailed  discussion  of 
the  various  complications  which  must  be  borne 
in  mind,  but  chief  among  these  are  serofibrinous 
pleurisy  and  empyema.  To  a trained  observer, 
X-ray  examination  is  usually  not  neceessary 
for  diagnosis,  although  of  extreme  value  for 
following  progress.  Even  relatively  small 
pockets  of  pus  can,  as  a rule,  be  recognized  by 
one  of  sufficient  experience  in  this  particular 
field.  I would  caution  against  unnecessary  and 
repeated  needling  of  the  chest,  but  insist  that  if 
one  is  relatively  certain  from  his  examination 
that  fluid  is  present,  a single  negative  result 
from  thoracentesis  is  not  conclusive. 

Summary 

Rational  therapy  in  any  disease  involves  one 
or  more  of  three  modes  of  attack.  The  first  is 
the  removal  of  the  cause  whenever  this  may  be 
accomplished;  the  second,  the  removal  of  the 
pathologic  process  resulting  from  the  activity 
of  the  causative  agent;  the  third,  the  relief 
of  individual  symptoms  as  they  may  arise  in 
the  course  of  the  illness,  whether  they  be  due 
directly  to  the  causative  agent  or  whether  they 
result  from  the  anatomical  changes  in  the 
pathologic  process. 

First,  with  regard  to  removal  of  the  cause 
which  in  the  disease  under  consideration  is 
usually  the  pneumococcus : we  must  treat  the 
disease  as  a contagious  disease,  bearing  in  mind 
that  the  pneumococcus  may  remain  viable  for 
over  one  month  in  the  dust.  It  has  been  re- 
covered from  the  dust  of  the  room  in  which 
the  patient  is  sick  in  fifty  per  cent  of  trials. 
The  first  element  in  treatment  is  then  prophy- 
lactic so  that  we  may  prevent  infection  of 
others.  This  applies  particularly  to  infection 
with  fixed  type  pneumococci.  Immune  serum 
and  antibody  extract  are  remedial  agents  whose 
activity  is  directed  against  the  causative  agent. 
We  have  no  thoroughly  satisfactory  therapeu- 
tic drug.  Optochin  or  ethvlhydrocuprein,  a 
quinine  derivative,  destroys  the  pneumococcus, 
but  in  a certain  number  of  cases  has  caused 
optic  atrophy  and  its  use  is  scarcely  justifiable 
at  present.  It  has  recently  been  put  upon  the 
market  in  slightly  altered  form  under  a dif- 
ferent name. 

In  the  therapeusis  of  lobar  pneumonia  we 
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are  unable  to  carry  out  the  second  procedure 
in  rational  therapy,  namely,  the  removal  of  the 
pathologic  process.  There  is  no  way  in  which 
we  may  physically  remove,  as  hy  operation, 
the  pneumonic  exudate.  In  the  case  of  compli- 
cations such  as  empyema  this  may  be  done. 

Under  symptomatic  therapy  we  may  enumer- 
ate supportive  treatment  in  general.  Adequate 
rest,  physical  and  mental,  with  sedatives  as  in- 
dicated; a light  diet  with  forced  fluid;  daily 
enemas  to  prevent  distention  and,  should  this 
occur,  the  application  of  turpentine  stupes; 
temperature  baths  only  for  hyperpyrexia; 
oxygen  for  the  cyanosis,  alkali  for  acidosis, 
digitalis  for  evidences  of  circulatory  embar- 
rassment; and,  for  pain,  a pneumonia  jacket, 
either  hot  water  bottle  or  ice  cap,  morphine 
or  codein;  abundant  fresh  air  for  lobar  pneu- 
monia, warm  fresh  air  in  bronchopneumonia. 

I would  stress,  particularly,  careful  obser- 
vation for  complications  above  and  below  the 
diaphragm. 

707  Medical  Arts  Building. 

ECLAMPSIA  NUTANS  (SALAAM  CON- 
VULSIONS). REPORT  OF  CASE.* 

By  SAMUEL  NEWMAN,  M.  D.,  Danville,  Va. 

Convulsions  occur  more  frequently  in  in- 
fancy and  early  childhood  than  in  any  other 
period  of  life.  To  designate  convulsions  dur- 
ing infancy  as  eclampsia  infantum , a term 
which  is  still  found  in  some  text-books  on 
pediatrics,  is  not  carrying  our  diagnostic  acu- 
men very  far,  and  is  not  conducive  to  the  giv- 
ing our  little  patients  the  benefit  of  certain 
therapeutic  procedures  which  have  been  evolved 
by  the  modern  rapid  development  of  pediatrics. 

A complete  analysis  and  differentiation  of 
the  broad  symptom  complex  of  convulsions  in 
the  light  of  highly  specialized  etiologic  mo- 
ments will  be  particularly  necessary  if  one  is 
called  upon  to  state  the  prognosis  of  a case. 
It  will  be  impossible  for  me  to  discuss  here 
the  very  important  chapter  of  convulsions  in 
infancy.  It  is  my  object  to  present  to  you  the 
case  record  of  a very  interesting  and  rare  type 
of  convulsions.  The  discussion  of  this  case 
will  carry  with  it  also  a brief  outline  or  classi- 
fication of  convulsions  from  the  etiologic  stand- 
point. 

Case  Report. 

M.  R.  C.,  a white  female  child  of  eighteen 
months,  was  first  seen  in  consultation  with 

•Read  before  the  South  Piedmont  Medical  Society,  at  Dan- 
ville, Va.,  November  18,  1924. 


Dr.  M.  E.  Hundley,  Martinsville,  Va.,  on 
August  15,  1924.  She  was  a second,  full  term, 
normal  delivery  with  a birth  weight  of  six  and 
one-half  pounds.  Was  breast  fed  exclusively 
until  the  ninth  month;  weaned  at  one  year. 
First  tooth  at  six  months;  sitting  up  at  seven 
months;  walking  at  sixteen  months;  not  talking 
yet;  grasping  and  handling  toys.  During  the 
fifth  month  baby  swallowed  a pin;  passed  it 
out  in  the  stool  without  having  caused  any 
trouble.  During  the  eighth  month  she  had 
grippe  and  bronchitis.  Child  is  on  a rational 
diet. 

Present  Illness.  During  the  first  six  months 
of  the  baby’s  life  nothing  abnormal  was  noticed. 
During  the  seventh  month,  child  began  to  drop 
the  head  forward.  This  she  did  once  a day 
and  it  was  always  accompanied  with  rolling 
of  both  eyes.  Immediately  after  this  spasm 
the  child  voided.  This  condition  continued  up 
to  the  thirteenth  month.  During  the  thirteenth 
mqnth  the  child  had  such  spasm  after  each 
nap,  about  three  during  the  day.  During  the 
spasms  the  child  would  throw  or  jerk  her  hands 
and  feet  and,  at  the  end,  make  a crowing  in- 
spiration. Child  never  got  blue  during  such 
spasms.  The  intelligence,  the  mother  thinks, 
is  deteriorating;  the  child  is  not  able  to  learn 
new  things  as  she  used  to;  does  not  speak,  but 
is  constantly  making  noises  in  plaintive  tones. 

During  the  fifteenth  month  the  child  was 
examined  by  a pediatrician.  The  thj^mus 
gland  was  irradiated  twice  with  X-rays  at  an 
interval  of  three  weeks;  she  was  also  treated 
for  tetany.  Soon  after  the  X-ray  irradia- 
tions, mother  thought  the  condition  improved; 
however,  it  soon  returned  to  the  way  it  was 
before  treatment. 

Family  History.  Mother  is  twenty-eight 
years  of  age,  father  is  thirty-nine;  no  con- 
sanguinity. Father  has  an  arrested  case  of 
pulmonary  tuberculosis;  suffers  occasionally 
from  insomnia.  The  first  child  is  two  and  one- 
half  years  old  and  is  perfectly  normal.  No  his- 
tory of  insanity,  alcoholism,  epilepsy  or  lues 
given.  Mother  regards  heredity  on  both  sides 
as  good. 

Physical  Examination.  Color  of  skin  and 
mucous  membranes  is  normal;  turgor  of  skin, 
and  subcutaneous  fat  are  normal ; muscular  de- 
velopment is  good.  No  adenopathy  of  any 
kind;  skeleton,  genitalia,  heart  and  lungs  are 
normal.  Liver  and  spleen  not  palpable.  Nose, 
throat,  and  eye-grounds  were  examined  by 
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specialist  and  were  found  normal.  Examina- 
tions of  the  nervous,  sensory  and  motor  systems 
does  not  reveal  abnormality.  No  stigmata  of 
degeneration  of  any  kind;  circumference  of 
head  is  three  (3)  centimeters  larger  than  that 
of  chest.  Child  does  not  speak;  mental  pro- 
cesses seem  slow  for  child  of  this  age.  Urine 
contained  pus.  Temperature  was  practically 
normal.  Spinal  fluid  Wassermann  was  nega- 
tive; Roentgen  plate  does  not  show  any  en- 
larged thymus  (at  least,  in  width). 

Description  of  Spasm.  I waited  for  the  child 
to  go  to  sleep  and  for  her  spontaneous  awaken- 
ing. When  the  child  aroused  she  sat  up  on 
the  bed  and  fell  over  on  her  face  in  a series 
of  six  or  eight  motions,  extending  the  upper 
arms  somewhat  rigidly  outwards  and  back- 
wards. The  child  did  not  pass  any  urine  or 
feces  during  or  after  this  convulsion  or  spasm. 

Diagnosis.  In  attempting  to  diagnose  any 
convulsions  or  spasm  in  infancy  and  childhood, 
it  is  best  to  make  a mental  or  written  outline 
of  all  the  possible  causes  of  convulsions  or 
spasm  and  then  see,  from  the  evidence  obtain- 
able at  time  of  first  examination  and  subse- 
quent examinations,  into  what  class  and  sub- 
group the  particular  case  may  fit.  All  convul- 
sions may  be  divided  into  three  main  groups, 
as  follows : 

I.  Organic  Convulsions.  Convulsions  oc- 
curring under  this  group  are  conditioned  upon 
a lesion  or  inflammation  in  the  central  nervous 
system.  The  subdivisions  are  : 

1.  Inflammatory  conditions  of  the  brain. 
These  are  always  associated  with  fever,  at  least 
at  the  beginning  of  the  trouble. 

(a)  Meningitis  (various  types). 

(b)  Encephalitis  (various  types). 

(c)  Lues  of  the  brain'  (in  infancy  it  is  mani- 
fested as  hydrocephalus;  in  older  children,  as 
paralysis). 

(d)  Hydrocephalus  chronicus  (congenital  or 
acquired) . 

2.  Circulatory  and  vascular  disturbances. 

(a)  Hyperemia. 

(b)  Stasis  (in  terminal  stages  of  broncho- 
pneumonia, heart  defects,  etc.) 

(c)  Anemia  and  circulatory  asthenia  of  the 
brain. 

(d)  Emboli  (in  heart  lesions,  dipththeria, 
etc.) 

(e)  Hemorrhages  (whooping  cough,  severe 
infections,  lues). 

(f)  Thrombi. 


(g)  Sinus  thrombosis  (otitis,  sepsis,  and  nu- 
tritional disturbances). 

(h)  Traumatic  injuries. 

II.  Functional  Convulsions.  Convulsions 
classed  under  this  group  are  caused  by  condi- 
tions outside  the  central  nervous  system.  These 
are  very  frequent  during  the  first  three  or  four 
years  of  life,  but  not  so  later  in  life.  This  group 
may  be  subdivided  thus: 

(a)  Endogeneous  toxic  convulsions  (alimen- 
tary intoxication,  uremia,  etc.) 

(b)  Exogenous  toxic  convulsions  (drugs,  al- 
cohol, metallic  poisons,  etc.) 

(c)  Hematogenous  infections. 

III.  Idiopathic  Convulsions.  Under  this 
heading  are  included  all  those  convulsions 
which  are  due  neither  to  a gross  organic  lesion 
in  the  central  nervous  system,  nor  to  an  assign- 
able cause  outside  the  central  nervous  system. 
The  most  that  we  can  say  under  the  present 
status  of  our  knowledge  is  that  the  convulsions 
are  conditioned  upon  an  abnormal  irritability 
of  the  central  nervous  system.  Under  this 
group  the  following  are  included: 

(a)  Tetany,  or  spasmophilia. 

(c)  Genuine  epilepsy  (grand  mal  and  petit 
mal) . 

(d)  Eclampsia  nutans,  or  Salaam  convul- 
sions. 

(e)  Hysteric  convulsions. 

(f)  Narcolepsy. 

(g)  Affected  convidsion  (tantrums). 

From  this  classification  it  will  be  seen  that 

our  case  belongs  in  the  group  of  idiopathic  . 
convulsions.  That  this  condition  is  of  extreme 
rarity  may  be  judged  from  the  fact  that  a very 
careful  search  for  a discussion  or  mere  mention 
of  eclampsia  nutans  revealed  so  far  only  two 
references  in  the  English  language,  one  by 
Crozier-Griffith1  and  the  other  by  Thompson.2 
In  German  pediatric  literaure  I found  only 
two  references  to  this  condition.  In  a work  of 
960  pages3  specifically  devoted  to  nervous  dis- 
eases of  infancy  and  childhood,  no  mention  is 
made  of  eclampsia  nutans. 

The  making  of  the  diagnosis  was  enabled  by 
witnessing  the  presentation  of  a few  such  cases 
by  Prof.  Zappert,  in  Vienna,  and  by  a clear 
description  of  this  condition  by  Finkelstein.4 

1.  Crozier-Griffith,  J.  P. : Diseases  of  Infants  and  Children. 
W.  B.  Saunders  Co.,  1919. 

2.  Thompson,  John : Clinical  Types  of  Convulsive  Seizures 

in  Very  Young  Babies,  Brit.  M.  J,  2:697,  1921. — (Abstract  of 
Nelson’s  Loose-Leaf  Research  Service). 

3.  Bruns,  Cramer  and  Ziehen : Manual  of  Nervous  Diseases 

in  Children,  Julius  Garger,  Berlin,  1912. 

4.  Finkelstein,  H. : Diseases  of  Infancy,  Julius  Springer. 

Berlin,  1921. 
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In  looking  for  cases  of  eclampsia  nutans  one 
must  be  careful  not  to  mistake  it  for  spasmus 
nutans.  Similarly,  one  must  not  mistake  a case 
of  spasmus  nutans  for  eclampsia  nutans.  Fin- 
kelstein  emphasizes  very  strongly  the  possi- 
bility of  mistaking  one  condition  for  the  other. 
Spasmus  nutans  is  not  quite  so  rare  in  pediatric 
practice,  and  in  the  larger  clinics  one  may 
come  across  such  a case  quite  often.  Spasmus 
nutans  is  a condition  in  which  continuous  or 
intermittent  bending  or  rotating  of  the  head 
occurs  occasionally,  with  horizontal  or  rotary 
nystagmus.  When  the  head  is  fixed  the  spasm 
becomes  more  pronounced.  The  etiology  of 
spasmus  nutans  will  not  be  touched  upon  here; 
but  it  is  very  important  to  know  the  prognosis 
of  either  condition.  Spasmus  nutans  is  a harm- 
less condition  and  it  passes  away  with  certainty 
after  months  of  duration.  The  prognosis  of 
eclampsia  nutans  is  invariably  bad.  Finkel- 
stein  says:  ‘‘The  continued  observation  of  the 
children  affected  with  eclampsia  nutans  teaches 
that  there  is  transition  of  this  condition  to 
epilepsy  with  or  without  idiocy,  or  a develop- 
ment of  difficult  organic  brain  lesions.  There 
seems  occasionally  to  be  a relationship  between 
this  condition  and  syphilis.” 

In  our  case  the  relationship  to  syphilis  is 
not  borne  out  either  by  the  clinical  or  the 
laboratory  examination.  As  far  as  I know  at 
present,  January,  1925,  the  child’s  condition 
did  not  improve. 


VINCENT’S  ANGINA  OR  ULCERO- 
MEMBRANOUS TONSILLITIS— 
DIAGNOSIS  AND  TREATMENT. 

By  WILBUR  M.  BOWMAN.  M.  D„  Petersburg,  Va. 

The  purpose  of  this  article  is  to  compile  in  a 
concise  form  the  more  or  less  scattered  abstracts 
on  Vincent’s  angina  and  to  bring  to  the  at- 
tention of  the  physician  an  infection  which  is 
apparently  infrequent,  the  reason  being  due 
undoubtedly  to  the  fact  that  the  cases  are  over- 
looked or  wrongly  diagnosed.  This  point 
could  perhaps  not  be  more  strongly  emphasized 
than  to  report  briefly  several  such  instances. 
An  author  states  a case  which  was  treated  first 
as  syphilis,  later  as  diphtheria.  Autopsy,  how- 
ever, showed  the  typical  organisms  of  Vin- 
cent’s angina  in  the  throat.  In  another  case 
a surgeon  was  about  to  operate  on  a colored 
patient  for  a necrosed  jaw  bone  when  it  was 
suggested  that  the  case  might  be  Vincent’s. 
Smears  from  the  throat  were  examined  which 


revealed  numerous  Vincent’s  organisms.  Re- 
cently, a colored  youth  was  sent  to  the  hospital 
with  a diagnosis  of  mastoiditis,  but  smears 
stained  with  methylene-blue  showed  the  typi- 
cal spironema  vincentii  and  bacillus  fusiformis. 

N omencl  ature. — Vincent’s  angina  is  the  re- 
cipient of  a wide  and  varied  nomenclature. 
Some  of  the  common  titles  are  trench  mouth, 
ulcero-membranous  tonsillitis,  ulcerative  sto- 
matitis, pseudomembranous  angina,  etc. 

Definition. — A feebly  contagious  disease 
caused  by  an  actively  motile  spirillum  and  a 
non-motile  fusiform  bacillus  affecting  the  ton- 
sils and  uvula,  less  frequently  the  mouth  and 
pharynx,  or  lips,  and  characterized  by  the  for- 
mation of  a yellowish-gray  false  membrane, 
and  in  marked  cases,  ulceration  extending  into 
the  submucosa,  fetor  of  the  breath,  salivation, 
the  constitutional  symptoms  being  as  a rule 
relatively  mild. 

History  and  Bacteriology.  — Ulcero-mem- 
branous tonsillitis  was  first  described  by  Vin- 
cent, and  by  him  attributed  to  a fusiform  bacil- 
lus which  he  described,  although  a spirillum 
was  found  associated  with  it.  Vincent’s  ob- 
servations have  since  been  confirmed,  and  it  has 
been  shown  that  the  spirillum  is  a degenerative 
form  of  the  bacillus.  Vincent's  bacillus  is 
about  twice  as  long  as  the  Ivlebs-Loeffler  bacil- 
lus. It  is  thin,  with  pointed  ends,  sometimes 
bent,  and  non-motile;  it  does  not  stain  by 
Gram’s  method.  The  organism  is  slightly 
swollen  in  the  middle  and  consequently  re- 
ferred to  as  a spindle-shaped  bacillus.  The 
bacillus  stains  unequally  and  gives  a granular 
appearance.  The  spirochete  is  very  delicate 
and  is  much  smaller  than  the  treponema  pal- 
lidum in  syphilis.  Its  undulations  are  less 
pronounced  than  the  syphilitic  organisms.  It 
stains  much  fainter  with  Loeffler’s  methylene- 
blue  than  the  bacillus.  The  fusiform  bacillus 
is  occasionally  found  alone;  the  spirillum, 
never  alone.  The  organism  is  found  in  smears 
from  the  affected  tonsil,  in  making  which  it 
is  recommended  to  go  deeply  into  the  necrotic 
tissue,  since  the  superficial  parts  are  crowded 
with  other  bacteria.  It  is  grown  with  diffi- 
culty and  only  upon  special  media.  The  or- 
ganisms may  be  easily  demonstrated  by  stain- 
ing the  gently  dried  smears  with  Loeffler’s 
methvlene-blue  solution  for  three  to  five  min- 
utes, washing  off  the  excess  stain,  blotting,  and 
then  examining  under  the  microscope  with  oil 
immersion  lens. 
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In  the  examination  of  a case  of  Vincent's 
disease  that  has  just  recently  developed,  the 
slide  will  show  numerous  fusiform  bacilli  and 
a few  scattered  spirochetes.  At  the  height  of 
the  disease  the  spirochetes  and  bacilli  are 
equally  numerous.  After  the  case  is  put  on 
treatment  the  bacilli  become  less  numerous 
while  there  is  a big  decrease  in  the  spirochetes. 
After  continued  treatment  the  slide  will  be 
negative. 

Predisposing  Causes , Transmission  and  F re- 
queue!/.— Some  of  the  more  important  predis- 
posing factors  which  make  possible  a success- 
ful bacterial  invasion  may  be  enumerated  ac-' 
cording  to  Buehler  as  follows:  1.  General 

neglect  of  oral  hygiene;  2.  Faulty  crown  and 
bridge  work;  3.  Poorly  inserted  fillings; 
4.  Traumatic  mal  occlusion. 

The  disease  is  disseminated  by  direct  or  in- 
direct contact,  as  from  mouth  to  mouth,  by 
drinking  cups,  eating  utensils,  tooth  brushes, 
etc. 

It  is  seen  with  greater  frequency,  especially 
since  the  World  War.  The  disease  is  much 
more  frequent  in  children  over  ten  years  of 
age  than  in  those  younger,  and  in  children  un- 
der ten  it  is  very  mild  in  form,  with  rapid 
recovery. 

Pathology. — The  pathological  picture  natur- 
ally depends  upon  the  stage  at  which  the  con- 
dition is  seen.  You  may  get  ulceration  and 
sloughing  of  the  gums,  soft  palate,  tonsil, 
pharynx,  or  simply  a yellowish-gray  deposit 
on  the  mucous  membranes.  Cases  have  been 
observed  in  which  the  process  caused  a per- 
foration of  the  hard  palate  or  destruction  of 
the  pharyngeal  wall  and  necrosis  of  the  adja- 
cent vertebrae.  The  inflammation  resembles 
somewhat  croupous,  tonsillitis.  The  tonsil  is 
covered  with  a dirty,  yellowish  exudate  which 
may  be  mistaken  for  diphtheria.  There  is 
superficial  necrosis,  and  when  this  tissue  is 
wiped  away  with  a swab,  bleeding  occurs.  The 
denuded  area  is  soon  covered  by  new  membrane. 
The  lymph  glands  at  the  angle  of  the  jaw  are 
usually  swollen.  The  cheek  may  appear  much 
swollen  in  well  advanced  cases. 

More  recent  experiments  in  the  country  lead 
to  the  division  of  the  infection  into  three 
phases : 

1.  An  acute  form  characterized  by  inflam- 
mation throughout  the  mouth,  intensified  along 
the  margin  of  the  gums,  which  undergo  slough- 
ing, this  stage  being  accompanied  by  pain. 


2.  The  subacute  form  in  which  there  is  con- 
gestion of  the  gums  and  membranes  of  the 
mouth  without  sloughing  or  pain. 

3.  A chronic  infection  with  little  evidence 
of  the  disease  save  a fairly  large  number  of 
the  organisms  underneath  the  margins  of  the 
gums. 

From  the  usual  pathological  findings  a 
writer  has  noted  the  following  variations: 

1.  The  bright  red  line  of  demarcation  of 
the  ulcerated  surface  instead  of  terminating 
abruptly  may  continue  into  the  areolar  mucosa. 

2.  The  gingival  margins  may  be  intact  and 
not  necrotic,  but  the  entire  affected  gum  cya- 
notic, somewhat  bloated,  and  extremely  pain- 
ful to  touch. 

3.  In  the  margin  of  a flap  of  gum  overlying 
a pre-existing  pvorrheal  pocket  which  is  the 
site  of  acute  Vincent’s  angina,  the  red  line  of 
demarcation  is  not  visible.  More  than  one 
bacterial  examination  may  be  necessary  to  find 
the  organisms. 

Symptoms.  — The  symptoms  vary  as  to 
whether  the  condition  is  the  acute,  subacute, 
or  chronic  form.  The  acute  form  is  accom- 
panied hy  pain  while  the  subacute  and  chronic 
forms  are  not  as.  a rule.  One  of  the  distin- 
guishing features  to  be  remembered  is  that 
the  constitutional  symptoms  which  accompany 
other  forms  of  tonsillitis  are  either  slight  or 
absent  altogether  in  Vincent’s  infection.  The 
patient  may  complain  of  sore  and  bleeding 
gums  or  slight  sore  throat  on  swallowing. 
The  breath  has  a characteristic  fetid  odor 
and  often  there  is  profuse  salivation.  The 
enlarged  cervical  lymph  nodes  are  usually  ten- 
der. The  systemic  or  secondary  involvement 
that  may  be  present  depends  entirely  upon 
the  length  of  duration  of  the  disease,  the  viru- 
lence of  the  organisms,  and  the  resistance  of 
the  individual.  In  cases  involving  the  tonsils 
and  which  present  engorged  lymphatics  the 
temperature  is  invariably  above  normal.  It  is 
well  to  bear  in  mind  the  fact  that  the  patho- 
logical findings  are  far  out  of  proportion  to 
the  symptoms. 

Course. — The  average  duration  of  the  dis- 
ease is  given  as  from  one  to  three  weeks  for 
complete  disappearance  of  all  clinical  indica- 
tions of  the  disease.  The  writer  obtained  in 
one  case,  however,  a permanent  negative  slide 
for  the  Vincent’s  organisms  six  hours  after 
treatment  was  started  and  the  patient  was  en- 
tirely free  of  all  symptoms  within  three  days. 
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One  attack  is  likely  to  be  followed,  months 
or  even  a few  years  later,  by  a recurrence. 
One  author  on  the  subject  reports  twenty- four 
healed  cases  out  of  twenty  five  within  five  and 
one-half  days  after  a single  injection  of  some 
arsenic  compound.  According  to  some  authors, 
recovery  from  the  ulcerative  stomatitis  of  Vin- 
cent's infection  may  occur  within  eight  to 
fifteen  days.  A few  cases  may  reach  the  phy- 
sician too  far  advanced  for  curative  treatment, 
or  others  through  mistaken  diagnosis  may  re- 
sult fatally.  In  a series  of  125  cases  of  Vin- 
cent’s angina  an  author  reports  three  fatal 
cases. 

Diagnosis. — The  chief  interest  in  ulcero- 
membranous tonsillitis  lies  in  the  diagnosis, 
although  it  is  not  an  infrequent  disease.  As 
a general  rule  the  ulceration,  sloughing,  or 
membranous  deposit,  together  with  salivation, 
characteristic  fetor  of  breath,  enlarged  and 
slightly  tender  lymph  glands  of  the  neck,  the 
marked  lack  of  constitutional  symptoms  in 
proportion  to  the  pathological  findings,  and 
the  demonstration  of  the  bacillus  fusiformis 
and  spironema  vincentii  will  serve  to  dis- 
tinguish this  disease  from  closely  related  ones. 

A differential  diagnosis  must  be  made  chiefly 
from  syphilis , diphtheria , and  croupous  ton- 
sillitis. The  differential  diagnosis  between 
syphilis  and  Vincent's  angina  may  be  impos- 
sible until  a positive  Wassermann,  a general 
rash,  or  other  stigmata  of  syphilis  make  their 
appearance.  The  infection  may  be  associated 
with  chancre  of  the  tonsil  and  in  this  case  the 
tonsils  are  edematous  and  painless,  but  the  dis- 
ease alone  has  a characteristic  odor,  is  ushered 
in  with  slight  general  symptoms,  and  is  slightly 
painful.  F urthermore,  the  organisms  may  be 
found  by  proper  bacteriological  methods.  In 
diagnosing  from  diphtheria,  we  find  in  Vin- 
cent’s angina  that  the  exudate  is  soft  and  fri- 
able and  has  a great  tendency  to  ulcerate  the 
tonsils.  Again,  the  lack  of  constitutional  symp- 
toms together  with  the  bacterial  examination 
will  aid  in  distinguishing  this  disease  from 
diphtheria.  It  is  said  that  the  spirochete  and 
fusiform  bacillus  are  found  in  one-quarter 
of  the  cases  of  diphtheria.  Croupous  tonsil- 
litis is  more  often  bilateral,  painful,  with  gen- 
eral symptoms,  and  exhibits  follicular  plugs, 
while  Vincent’s  angina  is  often  unilateral  and 
associated  with  superficial  ulceration. 

Treatment. — Since  there  is  such  a diversity 
as  to  methods  and  the  numerous  drugs  used  in 


treatment  of  this  condition,  the  writer  at- 
tempts to  state  in  a few  brief  words  those 
which  seem  to  be,  from  an  experimental  stand- 
point at  least,  the  most  applicable  and  efficient. 

In  the  treatment  of  125  cases  among  Ameri- 
can troops  in  France  by  a physician,  best  re- 
sults were  obtained  by  the  local  application 
of  salvarsan  and  methylene-blue  used  alter- 
nately. A five  per  cent  solution  of  picric  acid 
has  been  recommended  as  efficient.  Another 
author  speaks  of  excellent  effects  following  the 
application  of  carbol-fuchsin  stain  in  infective 
diseases  of  the  gums  observed  at  the  Naval  Air 
Station,  Pensacola,  Florida.  This  treatment 
has  been  found  very  effective,  even  in  obstinate 
cases,  it  is  claimed. 

Attention  is  also  called  to  the  striking  suc- 
cess which  has  been  obtained  from  the  appli- 
cation of  Churchman’s  mixture,  which  is  com- 
posed of  neutral  acriflavine  and  genitan  violet. 
While  the  dyes,  neutral  acriflavine  and  rivanol, 
both  derived  from  acridine,  are  useful  in  the 
treatment  of  this  disease,  they  are  not  so  effi- 
cient as  Churchman’s  mixture  which  is  com- 
mercially known  as  acriviolet. 

Another  author  reports  successful  treatment 
of  twenty-five  cases  of  ulcerative  stomatitis 
due  to  the  infection  with  Vincent’s  organisms 
in  children  over  one  year  of  age  with  an  in- 
travenous injection  of  some  arsenic  compound. 
In  eight  cases  Boroman’s  solution  was  used 
locally  in  addition.  One  of  the  patients  died 
shortly  after  the  injection  from  an  intercurrent 
disease.  The  lesions  in  the  other  twenty-four 
cases  were  healed  on  an  average  of  five  and  one- 
half  days  after  a single  injection. 

The  local  application  of  salvarsan  together 
with  the  intravenous  injection  is  a method  used 
which  is  claimed  to  give  the  most  satisfactory 
results.  An  author  states,  however,  that  there  is 
not  a uniform  opinion  as  to  the  specific  thera- 
peutic value  in  the  treatment  of  Vincent’s  with 
arsphenamine,  as  he  has  repeatedly  had  throat 
specialists  tell  him  that  this  or  that  case  did 
not  clear  up  after  “606”  treatment.  In  a re- 
cent article  a physician  claims  dramatic  results 
in  the  treatment  of  the  disease  by  intravenous 
injections  of  5 c.c.  of  a one  per  cent  solution 
of  antimony  and  potassium  tartrate.  Several 
physicians  recommend  fresh  sodium  perborate 
solution  as  a mouth  wash  during  the  acute 
stage  of  Vincent’s  angina.  This  should  be  used 
at  intervals  of  half  an  hour  or  less.  Hydrogen 
peroxide  diluted  with  a mild  alkaline  solution 
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may  also  be  used,  but  it  is  not  so  effective  as 
sodium  perborate.  In  connection  with  this, 
local  applications  to  the  ulcerated  surfaces  are 
of  value,  but  irritative  drugs  should  be  avoided. 
One  of  the  arsphenamine  preparations  may  be 
used,  or  an  aqueous  solution  of  iodine  in  combi- 
nation with  a twenty  per  cent  solution  of  sil- 
ver nitrate.  After  the  acute  stage  subsides,  the 
teeth  should  be  thoroughly  cleansed  by  a 
dentist,  and  sources  of  irritation  removed;  in 
some  cases  extraction  of  diseased  teeth  is  in- 
dicated. 

Another  author  describes  the  treatment  of 
Vincent’s  angina  with  a saturated  solution  of 
sodium  perborate  and  with  the  dry  powder. 
This  method  was  successfully  used  by  himself 
and  other  physicians  in  El  Paso.  Texas,  for 
ten  years,  where  the  disease  is  of  comparatively 
frequent  occurrence.  A physician  recently  in- 
formed me  that  all  of  his  cases  of  Vincent’s 
angina  treated  with  sodium  salicylate,  fifteen 
grains  every  three  hours,  in  combination  Avith 
a carbolic  mouth  wash  have  cleared  up  within 
a week. 

The  most  successful  treatment  is  one  which 
avoids  any  destruction  of  tissue ; whereas  picric 
acid,  silver  nitrate,  iodine,  and  a long  list  of 
antiseptics  injure  tissue.  prevent  the  develop- 
ment of  young  granulations,  and  keep  up  an 
irritation  which  tends  to  prolong  the  disease. 
Sodium  perborate  is  a perfectly  harmless  drug 
and  one  advantage  over  arsenic  preparations 
is  that  it  can  be  used  as  a mouth  wash  without 
injury  to  the  teeth. 

The  writer  has  followed  a routine  in  the 
successful  treatment  of  a number  of  cases  that 
have  come  under  his  observation  at  the  Peters- 
burg Hospital,  and  each  case  has  been  closely 
followed  by  bacterial  examination,  using 
Loeftler’s  methylene-blue  as  the  stain.  The 
organisms  have  permanently  disappeared  as 
early  as  six  to  ten  hours  after  treatment  was 
started  as  well  as  a definite,  in  fact,  a mar- 
velous change  in  the  pathological  picture. 
The  method  used  is  to  put  the  patient  to  bed, 
use  ordinary  infective  disease  precautions,  and 
give  either  a liquid  or  a light  diet  according 
to  the  severity  of  the  infection.  The  following 
morning  a saline  cathartic  is  administered. 
The  necrotic  material  is  first  removed  as  gently 
as  possible  with  a cotton  SAvab  saturated  with 
a mixture  containing  neutral  acriflavine,  five 
per  cent,  gentian  violet,  two  per  cent,  and 
metliylene-blue,  two  per  cent.  The  free  mar- 


gins of  the  gums  and  all  pockets  should  be 
washed  out  with  this  solution,  a blunt  needle 
being  used.  The  use  of  the  tooth  brush  should 
be  temporarily  discarded  to  avoid  injury  of 
the  gums,  using,  however,  as  a mouth  wash 
or  gargle  a two  per  cent  solution  of  sodium  ^ 
perborate  every  half  hour  to  an  hour,  best  em- 
ployed by  dissolving  one-quarter  of  a tea- 
spoonful of  the  poAvder  in  tAvo  ounces  of  water 
at  the  time  of  using.  Application  of  the  dye 
mixture  should  be  repeated. three  to  four  times 
a day  as  a mouth  and  throat  SAvab  until  all 
clinical  evidences  of  the  infection  have  dis- 
appeared, folloAving  which  the  teeth  are  care- 
fully scaled  superficially;  whereupon  the 
sodium  perborate  solution  is  continued  as  a 
mouth  Avasli  and  for  cleansing  the  teeth  with 
a tooth  brush  for  approximately  tAvo  months. 

It  is  most  important  to  bear  in  mind  the  fact 
that  the  general  pathological  condition  will 
long  haA'e  cleared  up  and  present  an  excep- 
tionally excellent  appearance,  but  the  patient 
should  never  be  discharged  as  cured  until  a 
negatiAre  slide  is  obtainable,  thereby  obviating 
a recurrence  as  well  as  transmission. 

The  systemic  treatment  is  not  to  be  neglected, 
and  in  those  cases  with  systemic  involwment 
the  writer  administers  seA’eral  doses  a day  of 
elixir  salicylic  compound.  In  severe  obstinate, 
or  far  ach^anced  cases,  it  is  also  advisable  to 
use  one  or  two  intraA’enous  injections  of  sal- 
varsan. 

After  the  disappearance  of  all  clinical  eA*i- 
dences  of  the  infection,  tonsillectomy  is  indi- 
cated as  well  as  the  remoA'al  of  diseased  teeth 
and  all  sources  of  irritation.  Physicians  are 
to  be  warned  that  operath’e  work  had  best  be 
postponed  until  making  sure  by  the  micro- 
scope of  the  absence  of  the  specific  organism. 
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CASE  OF  ENORMOUSLY  ENLARGED 
ESOPHAGUS." 

By  BLANTON  P.  SEWARD,  M.  D„  Richmond,  Va. 

IV.  H.  S.,  white,  male,  age  51,  married 
twenty-eight  years,  came  to  the  office  of  Dr. 
Manfred  Call,  with  whom  I am  associated,  on 
April  12,  1924.  He  had  had  “indigestion, 
stomach  and  liver”  trouble  foir  twenty-five 
years.  Frequently  he  felt  a “lump  at  the  lower 
end  of  the  breastbone.”  Hot  salts  on  arising 
in  the  morning  gave  some  relief.  No  pain  was 
associated  with  the  symptoms,  though  he  felt 
pain  through  the  left  chest  one  year  ago. 
Fifteen  years  ago  his  physician  washed  out 
his  stomach  regularly  for  one  year.  In  Febru- 
ary, 1924.  he  had  an  attack  of  “acute  indiges- 
tion.” At  the  same  time  he  felt  a lump  in  the 
left  side  of  his  chest,  and  his  stools  were  dark. 
His  general  health  was  fairly  good.  He 
weighed  122  pounds,  and  he  stated  that  this 
was  the  highest  he  had  ever  weighed. 

Gastro-Intestinal  History:  At  the  time  of 
examination  his  appetite  was  diminished.  The 
empty  stomach  was  comfortable  except  for 
the  “hung-up  feeling.”  Food  relief  was  varia- 
ble, often  causing  pressure,  fulness  and  disten- 
tion. He  was  troubled  with  marked  flatulence, 
with  eructations  and  passage  of  gas  by  bowel. 
There  was  no  constipation,  the  bowels  moving 
regularly  twice  a day.  He  also  suffered  with 
pruritus  ani. 

Cardio- Respiratory  System : Dyspnea  noted 
after  exertion,  marked  pain  in  the  left  chest 
one  year  ago,  occasional  palpitation,  and  arrhy- 
thmia were'  the  only  significant  symptoms 
elicited. 

♦Reported  at  a meeting  of  the  Richmond  Academy  of  Medicine, 
December  9,  1924. 


Genito-Drinarv : Three  or  four  voidings 

daily,  none  during  the  night.  Voiding  was  ac- 
companied with  irritation  occasionally,  but 
there  was  never  any  pain. 

In  the  organs  of  special  sense  there  was 
nothing  significant. 

Past  History : Typhoid  fever  in  1915,  last- 
ing four  months  and  a relapse.  Sciatica  seven 
years  ago,  and  again  five  years  ago.  Never  had 
tonsillitis.  He  was  susceptible  to  colds.  One 
year  ago  he  was  operated  on  for  fistula  in  ano 
by  Dr.  Terrell. 

Physical  Examination:  Mouth,  nose  and 
ears  were  negative  except  for  some  scaling  in 
the  external  auditory  canals.  Heart  and  lungs 
were  negative.  The  abdomen  showed  tender- 
ness in  the  right  iliac  region  with  cutaneous 
hvperaesthesia.  Tenderness  increased  in  left 
lateral  posture.  Slight  lower  right  dorsal 
tenderness.  Knee  jerks  were  active.  Rectal 
examination  was  negative. 

Laboratory  Examinations:  Hemoglobin.  80 
per  cent : erythrocytes,  4,240,000 ; leucocytes, 
5,000.  Differential  count : polymorphonuclears, 
50;  small  lymphocytes,  46;  large  lymphocytes, 
1 : eosinophiles,  3.  AVassermann  was  negative. 
Urinalysis  was  negative.  Feces:  Blood  posi- 
tive to  the  benzidene  test,  but  negative  to  the 
guaiac  test. 

AVe  did  not  feel  that  our  findings  were  suffi- 
cient to  account  for  the  patient’s  symptoms,  and 
we  did  not  wish  further  labortorv  examina- 
tions until  an  X-ray  study  could  be  made.  Dr. 
Fred  M.  Hodges  made  the  gastro-intestinal 
examination  on  April  18th,  and  I shall  give  his 
report : 

“Esophagus — shows  marked  spasm  of  the 
eardia  with  extreme  dilatation  of  the  esopha- 
gus. Shows  a retention  of  about  50  per  cent 
in  six  hours,  and  a twenty-four  hour  retention 
of  about  25  per  cent.  Do  not  believe  the  esoph- 
agus ever  entirely  empties  itself.  Could  not 
get  enough  solution  in  the  stomach  to  make  a 
satisfactory  examination,  but  found  no  pathol- 
ogy. 

“There  was  slight  tenderness  over  appendix 
area,  but  this  was  not  marked. 

“Gall-bladder  and  twenty-four  hour  colon 
examination  negative.” 

The  patient  was  sent  to  Dr.  Chevalier 
Jackson,  of  Philadelphia,  for  esophagoscop3r. 
On  May  8th,  endoscopy  was  done  and  the  fol- 
lowing findings  reported: 

“Thoracic  esophagus  enormously  dilated. 


1925| 


VIRGINIA  MEDICAL  MONTHLY. 


Mucosa  chronically  inflamed  and  covered  with 
a pasty,  yellowish  covering.  Lower  portion  of 
thoracic  esophagus  filled  with  whitish,  pulpy 
material  having  the  odor  of  stale  food,  with 
no  odor  of  stomach  contents.  Floor  of  thoracic 
dilatation  covered  with  too  much  pasty  food 
for  examination  of  hiatus.”  “Duration  of 
operation:  two  minutes,  seventeen  seconds." 

Second  endoscopic  examination  on  May  14th  : 

“Esophagus  quite  clean  and  free  from  food: 
an  enormous  pouch  lined  with  chronically  in- 
flamed mucosa : much  less  pasty  than  at  the 
last  examination  in  the  only  portion  previously 
inspected.  Large  folds  crowd  in  from  hiatal 
esophagus : they  can  be  moved  aside  and  the 
esophagoscope  passes  through  the  abdominal 
esophagus  without  hesitance.”  “Duration  of 
operation : two  minutes,  thi’ee  seconds.” 

“Esophagoscopic  diagnosis : Preventriculo- 
sis.” 

Treatment:  After  the  endoscopic  examina- 
tions, hydrostatic  treatment  was  begun.  The 
patient  swallowed  a good  sized,  strong  string, 
one  end  of  which  was  attached  to  the  vest  while 
the  other  end  passed  through  the  intestine. 
On  the  first  swallowing  of  the  string,  it  did  not 
enter  the  stomach  during  the  ten  days  which 
elapsed.  The  body  was  manipulated,  that  is, 
bent  alternately  in  different  directions  by  the 
attendants.  Finally,  the  string  passed  through 
the  cardia.  The  string  having  passed  through 
the  pouch,  a dilating  bougie  was  threaded  to 
the  upper  end,  introduced  into  the  cardia,  filled 
with  water,  and  allowed  to  remain  there  for 
two  to  three  minutes,  thus  stretching  the  car- 
diac sphincter.  He  spent  the  next  ten  days 
at  home  with  the  string  in  situ,  after  which 
he  went  back  for  the  second  treatment.  As  it 
was  not  necessary  for  the  string  to  remain  in 
longer,  it  was  removed  after  this  treatment. 
Eight  such  treatments  have  been  carried  out, 
the  patient  swallowing  the  string  the  night 
before  the  dilating  is  to  be  done.  After  the 
third  treatment  the  patient  noticed  marked 
improvement  in  his  symptoms.  During  an 
interval  of  three  months  between  each  of  the 
last  two  treatments,  there  was  no  return  of 
his  former  symptoms. 

As  we  wished  to  check  the  amount  of  dilata- 
tion, Dr.  Hodges  X-rayed  him  on  October  28th, 
two  weeks  before  the  last  treatment,  and  gave 
the  following  report: 

“Esophagus  almost  completely  empty  in  a 
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few  minutes.  Shows  nothing  like  as  much  di- 
latation as  in  previous  examination.” 

This  man  now  is  symptomatically  well,  and 
the  measurement  of  the  esophagus  shows  its 
transverse  diameter  reduced  to  one-half  its 
original  size. 

The  unique  features  in  this  particular  case 
are : 

I.  The  long  existence  of  the  dilatation  which 
was  the  cause  of  his  indigestion.  Whether  the 
condition  was  congenital  or  acquired  in  early 
years  is  not  known.  However,  there  is  no 
doubt  but  that  the  dilatation  increased  with 
years  due  to  the  cardiospasm  and  retention  of 
food  in  the  esophagus.  When  the  stomach  tube 
was  used  fifteen  years  ago  it  is  most  probable 
that  the  dilatation  was  washed  out  instead  of 
the  stomach. 

II.  The  absence  of  the  loss  of  weight.  In 
spite  of  the  retention  of  food  in  the  esophagus 
for  many  hours,  and  the  retention  of  some  food 
all  the  time,  yet  a sufficient  quantity  passed 
through  the  cardia  and  his  nutrition  was  pre- 
served. In  all  reported  cases  we  have  reviewed, 
marked  emaciation  occurred. 

III.  The  complete  symptomatic  relief  gained 
by  the  hydrostatic  treatments.  After  the  third, 
there  was  marked  improvement,  and  after  the 
fifth  the  symptoms  were  completely  relieved. 

IV.  The  reduction  of  the  dilatation  to  one- 
half  its  original  size  in  less  than  six  months. 

V.  The  value  of  the  X-ray.  The  condition 
had  been  obscure  for  years,  and  would  have 
remained  obscure  but  for  the  X-ray  examina- 
tion. After  this  was  made,  proper  treatment 
could  be  directed,  and  after  it  had  been  carried 
out,  the  X-ray  again  rendered  valuable  service 
in  checking  up  the  amount  of  dilatation. 

Many  cases  of  idiopathic  dilatation  of  the 
esophagus  with  cardio-spasm  have  been  re- 
ported in  this  and  European  countries.  As  to 
the  cause  of  the  condition,  we  are  lacking  in 
a definite  explanation.  If  we  consider  the 
anatomy  and  physiology  of  the  esophagus,  a 
more  definite  idea  of  its  pathology  may  be 
brought  about.  The  esophagus  is  supplied  by 
the  vagus  and  sympathetic  nerves.  These  two 
nerves  form  a plexus  in  which  groups  of  gang- 
lion cells  lie  between  the  muscular  coats  of  the 
esophagus.  From  this  plexus  fibers  pass  out 
to  supply  the  muscle,  while  others  go  to  the 
submucous  tissue,  forming  a secondary  plexus. 
The  cardiac  sphincter  receives  motor  and  in- 
hibitory fibers  from  the  vagus,  and  inhibitory 
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fibers  from  the  sympathetic  system.  It  is  also 
supplied  from  an  intrinsic  plexus,  plexus  of 
Auerbach,  which,  as  in  other  parts  of  the  ali- 
mentary tract,  is  capable  of  regulating  the 
movements  of  the  musculature  independently 
of  the  extrinsic  nerves.  The  tonic  contraction 
of  the  sphincter,  which  occurs  when  the  stom- 
ach contains  food,  is  done  reflexly  through  the 
intrinsic  plexus,  the  reflex  being  stimulated  by 
the  acid  of  the  gastric  contents.  As  the  peris- 
taltic wave  passes  down  the  esophagus,  the 
lower  portion  relaxes  and  the  bolus  passes 
through  into  the  stomach. 

Many  cases  of  esophageal  dilatation  are  said 
to  be  congenital  and  live  for  years  before  symp- 
toms arise.  Probably  in  the  majority,  the  dila- 
tation is  acquired.  The  explanation  offered 
by  certain  German  investigators  for  the  dilata- 
tion is  that  there  is  a disturbance  in  the  balance 
or  reciprocal  relations  between  the  vagus  and 
sympathetic  nerves,  or  a functional  disturbance 
of  the  local  ganglion.  Anything  injuring 
either  the  nerve  or  the  muscle  may  disturb  the 
balance  between  the  nerves.  These  investiga- 
tors report  autopsies  in  which  they  found  de- 
generation of  the  vagus  nerve. 

Stuart  Circle  Hospital. 


X-RAY  DIAGNOSIS  IN  GASTRIC  AND 
DUODENAL  ULCER.* 

By  L.  FREELAND  MAGRUDER,  M.  Ph„  M.  D.,  Norfolk,  Va. 

Last  year  I presented  a paper  before  the 
Surgical  Section  of  this  Society  on  the  X-ray 
diagnosis  of  gastric  and  duodenal  ulcer, 
showing  a series  of  plates  on  which  the  X-ray 
diagnosis  of  ulcers  of  various  types  had  been 
made  and  confirmed  at  operation.  Rather  than 
repeat  at  this  time  the  showing  of  plates,  it 
might  be  well  to  consider  the  question  from  a 
different  angle. 

The  upper  right  quadrant  of  the  abdomen 
has  been  spoken,  of  with  much  feeling  and  not 
without  reason  as  “Hell’s  fourth  acre.”  The 
complex  innervation  of  the  viscera  is  such  that 
this  region  is  pointed  out  by  the  patient  to  the 
examining  physician  in  all  types  of  abdominal 
pathology,  in  lung  pathology,  in  pathology  of 
the  heart  and  aorta,  as  well  as  that  of  the 
central  nervous  system. 

Patients  suffering  distress  in  the  upper  right 
quadrant  who  have  not  had  a diagnosis  made 
or  who  have  been  operated  upon  without  relief 
are  seen  daily.  Duodenal  and  gastric  ulcers 

•Read  before  the  Norfolk  County  Medical  Society,  October 
13,  1924. 


probably  lead  the  field  in  causative  pathology. 
All  diagnostic  aids,  then,  should  lie  utilized  in 
arriving  at  a correct  diagnosis.  What  contri- 
bution can  X-ray  make  in  determining  a diag- 
nosis? The  answer  to  this  question  is  the  pur- 
pose of  this  paper. 

Every  stomach  examination  should  include 
a careful  fluoroscopic  examination  of  the  chest. 
Adhesions  at  the  costo-phrenic  and  cardio- 
phrenic  angles,  the  diaphragmatic  excursion, 
the  size  and  position  of  the  heart  and  aorta 
should  be  noted.  By  this  routine,  unsuspected 
pathology  above  the  diaphragm  is  frequently 
demonstrated.  The  passage  of  the  opaque  meal 
through  the  oesophagus  and  its  entrance  into 
the  stomach  gives  valuable  information  in 
many  cases,  not  only  as  to  oesophageal  but 
gastric  pathology  as  well. 

The  barium-filled  stomach  should  be  thor- 
oughly studied  under  the  fluoroscope  both  in 
the  standing  and  in  the  prone  position.  The 
size,  shape  and  position  of  the  stomach  should 
be  noted.  In  passing,  I would  like  to  say  in 
reference  to  the  position  of  the  stomach  that 
I am  of  the  opinion  that  it  is.  a mistake  to  tell 
the  average  patient  that  they  have  a gastro- 
ptosis  or  enteroptosis.  You  can  stand  on  the 
street  corner  and  pick  out  the  individuals  who 
will  show  ptosis  without  the  trouble  of  having 
them  rayed.  Unless  the  ptosis  is  responsible 
for  delay  in  emptying  time,  it  is  usually  not 
worthy  of  comment.  Directing  a patient’s  at- 
tention to  ptosis  is  frequently  productive  of 
placing  them  in  a neurotic  class.  A large  num- 
ber of  plates,  seldom  less  than  twelve,  should 
be  made  in  the  prone  position,  and  one  or  more 
in  the  standing  position. 

It  is  estimated  that  about  ninety  per  cent 
of  gastric  ulcers  are  located  on  the  lesser  curva- 
ture. If  these  ulcers  involve  only  the  mucosa, 
and  are  not  indurated,  they  may  escape  de- 
tection altogether  or  may  be  only  suspected  by 
the  functional  behavior  of  the  stomach.  Ulcers 
with  induration  or  scar  tissue  on  the  stomach 
margins,  notably  the  lesser  curvature,  are  as 
a rule  easily  diagnosed. 

The  small  percentage  of  gastric  ulcers  on 
the  anterior  and  posterior  walls  are  often 
missed  or  diagnosed  on  presumptive  evidence, 
such  as  delay  in  emptying  time.  Duodenal 
ulcers  with  induration  present  a fairly  char- 
acteristic X-ray  finding  and  are  seldom  missed. 
In  a certain  class  of  patients  with  high  trans- 
verse stomach,  the  duodenal  cap  often  fails 
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to  fiii  well,  and  no  opinon  may  be  given  as  to 
its  condition.  In  my  experience,  I have  seen 
few  cases  which  showed  both  a gastric  and 
duodenal  ulcer.  This  combination  must  be 
extremely  rare.  I should  like  to  hear  some- 
thing on  this  point  brought  out  in  the  dis- 
cussion. 

During  the  past  few  years  there  has  been 
steady  improvement  in  the  technique  of  gastro- 
intestinal radiography,  as  well  as  a more 
highly  developed  acumen  of  interpretation. 
As  time  goes  on  there  will  be  further  refine- 
ments which  will  add  to  the  practical  value 
of  this  diagnostic  procedure. 

If  one  is  interested  in  the  advancement  of 
X-ray  diagnosis  in  gastro-intestinal  pathol- 
ogy, they  may  look  back  to  the  work  of  the 
immortal  Caldwell  who  “died  that  others 
might  live,”  published  in  nineteen  hundred  and 
four. 

In  discussing  the  oesophagus,  Caldwell,  in 
this  master  work  of  the  time,  says,  “The  X-ray 
is  seldom,  if  ever,  of  any  value  in  the  diag- 
nosis of  abnormal  conditions  of  the  oesopha- 
gus. The  walls  of  this  canal  offer  so  little 
resistance  to  the  rays  that  they  cast  no 
shadow.”  In  discussing  the  abdomen,  he  says, 
“In  the  region  below  the  diaphragm  radio- 
graphs may  be  satisfactorily  used  for  showing 
the  lumbar  vertebrae,  for  detecting  stones  in 
the  kidneys,  ureters  or  bladder  and  for  detect- 
ing bullets.  The  stomach  and  intestines  offer 
so  little  obstruction  to  the  rays  that  they  do 
not  produce  any  shadows  upon  the  plate.”  He 
remarks,  further,  “it  has  been  suggested  that 
the  stomach  be  inflated  with  air,  and  that  a 
little  bismuth  be  insufflated  upon  its  walls 
through  an  instrument  such  as  is  used  by  stom- 
ach specialists.” 

In  a voluminous  text  of  twelve  hundred 
pages  published  a few  years  later  by  an  author 
not  so  well  known  as  Caldwell,  we  find  a print 
of  a bismuth-filled  stomach  which  the  author 
explains  is  “giving  symptoms  because  of  its 
fish-hook  shape  combined  with  ptosis.”  Yet 
in  our  present  time  it  is  quite  evident  that 
there  is  a glaring  duodenal  ulcer  shown  to 
which  the  author  lias  not  called  attention  in 
the  explanatory  note. 

The  distinction  of  being  the  first  to  admin- 
ister an  opaque  meal  for  Roentgen  examina- 
tion of  the  stomach  belongs  to  Dr.  Francis  H. 
Williams,  of  Boston.  In  1901,  he  writes  of 
his  technique  as  practiced  in  1897. 


It  is  my  opinion  that  an  ulcer  belonging  in 
the  surgical  class  is  seldom  missed  by  X-ray 
examination  in  competent  hands.  At  the  same 
time,  I believe  that  many  cases  with  ulcer  in- 
volving the  mucosa  alone  are  missed  and  are 
permitted  to  advance,  the  patient  having  been 
given  a sense  of  false  security.  Personally,  I 
believe  that  a patient  who  has  not  been  edu- 
cated as  to  symptoms  and  who  presents  the 
classical  symptom  of  pain  and  food  relief 
should  be  considered  as  a probable  ulcer  case 
regardless  of  X-ray  findings. 

In  conclusion,  I would  like  to  give  you  three 
quotations.  The  first  is  from  an  internist,  Dr. 
Cabot,  who,  in  an  address  before  the  recent 
meeting  of  the  American  Roentgen  Ray  So- 
ciety in  Boston,  said,  “In  a review  of  my 
weekly  clinic  records  I have  found  that  the 
family  history  has  had  least  value,  and  that 
the  X-ray  findings  more  than  any  other  diag- 
nostic aid,  have  led  me  to  a correct  diagnosis, 
yet  I warn  that  the  X-ray  findings,  must  not 
stand  alone.” 

The  second  quotation  is  from  one  of  my  old 
teachers,  Rudolph  Matas,  a surgeon,  who  has 
never  written  a sentence  which  might  not  be 
studied  with  profit.  In  an  article  published 
in  September  of  this  year.  Prof.  Matas  writes, 
“But  it  is  also  certain  that  the  benefits  which 
have  accrued  from  the  very  simplicity  and 
rapidity  of  roentgenological  diagnosis  are  not 
unmixed  blessings.  Here,  as  in  other  regions 
of  the  body  which  have  been  made  translucent 
by  roentgen  rays,  the  tendency  of  the  prac- 
titioner is  to  accept  the  verdict  of  the  roent- 
gen laboratory  unconditionally,  with  little  or 
no  effort  to  correlate  the  findings  of  the  lab- 
oratory with  the  clinical  evidence,  and  not  to 
question  the  possible  fallacy  of  the  roentgen 
interpretation.  In  this  way  the  time  honored 
Hippocratic  habit  of  observation  and  the  culti- 
vation of  the  clinical  sense  which  are  the  fruits 
of  personal  observation,  and  prolonged  contact 
with  the  sick,  are  rapidly  becoming  lost  arts. 
In  this  way  again,  the  substitution  of  diagnos- 
tic interpretations  based  upon  fluoroscopic 
images  and  roentgenologic  films  for  the  ra- 
tional and  methodical  investigation  of  the  pa- 
tient's signs  and  symptoms,  tends  to  dwarf  the 
analytical  and  critical  qualities  of  mind,  and 
to  blunt  the  keen  perceptions  so  necessary  to 
correct  surgical  judgment.  It  is,  after  all,  the 
interpretation,  and  not  the  roentgenographic 
image  that  counts.  When  the  roentgen  picture 
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allows  of  diverse  interpretations,  as  is  often 
the  case,  the  laboratory  report  must  be  sub- 
ordinated to  the  clinical  facts.  It  is  in  the 
abdomen  that  the  growing  tendency  of  the 
internist  and  surgeon,  to  spare  their  diagnostic 
wits  and  transfer  their  responsibility  to  the 
X-ray  department,  is  most  apparent.  It  is  the 
blind  acceptance  of  the  interpretation  of  the 
roentgenologist  that  is  responsible  in  a large 
measure  for  the  great  and  increasing  surgical 
abuses,  where  the  fallacies  of  X-ray  diagnosis 
and  the  liability  to  erroneous  interpretation 
are  greatest.” 

In  1895,  William  Conrad  Roentgen  appeared 
before  the  Wurzburg  Physio-Medical  Society 
and  read  a paper  entitled  “Concerning  a New 
Kind  of  Ray.”  This  paper  has  been  described 
as  the  brightest  page  in  the  scripture  of 
science.  On  January  23,  1896,  the  proposal 
of  that  great  anatomist.  Von  Kolliker,  that  the 
so-called  X-ravs  be  named  after  their  dis- 
coverer, Roentgen,  met  with  enthusiastic  re- 
sponse. 

In  a short  time  the  German  Roentgen  Ray 
Society  was  a live  and  enthusiastic  body,  hav- 
ing recruited  to  its  membership  many  of  the 
best  minds  of  the  Empire.  The  annual  meet- 
ings were  held  in  Berlin.  Roentgen,  an  hon- 
orary member  of  this  society,  because  of  his 
distaste  for  acclaim,  was  not  present  at  any 
meeting.  In  order  that  a meeting  of  the  so- 
ciety might  be  honored  by  Roentgen’s  pres- 
ence, it  was  decided  that  the  fourteenth  an- 
nual meeting  should  be  held  at  Munich  where 
the  discoverer  was  living  in  retirement.  Ac- 
cordingly, the  meeting  was  held  in  Munich,  but 
the  great  Roentgen  had  passed  to  his  reward 
a short  time  before.  The  first  day’s  session  was 
given  over  to  memorial  exercises.  In  the  prin- 
cipal memorial  address  by  a roentgenologist, 
Haenisch,  appears  the  third  quotation:  “In 
our  enthusiasm,  however,  we  medical  men  must 
guard  as  rigorously  against  a false  one-sided 
over-estimate  of  the  value  of  our  diagnostic 
adjunct  as  against  a summary  subordination 
of  it  by  a preconceived  clinical  opinion. 

“An  uncritical  estimate  of  the  roentgen  find- 
ings. divorced  from  the  result  of  clinical  exami- 
nation, or  a reading  into  it  of  things  which 
the  roentgenogram  cannot  show,  involve  a 
greater  risk  and  more  severe  consequences  than 
the  entire  omission  of  the  roentgen  examina- 
tion. The  roentgenogram  is  always  correct, 
but  it  is  not  always  interpreted  correctly;  more 


is  demanded  of  it  than  should  be.  The  roent- 
genologic demonstration  of  a pathologic  pro- 
cess may  fail,  but  to  exclude  such  a process  on 
this  ground  would  be  an  error.  In  the  ability 
to  recognize  its  possibilities,  still  often  nar- 
rowly limited,  lies  the  art  of  the  roentgenolo- 
gist. A pathologic  change  may  be  shown  in  a 
roentgenogram,  yet  herein  alone  lies  no  proof 
that  it  is  identical  with  the  anatomical  basis 
of  the  patient’s  complaint. 

“We  can  thank  the  great  benefactor  of  suf- 
fering humanity  no  better  than  to  strive  to 
employ  rightly  the  instrument  he  has  given 
us,  and  that  is  not  always  easy.  Roentgenos- 
copy and  roentgenography  compose  no  pons 
asi  norum  of  medical  diagnosis.  Medical  art 
and  diagnostic  development  are  not  decreased 
by  it,  but  on  the  contrary,  enriched.  Also 
nil  nocre  must  remain  in  the  development  of 
every  technique,  the  supreme  medical  watch- 
word.” 


THE  MEDICAL  PROFESSION.* 

By  WILLIAM  E.  WARREN,  M.  D„  Williamston,  N.  C. 

Ladies  and  Gentlemen.  Fellow-Members  of 
the  Seaboard  Medical  Association  of  Virginia 
and  North  Carolina : I appreciate  with  much 
gratitude  your  kind  partiality  in  electing  me 
to  the  office  of  President,  and  especially  am  I 
grateful  when  I consider  with  what  unanimity 
this  honor  was  conferred  upon  me.  I only  ask 
now  your  indulgence  and  patience  while  I en- 
deavor to  perform  the  duties  of  this  office.  The 
recurrence  of  anniversaries,  or  of  longer  periods 
of  time,  naturally  refreshes  the  recollections 
and  deepens  the  impressions  with  which  they 
are  historically  connected.  For  the  first  time 
it  is  our  privilege  and  very  great  pleasure  to 
meet  in  the  city  of  Rocky  Mount  and  we  should 
congratulate  ourselves  in  having  the  pleasure 
of  meeting  in  a community  like  this,  which  has 
always  had  the  enviable  reputation  of  being  a 
most  generous  host. 

We  trust  you  are  pleased  with  the  scientific 
program,  and  just  here  allow  me  to  express 
publicly  my  personal  thans  to  Dr.  Clarence 
Porter  Jones  for  his  wise  council  and  persistent 
effort  in  our  behalf.  It  is  largely  due  to  him 
that  we  have  such  an  interesting  program. 

One  year  ago,  at  Newport  News,  there  was 
delivered  a presidential  address  which  lifted 
the  standard  to  such  heights  as  to  become  a 

^Presidential  Address  before  the  Seaboard  Medical  Associa- 
tion of  Virginia  and  North  Carolina,  at  Rocky  Mount,  N.  C.t 
December  2-4,  1924. 
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veritable  stumbling  block  and  rock  of  offense 
to  all  future  aspirants  in  this  line;  and  so,  as 
this  time  and  day  demand  a lowering  in  prices 
and  rates,  I am  going  to  so  lower  the  standard 
of  presidential  addresses  that  a wayfaring  man, 
though  a doctor,  may  indulge  in  such  diver- 
sions with  some  hope  of  meeting  the  demands 
required.  It  is  recorded  in  the  “Holy  Evan- 
gels'* at  one  place,  that  “The  Church  had  rest.” 
The  thought  has  come  to  me,  would  it  not  be 
good  for  our  Society  to  have  a break  in  the 
procession  of  our  annual  addresses  and  take  a 
rest?  Certainly,  gentlemen,  equipped  as  I am. 
I shall  not  tax  your  minds  on  this  occasion 
with  a heavy  scientific  display,  for  in  a large 
measure  these  annual  meetings  are  recreational, 
and.  further,  I am  not  so  sure  but  that  true 
courtesy  would  demand  that  the  scientific 
emanations  of  this  body  are  solely  preroga- 
tives of  the  membership  itself. 

Tonight  as  I look  upon  this  splendid  gather- 
ing of  noble  men  and  lovely  women  and  ask 
the  question,  “what  is  the  object  of  this  annual 
assemblage?” — the  answer  comes  back,  “for  the 
advancement  of  the  science  of  medicine.”  I 
am  thrilled  beyond  expression,  frankly,  so 
nearly  beyond  expression,  that  I fear  I can- 
not even  under  such  inspiration  rise  to  the  level 
of  my  desire  to  speak  worthily  on  the  subject 
I have  selected  for  your  consideration.  I realize 
I have  the  honor  of  addressing  a great  and 
truly  representative  body  of  a learned  pro- 
fession whose  career  began  in  the  twilight  of 
fable,  long  before  the  authentic  history  had 
lifted  that  curtain  of  time,  a profession  strug- 
gling ever  onward  and  upward  until  today  its 
influence  and  power  for  good  irradiates  the 
earth.  What  shall  my  subject  be?  I have  con- 
sidered and  discarded  many  fascinating  topics ; 
some  of  them  no  doubt  have  suggested  them- 
selves to  your  minds.  Instead.  I have  chosen 
one.  at  the  risk  of  being  censured  as  immodest, 
which  comprehends  them  all.  The  simple  truth 
will  be  sufficient  to  emphasize  the  fact  that  my 
subject  is  “The  Medical  Profession.” 

Medical  men  who  meet  in  the  forum  of 
medical  societies,  and  engage  in  scientific  dis- 
cussions and  interchange  of  clinical  experience 
are  thereby  better  equipped  for  the  discharge 
of  the  grave  and  responsible  duties  of  their 
high  calling.  Under  our  republican  form  of 
government,  free  press,  freedom  of  speech  and 
act  in  religion,  the  legal  profession  by  their 
association  in  legislative  bodies  and  in  litiga- 
tions have  presumed  the  masses  of  the  people 


to  become  acquainted  with  the  fundamentals 
of  all  laws  and  professions,  knowledge  of  the 
medical  profession  until  recent  years  being 
confined  almost  exclusively  to  its  own  members. 

The  field  of  scientific  knowledge  of  the 
medical  profession  lies  far  out  beyond  the  ac- 
quaintance of  the  great  masses  of  the  people, 
even  of  the  most  advanced  civilization.  And 
herein  lies  one  of  the  greatest  hindrances  we 
have  to  encounter  in  our  efforts  toward  the 
betterment  of  the  general  health  conditions 
among  the  people. 

The  mutual  relation  of  the  profession  and 
the  masses  brings  a mutual  obligation  and  there 
is  an  evergrowing  demand  for  a better  under- 
standing between  them.  The  medical  profes- 
sion exists  not  for  its  own  sake,  but  for  the 
common  good  of  the  people.  The  sufferings 
and  needs  of  humanity  called  it  into  existence. 
The  relation,  therefore,  between  the  medical 
profession  and  the  public  is  a very  important 
one.  There  are  many  things  that  should  be 
and  must  be  explained  to  the  masses  by  the 
profession  before  it  can  do  its  greatest  amount 
of  good.  Like  all  worthy  professions,  that  of 
medicine  has  its  peculiar  code  of  ethics,  and 
the  responsible  physician  who  is  worthy  of  pub- 
lic confidence  and  patronage  bases  his  career 
as  a clinician  upon  what  the  profession  believes 
to  be  a moral  obligation  to  humanity,  which 
it  seeks  to  serve.  The  doctor  in  no  small  way 
is  a public  man,  and  therefore  a public  servant. 
As  guardian  of  the  health  and  lives  of  the 
people,  it  is  but  just  that  the  profession  stand 
for  everything  that  is  right  and  uplifting  to 
the  community.  I believe  the  true  profession 
stands  for  the  highest  ideals  of  life,  and  the 
truest  moral  standards  among  the  people. 

The  ethical  demands  of  the  public  upon  our 
profession  are  fully  justified.  The  close  vital 
contact  of  the  physician  with  the  deepest  and 
most  sacred  relation  of  life,  a contact  of  which 
he  is  the  master  in  charge,  lays  upon  him  the 
greatest  moral  obligation  to  the  welfare  of  the 
race  at  large.  To  him  is  committed  the  most 
sacred  secrets  of  private  life,  both  of  the  in- 
dividual and  the  home.  Indeed,  his  close  and 
vital  contact  with  the  masses  in  the  greatest 
facts  of  life  render  him  an  important  factor 
in  the  common  welfare  of  our  civilization.  The 
humbug  and  the  quack  are  very  much  in  evi- 
dence everywhere,  and  the  serious  fact  is  that 
they  are  nowhere  so  well  protected  and  so  well 
enabled  to  do  their  mischievous  work  as  they 
are  under  the  cover  of  a profession  that  legiti- 
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mately  assumes  to  care  for  the  health  and  wel- 
fare of  the  people.  Here,  because  of  the  lack 
of  correct  information  and  the  helplessness  of 
the  masses,  is  found  the  paradise  of  the  quack, 
feeding  like  a vampire  upon  the  lives  of  the 
suffering  and  the  afflicted. 

We  must  in  all  serious  honesty  guard  with 
Jealous  care  the  sacred  responsibility  com- 
mitted to  our  hands  and,  by  continued  search 
into  the  realm  of  sacred  truth  and  by  constant 
dissemination  of  scientific  principles,  drive  the 
false  pretender  and  quack,  the  parasitic  fads  of 
the  day,  from  the  field,  and  deliver  suffering 
humanity  from  their  ravages. 

The  profession  has  been  subject  to  all  kinds 
of  indignities  by  the  charlatan  and  patent 
medicine  pretenders.  These  vampires  that 
have  sucked  the  blood  of  suffering  humanity 
have  grown  arrogant  and  assumed  for  them- 
selves all  the  virtues  and  wisdom  of  the  age. 
Too  often  they  arouse  the  passion  of  the  igno- 
rant and  blind  them  to  their  real  condition  of 
health,  leading  them  away  from  their  only 
hope  of  recovery.  However  pious  may  be 
their  pretensions,  they  are  but  murderers  of  con- 
fiding and  helpless  people,  and  the  government 
should  have  the  moral  courage  not  to  afford 
them  protection  of  the  law.  The  people  who 
encourage  them  commit  a crime  against  the 
race.  The  people  who  would  enter  the  pro- 
fession of  medicine  need  to  be  impressed  more 
fully  with  the  importance  and  sacredness  of 
the  profession  that  enters  so  vitally  into  the 
common  health  and  welfare  of  the  country. 
Furthermore,  the  public  should  see  to  it  that 
none  but  the  high  grade,  moral,  well-educated, 
with  the  highest  ideals,  enter  into  the  profes- 
sion of  medicine.  There  is  a righteous  demand 
for  wise  and  rigid  legislation  making  the  ex- 
amination more  rigid  than  they  are  now. 

There  should  be  uniformity  of  action  among 
all  the  States.  The  higher  the  standard  and 
the  moi'e  rigid  the  demands  made  by  the  laws 
of  the  country,  the  better  the  protection  of  the 
people,  and  the  worthier  will  be  the  men  who 
shall  constitute  the  profession.  No  practi- 
tioner worthy  of  the  privilege  of  a standing 
in  the  profession  will  join  the  calamity  howl 
from  the  ranks  of  false  pretenders  who  extract 
their  money  at  the  price  of  blood  when  such 
necessary,  such  sadly  needed,  and  such  long 
delayed  legislation  is  attempted.  The  pro- 
tection of  the  profession  by  legislation  is  even 
a greater  protection  to  the  people.  I venture 
to  assume  that  in  a very  few  years  the  people 


will  demand  such  legislation  as  will  permit  none 
but  honest,  moral,  and  well-equipped  doctors  to 
practice  the  healing  art.  And  in  case  of  im- 
morality and  dishonorable  conduct,  they  will 
demand  the  legislation  that  will  disqualify  the 
offender  and  revoke  the  license  that  gave  him 
recognition  in  the  profession. 

There  is  no  creature  with  any  pretension 
of  respectability  so  low  in  the  estimation  of 
anj^  honorable  and  honest  man  as  the  man  who 
traffics  in  the  ills  and  afflictions  of  a fellow-man, 
or  who  withholds  any  remedy  or  agent  (from 
the  world)  that  might  alleviate  suffering 
humanity  or  save  human  life. 

Under  the  advancement  of  enlightenment  of 
the  masses  in  matters  of  medical  science,  this 
long  tolerated  abuse — quackery — will  in  the  fu- 
ture disappear,  just  as  the  cruel  customs  pf 
society  are  disappearing  before  the  advance- 
ment of  the  high  civilization  and  enlighten- 
ment of  today.  There  is  advancement  all  along 
the  line,  but . there  remains  much  to  be  ac- 
complished in  bringing  about  the  full  co-opera- 
tion and  confidence  that  must  exist  between  the 
profession  and  the  people. 

Too  often  it  is  the  case  that  the  very  ones 
most  sadly  imposed  upon  join  hands  with  the 
quack  and  help  him  fight  against  the  advance- 
ment that  true  medical  science  is  striving  to 
accomplish  for  the  people. 

No  profession  has  made  such  rapid  progress 
within  the  last  century  as  that  of  medicine. 
AVe  are  not  discouraged  when  we  find  that  it 
has  been  a constant  battle  in  every  country  and 
in  every  age.  The  advancing  light  of  truth 
dispels  the  darkness. 

“Truth  on  which  depends  our  main  concern 

That  ’tis  our  shame  and  misery  not  to  learn 

Shine  by  the  side  of  every  path  we  tread 

With  such  a lustre  that  he  who  runs  may  read." 

When  we  come  to  the  full  grown  day  of 
scientific  knowledge  and  the  public  more  fully 
understands  the  science  of  medicine  and  the 
healing  art,  and  superstition  is  buried  in 
oblivion,  then  will  the  quack  and  the  fake  and 
the  numerous  fads  which  infest  the  land  with 
their  hurtful  influence,  take  their  flight.  Then 
reason  and  common  sense  will  reign  supreme. 
AA7ith  the  dawning  of  the  day  of  true  scientific 
lcnowledge  and  the  application  of  real  scientific 
methods,  there  comes  a charming  story  of 
progress,  as  step  by  step  the  ladder  is  climbed 
and  medical  science  reaches  the  heights  of  the 
present  day  achievements  so  long  sought  for- 
and  its  many  victories. 
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Standing  as  we  do  today  in  the  dawn  of  a 
new  century  and  the  most  advanced  light  in 
the  scientific  world  that  humanity  has  ever  en- 
joyed, one  fact  is  evident : the  century  marks 
a growing  disposition  on  the  part  of  the  medi- 
cal world  to  prevent  rather  than  to  cure.  The 
biologist  and  the  other  laboratory  workers  are 
pointing  the  causes  and  modes  of  transmission 
of  disease  and  the  medical  profession  is  to  look 
to  the  prevention  of  these  causes.  This  phase 
of  our  work  is  bringing  the  physicians  more 
and  more  in  contact  with  each  other  and  there 
is  becoming  a co-operative  condition.  Pre- 
ventive medicine  is  the  order  of  the  day.  A 
higher  standard  of  enlightenment  of  the  masses 
must  result  from  it.  The  rise  of  the  germ  theory, 
which  began  with  the  research  of  Haller  and 
others,  and  which  theory  has  been  demon- 
strated to  the  fullest  satisfaction  of  the  most 
exacting  skeptics,  has  worked  an  epoch  in  the 
knowledge  and  treatment  of  disease.  On  Pas- 
teur’s demonstration  in  fermentation  and  putre- 
faction our  present  knowledge  of  germs  is 
based;  to  immortal  Jenner  we  owe  the  pre- 
vention of  smallpox  by  vaccination ; to  Lord 
Lister,  antiseptic  surgery;  to  Von  Behring, 
anti-toxin  for  diphtheria,  which  alone  has 
saved  countless  numbers  of  lives.  From  him  the 
serum  theory  sprung,  which  has  contributed 
largely  to  the  amelioration  of  diseases  and  the 
preservation  of  lives.  The  genius  of  Nott  and 
Walter  Reed  solved  the  problem  of  yellow 
fever,  which  scourge  cost  the  Southern  States 
countless  lives.  The  bubonic  plague  which  in 
the  middle  ages  practically  swept  all  before 
it,  is  tamed  and  beautifully  held  in  check  by 
knowledge  of  its  cause  of  transmission.  The 
great  “white  plague,”  while  yet  unconquered, 
has  lost  much  of  its  terror  since  it  is  now  well 
known  that  seventy  to  eighty  per  cent  can  be 
cured  if  the  cases  are  taken  in  the  early  stages 
of  the  disease.  The  handling  of  typhoid  fever 
is  much  easier  since  we  know  better  how  to 
prevent  it,  and  in  this  day  and  time  if  anyone 
should  be  so  unfortunate  as  to  have  typhoid 
fever  it  is  absolutely  his  own  fault  in  neg- 
lecting to  take  the  anti -typhoid  vaccine  treat- 
ment which  is  given  to  each  individual  gratis. 
The  same  thing  is  true  as  to  scarlet  fever,  as 
a vaccine  has  been  discovered  to  prevent  that 
disease  and  no  doubt  this  will  be  free  to  the 
public  in  a very  short  time.  For  these  things 
we  are  very  thankful,  and  to  those  who  have 
so  abundantly  contributed  to  the  unveiling  of 
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these  truths,  we  humbly  pay  our  most  sacred 
reverence. 

While  we  understand  the  nature  of  tuber- 
culosis in  a small  way,  the  disease  is  yet  un- 
conquered. Measles  and  whooping  cough  are 
thorns  in  the  scientific  world;  they  rage  un- 
checked, reaping  a large  harvest  each  year. 
Cancer!  how  shall  we  ever  conquer  it?  There 
are  problems  regarding  the  internal  secretions 
which  will  furnish  food  for  our  most  brilliant 
minds.  We  have  not  explored  it  all,  and  there 
remains  much  to  conquer  in  the  fields  where 
our  greatest  explorations  are  to  be  made.  We 
are  now  just  ready  to  achieve  our  greatest 
victories.  The  greatest  field  lies  out  before  us 
almost  as  yet  unexplored.  We  have  but  to 
see  it  and  learn  its  boundaries  from  afar.  Let 
us,  therefore,  move  forward  with  each  effort 
to  better  our  profession,  and  give  suffering 
humanity  in  some  way  something  real,  living 
lives  of  worthy  emulation. 

Again,  I see  a profession  that  is  progressive 
as  well  as  conservative.  Consider  for  a moment 
the  other  learned  professions.  The  lawyer  and 
jurist  look  backward  for  precedent  on  which  to 
base  today’s  decision.  The  minister’s  work  is 
based  on  principles,  and  needs  that  are  essen- 
tially the  same  from  age  to  age  and  no  profane 
hand  can  alter  or  add  to  what  has  been  revealed. 
But  the  physician  regards  precedent  as  valu- 
able only  so  long  as  new  facts  and  new  experi- 
ments do  not  show  a better  way.  While  the 
moral  and  ethical  standard  must  ever  remain 
the  same,  the  medical  mind  is  always  open  to 
receive  further  knowledge  and  is  alert  to  dis- 
cuss new  truths.  And,  again,  I see  a profes- 
sion rich  in  its  beneficient  results  especially 
during  the  last  century.  Another  has  said 
that  “you  may  search  the  scriptures  of  human 
achievements  and  you  cannot  find  anything  to 
equal  in  beneficence  the  introduction  of  anes- 
thesia, asepsis  and  sanitation  with  all  that  in- 
cludes. Diseases  familiar  to  our  fathers  and 
grandfathers  are  fast  disappearing  from  the 
face  of  the  earth  and  modern  medical  measures 
have  alleviated  the  pains,  lessened  the  sor- 
rows and  lengthened  the  lives  of  millions.” 
And  the  end  is  not  yet.  Discovery  after  dis- 
covery follows  each  other  so  rapidly  that  we 
know  not  what  to  expect  next.  This  is  the  pro- 
fession of  which  you  are  a component  part; 
this  is  the  work  in  which  you  are  engaged. 
Again,  I see  as  a conspicuous  feature  of  the 
medical  profession,  charity — charity  which  is 
neither  puffed  up  nor  vaunts  itself,  that  charity 
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which  is  kind  and  covereth  a multitude  of  sins. 
Over  every  highway,  road  or  path,  whether 
trodden  by  the  humble  country  doctor  or  the 
most  learned  of  the  land,  is  written  charity. 
Yes,  even  on  the  breast  of  every  worthy  phy- 
sician it  is  engraved,  and  by  this  token  lie  gains 
entrance  into  sacred  recesses  where  angels  fear 
to  tread.  I how  with  reverential  deference  to 
those  who  are  members  of  the  sacred  profession 
of  the  ministry,  who  devote  their  lives  to  the 
good  of  others.  But  even  they  are  not  ad- 
mitted into  the  innermost  lives  of  the  people 
to  the  extent  that  the  physician  is.  To  the 
physician  is  laid  hare  the  body  with  its  infirmi- 
ties, as  well  as  its  vigor,  the  soul  with  its  vices 
as  well  as  its  virtues,  the  heart  with  its  sorrows 
as  well  as  its  joys,  the  mind  with  its  disappoint- 
ments as  well  as  its  hopes.  To  him  as  to  no 
other  is  lifted  the  veil  that  discloses  the 
thoughts  and  passions  that  make  life  hitter  or 
sweet.  To  no  other  is  given  the  same  power 
to  mould  the  character,  guide  the  destiny,  and 
work  the  road  to  peace  and  happiness. 

This  medley,  with  or  without  your  indul- 
gence, must  include  a short  survey  of  the  times 
and  the  customs  which  exist  today.  Premillen- 
nium signs  are  in  evidence  on  all  sides.  First, 
our  government,  so  long  stirred  bv  the  hands  of 
men,  has  reached  the  hour  when  that  burden 
must  he  shared  by  the  hands  and  minds  of 
women  henceforth.  This  is  a most  important 
radical  change,  and  the  future  must  prove  the 
wisdom  of  it.  This  is  a case  where  the  power 
behind  the  throne  has  become  the  power  upon 
the  throne.  Will  she  any  the  less,  when  she 
comes  into  the  full  realization  of  what  suffrage 
has  put  into  her  hands,  cease  to  be  the  queen 
and  guiding  spirit  of  the  homes  of  the  land  ? 
“Lord,  God  of  Hosts,  be  with  us  yet,  be  with 
us  yet.”  Kipling  says,  “The  female  of  the 
species  is  more  deadly  than  the  male.”  This 
is  submitted  without  argument.  However,  I be- 
lieve I can  unhesitatingly  assert  that  the  his- 
tory and  events  of  all  times  and  of  all  countries 
have  proven  that  wherever  her  will,  influence, 
and  presence  have  been  invoked,  there  has  come 
uplift  and  better  days. 

Ere  I close  this  rapt  discourse,  I want  to 
bring  to  your  perspective  the  picture  of  what 
I have  always  conceived  to  be  the  highest  of 
man’s  exploits  here  below.  I allude  to  the  true 
heart-and-head  enlisted,  old-time  and  new-time 
family  doctor,  who  in  season,  and  out  of  sea- 
son. has  spent  his  life,  or  is  spending  his  life, 
in  the  hours  and  by  the  bedside  of  those  or- 


dained to  suffer.  Our  surgeons  have  wrought 
with  marvelous  skill  and  made  the  names  of 
American  surgery  the  envy  of  the  world.  But 
I am  inclined  to  the  belief  that  too  many  of 
our  young  men  are  unduly  led  away  by  the 
glamor  attached  to  the  achievements  of  the 
knife,  and  view  the  daily  routine  of  the  prac- 
tice of  medicine  as  didl  and  of  secondary  im- 
portance, unmindful  of  the  fact  that  the  great- 
est study  ever  presented  to  the  real  student  of 
medicine  is  pathology,  the  knowledge  of  disease. 
Coupled  with  the  latter  is  a consideration  of 
physiology,  the  knowledge  of  the  processes  of 
the  body  in  health,  as  well  as  a correct  inter- 
pretation of  the  so-called  symptoms  in  evi- 
dence when  the  harmony  of  health  processes  is 
disturbed  by  disease.  A study  of  the  physiolog- 
ical action  of  drugs  affords  an  armamentarium 
to  combat  the  inroads  of  disease.  Upon  these 
studies  hang  all  the  laws  and  the  prophets 
which  govern  a medical  man.  Surgeons  have 
glorified  American  medicine,  and  we  shall  ever 
have  them  with  us.  But  the  world  will  ever 
cherish  the  picture  and  glorify  and  magnify 
medicine  as  illustrated  by  men  of  the  type  of 
Win.  McClure,  daring  the  elements  and  carry- 
ing relief  to  the  suffering  by  day  and  night,  to 
the  hovel  as  well  as  to  the  palace,  preferably 
on  horseback  with  well-worn  saddle-bags — a 
picture  which  should  never  fade  from  human 
memory  and  will  incarnate  both  the  horse 
and  the  rider  forever. 

With  no  hope  of  enlightening  you,  may  I 
have  the  consciousness  in  a small  way  of  having 
entertained  you.  Of  one  thing,  however,  I am 
certain,  and  that  is  that  I have,  by  these  pres- 
ents. lowered  the  standard  of  presidential  ad- 
dresses sufficiently  for  all  future  time.  It  has 
been  my  aim  not  to  seem  merely  clever,  for  one 
has  said  that,  “cleverness,  anyhow,  is  only  the 
level  of  mediocrity  today.” 

Again.  I wish  to  thank  you  most  cordially 
and  profoundly.  I shall  ever  cherish  this,  the 
supreme  achievement  of  my  life. 

MASSIVE  EXCISION  OF  SUBCUTANEOUS 
ABDOMINAL  FAT. 

An  Analytical  Review  of  the  Literature. 

By  AIME  PAUL  HEINECK,  M.  D.,  Chicago,  Illinois. 
Surgeon  to  the  Chicago.  Jackson  Park.  St.  Paul  and  Frances 
Willard  Hospitals. 

The  profession  is  not  sufficiently  acquainted 
with  the  benefits,  eosmetic  and  physical,  that 
can  be  secured  by  the  operative  removal  of 
large  masses  of  subcutaneous  abdominal  fat. 
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Fatty  pendulous  abdominal  walls  have  been 
looked  upon  as  natural,  as  irremediable  and, 
therefore,  have  received  but  very  little  study. 
It  has,  however,  been  repeatedly  and  amply 
demonstrated  that  superfluous  masses  of  sub- 
cutaneous abdominal  fat  can,  with  safety  and 
with  advantage  to  the  patient,  be  removed  by 
operation. 

Fat  in  excess  may  be  deposited  either  in  the 
subcutaneous  cellular  tissue  or  in  the  muscular 
and  fascial  layers  of  the  abdominal  wall,  or 
may  be  indifferently  distributed  in  all  the  tis- 
sues intervening  betweeen  the  skin  and  peri- 
toneum. The  abdominal  wall  may  contain  a 
layer  of  fat  from  three  to  four  and  one-half 
inches  thick  (4.5,20),  even  six  inches  thick  (25). 
Jolly  classifies  abdominal  fat  accumulations  as 
follows : 

(a)  The  pendidous  abdomen  presenting 
changes  in  the  muscular  and  fascial  tissues  of 
the  abdominal  wall. 

(b)  Subcutaneous  fat  accumulations  not  as- 
sociated with  much  weakening  or  impairment 
of  the  abdominal  wall. 

(c)  The  combination  of  (a)  and  (b). 

The  essential  anatomic  characteristic  of  the 

morbid  entity  herein  discussed  is  the  patho- 
logical accumulation  of  fat  in  the  subcutaneous 
cellular  tissue  of  the  abdominal  wall.  In  all 
these  cases  the  abdomen  shows  a symmetric, 
at  times  an  enormous  (9),  increase  in  volume. 
The  fat  excess  is  present  mainly  in  the  lower, 
anterior  and  lateral  infra-umbilical  portions 
of  the  abdominal  wall.  This  superfluous  local 
fat  deposit  is  usually,  though  not  always,  a 
part  of  general  obesity  (9,13).  “All  these  pa- 
tients were  enormously  fat”  (17).  “Patient 
on  admission  to  hospital  weighed  464  pounds. 
When  on  her  feet,  the  abdomen  hung  down  to 
her  knees”  (6).  It  may  or  may  not  co-exist 
with  other,  related  or  non-i’elated,  pathological 
changes  in  the  abdominal  cavity,  contents  or 
walls. 

As  many  cases  are  reported  with  but  few 
details,  attempts  to  secure  adequate  and  accu- 
rate data  meet  difficulties.  A diligent  search 
of  the  English,  French  and  German  literature* 
yielded  seventy-seven  operatively  treated  cases 
serviceable  for  analytical  study.  To  these  we 
have  added  eleven  personal  cases.  We  did  not 
use  the  forty  cases  of  Babcock  (1)  one  hundred 
and  three  cases  of  Lathrop  (14),  and  others 
that  are  too  briefly  reported. 

*A11  the  publications  to  be  found  at  the  John  Crerar  Library, 
Chicago,  111. 


All  the  patients  were  adults.  In  many  cases 
the  exact  age  is.  not  reported.  The  youngest, 
at  time  of  operation,  was  twenty-five  years  old 
(27)  ; the  oldest  were  fifty-six  (21),  fifty-seven 
(18)  and  fifty-nine  years  (31).  In  the  other 
cases,  the  age  is  stated  as  follows  : 


26  to  35  years  9 cases 

36  to  45  years  18  cases 

46  to  55  years  22  cases 


Excessive  localization  of  fat  in  the  abdomi- 
nal wall  is  infrequent  in  men.  In  our  series, 
there  were  six  males  (7,14,23,27,31)  and  eighty- 
two  females.  Flabby  and  sagging  abdominal 
walls  overloaded  with  fat  are  met  more  com- 
monly in  individuals  who  since  early  life  have 
been  corpulent.  The  most  pronounced  forms, 
however,  are  seen  in  multiparae,  thirty-three 
cases  occurring  in  multiparae,  one  in  an  eleven- 
para  (21),  one  in  a ten-para  (12),  etc.  It 
also  occurs  in  nulliparae  (9,10,16,25,26). 

Lack  of  space  does  not  permit  the  discus- 
sion of  the  many  complicating  conditions  that 
aggravate  the  discomfort  and  disability  pro- 
voked by  pendulous  abdominal  walls. 

Redundant  fatty  abdominal  walls,  if  uncom- 
plicated, give  few  symptoms.  These  symp- 
toms, however,  both  subjective  and  objective, 
are  characteristic,  are  conclusive.  All  the 
objective  symptoms  are  demonstrable  either  to 
inspection  or  bv  palpation.  At  first,  pain  and 
disability  are  slight.  The  condition  progress- 
ing, they  and  the  other  associated  symptoms 
increase  in  severity.  “Not  much  pain  at  first; 
the  swelling  of  the  abdomen  gradually  in- 
creased as  did  also  the  shortness  of  breath  and 
the  great  pain  in  the  abdomen,  in  front  as  well 
as  in  the  back”  (4). 

Pain  is  influenced  by  posture  and  is  more 
marked  with  the  patient  in  the  erect  posture. 
The  pain  is  increased  by  all  forms  of  exercise. 
It  is  lessened  and  in  some  cases  disappears  with 
rest  in  the  recumbent  posture.  It  often  has 
the  nature  of  a painful,  dragging  sensation, 
and  is  lumbar,  inguinal  and  hypogastric  in 
location.  These  patients  are  inactive  (28)  : 
they  become  averse  to  all  effort,  there  results  a 
vicious  circle  for  the  increased  inactivity  leads 
to  increase  of  the  local  and  general  adiposity. 
In  women  who  near  the  menopause  take  on 
adipose,  there  not  uncommonly  forms  a huge, 
pendulous  roll  of  fat  across  the  lower  abdo- 
men, below  the  umbilicus.  This  pendent  fat- 
mass  creates  a crease,  often  madid  and  eczema- 
tous, located  just  above  the  symphysis  pubis 
(13).  In  most  patients,  the  continuous  contact 
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and  friction  of  the  inferior  cutaneous  surface  of 
this  fat  apron  and  the  underlying  regions  de- 
termine an  erythema,  an  eczema,  an  excoria- 
tion, an  elephanthiasis  (9)  of  the  skin  of 
lower  abdomen,  of  the  inguinal  folds  and  in 
some  cases  of  the  upper  part  of  thighs.  Some 
patients  present  two  distinct  creases.  All  the 
subcutaneous  tissues  of  the  hypogastric  and 
iliac  regions  take  part  in  the  formation  of  these 
folds  which  extend  transversely  from  one  lum- 
bo-iliac  region  to  the  other  and  which  vary  in 
length  and  thickness.  In  the  recumbent  pos- 
ture, the  flabby  fatty  mass  gravitates  to  either 
side  and  sags  over  the  iliac  spines  and 
crests  (25).  The  prolapsed  tissues  show  im- 
paired tonicity,  impaired  resistance.  Nearly 
all  the  patients  are  obese;  two  hundred  twenty- 
seven  pounds  (21),  two  hundred  forty  pounds 
(4),  two  hundred  eighty-five  pounds  (13), 
three  hundred  fifteen  pounds  (Gibbon)  (14). 

This  excessive  fat-deposit  hangs  apron-like 
over  the  external  genitalia  and  the  upper  por- 
tion of  the  thighs  (12),  may  overlap  the  upper 
two-thirds  of  the  thighs  (28).  “In  the  standing 
position,  the  abdomen  hung  down  in  a fold 
which  extended  to  within  two  inches  of  the 
patella”  (25).  “The  abdominal  wall  reached 
below  the  knees  when  the  patient  was  stand- 
ing” (14). 

Other  subjective  symptoms  and  objective 
signs  are  enumerated  in  conjunction  with  indi- 
cations for  operation. 

Pendulous  fatty  abdomen  must  be  differen- 
tiated from  diastasis  of  the  recti  abdominalis, 
with  which  it  may  be  associated.  If  it  be  sus- 
pected that  the  recti  abdominalis  muscles  are 
abnormally  separated,  the  examination  is  best 
conducted  with  the  patient  in  the  recumbent 
posture.  The  patient  reclining  is  told  to  ele- 
vate the  head  as  high  up  as  possible  without 
the  help  of  the  arms.  If  the  diagnosis  be  posi- 
tive. this  maneuver  separates  the  inner  borders 
of  the  two  recti  muscles  from  one  another, 
causes  a greater  or  lesser  prolapse  of  the  intes- 
tine through  the  gap  and  enables  the  examin- 
ing hand  easily  to  depress  the  superficial  ab- 
dominal coverings  into  the  abdominal  cavity. 

The  careful  clinician  will  not  overlook  or 
misdiagnose  hernias  (umbilical,  inguinal,  ven- 
tral, etc.)  They  frequently  co-exist  with 
pendulous  abdomen.  Their  anatomical  loca- 
tion and  clinical  characteristics  are  suggestive. 
Hernias  give  an  impulse  on  coughing,  often 
present  a volume  larger  at  times  than  at  others ; 
if  intestinal,  they  give  a tympanitic  note  on 


percussion.  If  no  hernia  be  present,  if  there 
be  no  abnormal  separation  of  the  recti  muscles, 
the  fat  mass  can  be  easily  raised  from,  and 
made  to  glide  somewhat  upon,  the  underlying 
resistant  muscular  wall. 

In  properly  selected  cases,  large  masses  of 
fat  can  be  removed  from  flabby,  sagging,  fatty 
abdominal  walls  when  the  excessive  fat  de- 
posit— 

1.  Causes  great  annoyance  and  discomfort: 

a.  Pain  (11,16). 

b.  Backache  (24). 

c.  Dyspnoea  on  moderate  exertion, 

ascending  stairs,  walking,  bend- 
ing (27). 

d.  Distressing  irritation  (3),  inflam- 

mation of  the  skin;  erythema  (7)  ; 
intertrigo  (22)  ; eczema  (14)  ; 
chronic  inguinal  excoriation  (15) . 

e.  Pouch-like  overhanging  of  a cum- 

bersome, useless,  fatty  apron  in 
front  of  the  upper  portion  of  the 
thighs  (6,9,12). 

f.  Undue  fatigue  (21)  and  painful 

dragging  sensation  from  the 
weight  of  the  mass  (19). 

2.  Determines  manifest  disability: 

a.  Interference  with  locomotion  (27). 

b.  Interference  with  marital  rela- 

tions (7). 

c.  Interference  with  the  exercise  of 

one’s  calling  (9). 

“Patient  said  that  she  was  be- 
coming a semi-invalid  and  in- 
sisted that  she  be  relieved”  (6). 

3.  Constitutes  a physical  handicap  (13)  : 

a.  Inability  to  assume  comfortably, 

and  gracefully  the  erect  posture; 
waddling  gait  (13). 

b.  Inability  to  attend  to  the  toilet  of 

the  lower  part  of  the  body  (13, 
22,28). 

4.  Becomes  an  unbearable  social  handicap; 

patient  is  unwieldly,  unsightly,  incapaci- 
tated for  recreation,  not  sick,  not  well 
(2.13).  “The  dragging  sensation  caused 
by  the  pendulous  abdomen  was  so  great 
that  she  was  forced  to  keep  off  her  feet 
as  much  as  possible.”  (6). 

Resection  of  large  masses  of  subcutaneous 
abdominal  fat  is  also  justifiable  and  most  ser- 
viceable : 

1.  In  the  obese,  to  lessen  the  tendency  to 
hernia  formation. 

2.  In  operating  for  hernia  in  obese  indivi- 
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duals,  so  as  to  obtain  better  exposure  of 
hernial  rings  and  hernial  regions. 

3.  As  an  associated  supplementary  and 
terminal  step  to  many  abdominal  operations: 
Hysterectomy  (Marvel)  (20) ; ovariotomy  (9) ; 
Cholecystotomy  and  cholecystectomy  (31);  ap- 
pendectomy (24)  ; uterine  prolapse  and  retro- 
flexio  uteri  (21).  “In  association  with  lipec- 
tomy,  we  have  frequently  drained  or  removed 
the  gall-bladder,  the  appendix  or  have  per- 
formed other  abdominal  or  pelvic  operations” 
(1). 

4.  As  a preliminary  step  to  many  abdomi- 
nal operations  so  as  to  facilitate  intra-abdomi- 
nal work  (20)  ; a small  fibroid  in  an  atrophic 
uterus,  a retro-cecal  appendix,  a small  gall- 
bladder tucked  away  in  a deep  fossa  with  a 
stone  in  the  cystic  duct,  or,  still  worse,  a stone 
in  the  common  duct,  etc. 

5.  In  cases  in  which  the  careful  fitting  and 
wearing  of  an  orthopedic  apparatus  is  not 
otherwise  feasible.  “Lipectomv  was  done  to 
facilitate  the  fitting  and  wearing  of  an  ortho- 
pedic apparatus  for  the  support  of  the  strained 
sacro-iliac  joints”  (16). 

The  benefits  secured  from  massive  resection 
of  superfluous  subcutaneous  abdominal  fat  are 
so  evident,  so  manifest,  and  the  dangers  attend- 
ing the  operation  are  so  negligible  that  even 
in  the  absence  of  any  other  pathological  pro- 
cess calling  for  an  abdominal  operation,  the 
surgeon  should  not  hesitate  to  advise  and  to 
urge  the  excision  of  these  useless,  troublesome 
and  cumbersome  fat  accumulations. 

The  risks  of  simple  lipectomy,  either  per- 
formed alone  or  in  conjunction  with  other 
operative  procedures,  are  far  outweighed  by 
its  beneficent  results.  It  has  been  successfully 
performed  at  the  same  sitting  with  operations 
for  the  cure  of  hernia  (umbilical,  inguinal, 
ventral,  epigastric,  incisional),  appendiceal, 
gall-bladder  and  uterine  disease,  etc.  In  the 
eighty-eight  cases  furnishing  the  subject-mat- 
ter of  this  paper,  only  two  deaths  are  recorded. 
One  patient,  operated  upon  for  umbilical 
hernia  and  pendulous  abdomen,  died  from  em- 
bolism (29).  MacLean’s  (16)  patient,  oper- 
ated on  for  pendulous  abdomen  and  incisional 
hernia,  died  from  peritonitis  on  the  fifth  post- 
operative day. 

Lathrop  (14)  operated  one  hundred  and 
three  cases  of  umbilical  hernia.  In  fifty-seven 
of  these,  he  removed  some  excess  fat.  In  the 
remaining  forty-six  cass,  he  performed  a regu- 
lar lipectomy.  He  reports  one  death  which 


occurred  twenty-two  days  after  operation.  The 
patient,  a man  weighing  325  pounds,  from 
whom  twenty-two  pounds  of  fat  had  been  re- 
moved, did  well  for  two  weeks,  then  his  kidneys 
began  to  fail  and  he  gradually  succumbed. 

In  twenty-four  cases  of  our  series,  a simple 
lipectomy  was  performed  (2,7,12,13,14,16,21, 
22,23,25,26,27,31).  In  simple  lipectomy,  the 
operative  procedui'e  is  limited  to  the  massive 
retrenchment  of  redundant  subcutaneous  fat 
and  overlying  skin.  The  incisions  extend 
through  the  skin  and  fat,  down  to  the  fascia 
and  not  beyond. 

In  the  remaining  sixty-four  cases,  the  lipec- 
tomy either  preceded  or  followed,  but  always 
at  the  same  sitting,  operative  steps  for  the  cure 
of : 

a.  An  umbilical  hernia  (2,4,5,6,10,13,14,16, 
17,18.21,28,29) ; 

b.  An  epigastric  hernia  (3,31)  ; 

In  a and  b,  the  overlapping  of  flaps  leads  to 
local  elevation  or  ridge  formation.  This  need 
not  disturb  the  surgeon.  The  fortifying  of  the 
abdominal  wall  has  been  accomplished. 

c.  A large  ovarian  cyst  and  umbilical  hernia 
two  cases  (9,31)  ; 

d.  A ventral  hernia  (Gibbon)  (14)  ; 

e.  An  incisional  hernia  (15,24)  ; 

f.  Uterine  disease  (uterine  fibroid)  (Marvel) 

(20)  ; 

g.  Uterine  prolapse  (21) ; 

h.  Appendicitis  (24,31); 

i.  Gall-badcler  disease,  cholecystostomy  or 
cholecystectomy  (2,31)  ; 

j.  Diastasis  of  the  recti  abdominalis  muscles 

(IS). 

Lipectomy  has  also  been  performed: 

a.  To  facilitate  intra-abdominal  work,  by 
making  intra-abdominal  organs  more  accessible; 

b.  To  assure  a better  adjustment  of  ortho- 
pedic appliances  (16). 

Different  operative  procedures  are  employed 
for  the  cure  of  the  condition. under  considera- 
tion, each  operator  being  partial  to  the  method 
which  has  given  him  the  most  satisfactory  re- 
sults. Whatever  technique  be  used,  and  it  must 
always  be  adapted  to  the  case  at  hand,  it  is  all 
important,  all  essential  that  the  integrity  of 
the  abdominal  muscles,  fasciae  and  properi- 
toneal  fat  be  fully  respected.  Only  the  skin 
and  fatty  mass  immediately  subjacent  to  it  and 
directly  in  front  of  the  fascia  are  to  be  re- 
moved. 

The  operation  which  we  perform  and  recom- 
mend is  entirely  different  from  that  performed 
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by  Creveling  and  others  who,  to  restore  the 
abdomen  to  normal  size  and  contour,  carry 
their  incisions  through  the  entire  thickness  of 
the  abdominal  wall  into  the  peritoneal  cavity. 
Bear  in  mind  that  we  are  not  considering  here 
prolapsus  of  all  the  abdominal  coverings.  We 
are  only  discussing  the  removal  of  excessive 
subcutaneous  fat  accumulations. 

In  the  reported  cases  the  amount  of  fat  re- 
moved varies:  and  here  it  is  well  to  note  that 
many  operators  state  with  emphasis  that  they 
could,  with  much  additional  benefit  to  the  pa- 
tient. have  removed  more  fat  than  they  actually 
did.  The  completeness  of  the  fat-removal  is 
a measure  of  the  freedom  from  fat  thereafter 
of  the  part  operated.  Enough  fat  should  be 
removed  to  completely  eliminate  soreness  from 
chafing.  It  has  been  our  practice  to  remove 
the  mass  in  one  or  two  pieces.  Concerning  the 
quantity  of  excised  fat.  different  clinicians  ex- 
press themselves  as  follows:  “Several  pounds  of 
fat  and  skin"  (4).  “From  one-half  to  foui’teen 
pounds”  (1).  “The  mass  was  so  long  that  as 
I held  one  end  up  high  in  my  hands  at  breast 
level,  the  other  end  dragged  on  the  floor  and 
it  was  so  heavy  that  it  was  difficult  to  keep 
my  hold”  (13).  “The  specimen  removed  was 
one  yard  and  three  inches  long,  one  and  one- 
half  feet  wide,  three  inches  thick  at  the  edge 
and  weighed  seventeen  pounds”  (5).  “Re- 
moved a wedge  of  fat  weighing  thirty-two 
pounds”  (Clark)  (14).  “The  flap  of  belly- 
wall  fat  removed  together  with  the  hernial 
contents  weighed  forty  pounds”  (10). 

After  having  performed  several  lipectomies, 
the  surgeon  experiences  little  difficulty  in  de- 
ciding how  much  fat  it  is  judicious  to  remove. 
The  removal  of  one  large  wedge-shaped  fat- 
block.  occasionally  two.  rarely  three,  usually 
suffices.  As  the  patient  lies  in  the  recumbent 
position,  the  fatty  mass  gravitates  to  the  sides 
and  can  be  picked  up.  can  be  lifted  up  as  a 
great  ridge  or  fold  lying  across  the  abdomen. 
The  operator  grasping  this  mass  in  the  center, 
pulls  it  up  and  away  from  the  body  and  cir- 
cumscribes it  by  two  incisions,  one  passing  a 
little  above  and  the  other  a little  beloAv  the 
lines  of  deflection. 

It  is  preferable  that  the  incisions  be  clean- 
cut.  made  with  one  or  several  long  sweeps  of  a 
broad-blade  scalpel  or  short  amputation  knife. 
The  length  of  the  incisions  has  little  appre- 
ciable influence  on  the  outcome  of  the  opera- 
tion. “The  incisions  were  twenty-one  inches 
long”  (17).  “Incision  was  twenty-seven  inches 


in  length:  there  were  four  hundred  square 
inches  of  raw  surface”  (15).  “After  being  su- 
tured, the  incision  measured  twenty-two  inches 
in  length  from  flank  to  flank”  (4).  “When 
stitches  were  removed,  the  abdominal  incision 
had  contracted  until  it  measured  only  twenty- 
seven  inches  from  side  to  side”  (G).  Pattern- 
ing by  slicing  is  bad  practice.  Small  hacking 
cuts  are  to  be  condemned.  The  smoother  the 
fat  surface,  the  better  the  approximation.  Two 
initial  incisions  usually  fulfill  all  requirements. 
These  two  incisions  converge  into  one  upon  the 
fascial  layer,  thus  no  undermined  surfaces,  no 
pouches  for  the  accumulation  of  wound  secre- 
tions are  left.  Sufficient  skin  must  be  left  for 
approximation.  Let  there  be  no  undermining 
of  the  wound  edges. 

In  the  reported  cases,  dissimilar  incisions 
differing  in  type,  in  length,  and  in  location  were 
employed.  Most  operators  used  two  trans- 
verse elliptical  incisions  joined  at  both  ends 
(5.6.10.14.16,17,  etc.)  In  some  cases,  the  upper 
incision  was  supra-umbilical : in  most  cases, 
both  incisions  were  made  below  the  umbili- 
cus. The  incisions,  starting  at  either  the  ante- 
rior. or  middle,  or  posterior  axillary  line  of 
one  side,  cross  the  abdomen  and  terminate  at 
a corresponding  point  on  the  opposite  side. 

Castle  (5)  began  his  upper  incision  two 
inches  lateral  to  the  spinous  process  of  the  lum- 
bar vertebra  and  carried  it  above  the  umbili- 
cus, across  the  abdomen,  to  an  analogous  point 
on  the  opposite  side.  The  ends  of  this  incision 
were  joined  by  a second  transverse  incision 
crossing  the  abdominal  wall  above  the  pubes. 
These  two  incisions  outlined  an  ellipse.  Cul- 
len (6)  circumscribed  a large  transverse  ellipti- 
cal area  which,  after  removal,  measured  thirty- 
six  inches  from  side  to  side  and  nineteen  inches 
from  above  downward.  Shallenberger  (24), 
by  means  of  a double  infra-umbilical  incision 
going  from  flank  to  flank,  embraced  an  elliptoid 
area  of  skin  45  cm.  long  and  15  cm.  at  its  widest 
part. 

In  selecting  incisions,  we  are  guided  as  to 
length,  type  and  location  by  various  factors: 
such  as.  the  existence  or  absence  of  complicat- 
ing conditions,  the  nature  of  the  other  indi- 
cated operative  steps,  the  amount  of  fat  to  be 
removed,  the  patient’s  general  condition,  etc. 
For  the  excision  of  large  wedge-shaped  fat- 
blocks.  we  have  adopted  and  recommend  two 
transverse  elliptical  incisions,  beginning  well 
over  on  one  side  and  extending  to  correspond- 
ing points  on  the  opposite  side.  These  two  in- 
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cisions  converge  toward  the  fascial  la)rer. 
Many  other  operators  follow  the  same  prac- 
tice. If  an  abdominal  section  is  to  be  per- 
formed at  the  same  sitting,  the  fat  is  first  re- 
moved bv  means  of  a double  transverse  in- 
cision. This  having  beeen  done,  one  proceeds 
to  enter  the  abdominal  cavity  by  a vertical  in- 
cision through  the  rest  of  the  abdominal  Avail. 
Bullitt  (4)  completed  his  operation  for  umbili- 
cal hernia;  then  prolonged,  in  both  directions 
and  to  both  flanks,  the  horizontal  incision  which 
he  had  made.  A second  transverse  incision 
joining  the  ends  of  the  first  incision  Avas  then 
made;  at  its  mid-point,  it  Avas  about  seA'en 
inches  beloAv  the  first. 

Transverse  incisions  have  the  disadvantage 
of  increasing  the  already  large  Avaist  measure 
and  of  leaving  at  each  end  of  the  wound  an 
unsightly  projection.  To  aA'oid  these,  Babcock 
(1)  removed  a small  vertical  ellipse  of  skin 
near  each  end  of  the  transverse  incisions.  If 
tranverse  incisions  be  used,  the  approximation 
and  the  apposition  of  the  flaps  is  effected  more 
easily,  the  liability  to  post-operative  separa- 
tion of  the  wound-edges  is  minimal,  primary 
union  (4.9,10,20,22,28)  is  frequent,  delayed 
healing  is  rare  (16)  and  long-delayed  cicatri- 
zation is  very  uncommon. 

Longitudinal  incisions  found  faA’or  with  few 
clinicians.  Frist  (9)  made  tAvo  longitudinal 
incisions,  TO  cm.  in  length,  outlining  an  ellipse 
that  extended  from  about  a hand’s  breadth 
below  the  xyplioid  cartilage  to  a hand’s  breadth 
aboA’e  the  symphysis.  At  their  point  of  maxi- 
mal separation  from  each  other,  each  of  these 
tAvo  incisions  was  fourteen  centimeters  external 
to  the  corresponding  mammillary  line.  The 
Avound  edges  having  separated  in  a feAv  places, 
healing  Avas  delayed.  Spaulding  (25)  made  an 
elliptical  incision  on  each  side  of  the  median 
line.  Each  incision  extended  from  just  beloAv 
the  breast  to  the  center  of  Poupart’s  ligament. 
He  removed  the  integument  and  fat  six  inches 
thick  down  to  the  sheath  of  the  abdominal 
muscles. 

In  some  cases,  Ave  made  tAvo  elliptical  ver- 
tical  incisions  at  each  end  of  the  transverse  in- 
cisions and  were  thereby  enabled  to  remove  two 
additional  wedge-shaped  fat-blocks.  Babcock 
(1)  recomends  removal  of  a vertical  ellipse 
of  skin  and  a Arertical  line  of  closure.  He  al- 
ters the  shape  of  the  ellipse  so  as  to  best  con- 
tour the  Avaist  and  upper  pelvis.  In  order  to 
remove  a large  amount  of  subcutaneous  fat,  he 
widely  undercuts  the  skin.  This,  practice  is 


avoided  and  condemned  by  most  operators. 
Schepelmann  (21)  uses  a “lyraform”  incision. 
I have  had  no  experience  with  it. 

Though  multiple  incisions,  patterning  by 
slicing,  hacking  cuts,  undermining  of  Avound 
edges,  excision  of  Arertical  fat-blocks,  are  not 
conducive  to  the  most  aesthetic  and  satisfactory 
results,  they  have  been  practiced  by  some.  For 
instance,  Ballard  removed  fat  and  skin  from 
above  downward  as  Avell  as  from  side  to  side. 
To  quote  his  oAvn  words:  “I  removed  an  el- 
liptiform  piece  of  tissue  down  to  the  fascia 
extending  from  within  three  inches  of  the 
symphysis  pubis  and  eight  inches  at  its  great- 
est width.  I,  then,  removed  tAvo  large  V-shaped 
strips  transversely  from  about  the  center  of 
the  perpendicular  incisions.” 

Fat  is  a tissue  of  Ioav  vitality  and  special 
care  must  be  taken  that  there  be  little  or  no 
accumulation  of  serous  or  sero-sanguineous 
fluid  betAveen  or  beneath  the  flaps.  Retained 
wound  secretions  retard  healing,  invite  infec- 
tion. A drain  is  inserted  at  either  end  of  the 
wound;  if  the  wound  be  long,  a drain  may  also 
be  inserted  at  its  center.  Closure  is  effected  by 
approximation  sutures  of  silkworm-gut.  For 
the  exact  aj^position  of  the  wound  edges,  Ave  use 
linen.  In  these  cases,  I frequently  advise  the 
application  of  hot  boric  acid  compresses  to  the 
operative  wound  for  from  tAvo  to  three  days; 
these  fomentations  are  to  be  reneAved  every 
four  hours.  The  drains  are  removed  as  soon 
as.  the  discharge  warrants  it  and  the  patient  is 
kept  in  bed  for  about  fifteen  days.  The  result 
of  the  closure  should  be  a smooth  abdomen  Avith 
a linear  scar  (7,13,27)  and  without  any  hang- 
ing folds  (19).  “The  pendulous  appearance 
being  entirely  removed  and  replaced  by  a 
simple  large  pronounced  ridge”  (4).  Some  pa- 
tients during  the  first  feAv  post-operative  days 
complain  of  abdominal  tightness,  of  abdominal 
constriction  (18).  It  calls  for  no  special  treat- 
ment. 

Summary 

In  suitably  selected  cases,  the  operative  re- 
moval from  the  abdominal  wall  of  large  Avedge- 
shaped  masses  of  subcutaneous  fat  has  the  fol- 
loAving  advantages: 

1.  It  is  a safe  and  invariably  bene6cial  sur- 
gical procedure.  It  has  always  been  performed 
under  general  surgical  anesthesia;  never  under 
local  or  spinal  anesthesia. 

2.  It  is  always  devoid  of  immediate  or  re- 
mote dangers  to  the  patient;  though  the  wound 
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be  extensive,  the  hemorrhage  is  moderate  and 
healing  is  good. 

3.  It  is  simple  of  execution  and,  if  unasso- 
ciated with  another  operative  procedure,  the 
technique  is  easy  and  the  performance  of  the 
operation  does  not  consume  much  time.  It  is 
all  important  that  the  incisions  be  carried  to 
but  not  beyond  the  fascia. 

4.  It  may  be  the  only  operation  indicated 
and  performed  in  the  case  at  hand. 

5.  It  is,  at  times,  called  for  as  a prelimi- 
nary operative  step  to  facilitate  intra-abdomi- 
nal work  and  to  give  better  access  to  intra- 
abdominal organs. 

6.  It  is  not  infrequently  employed  in  con- 
junction with  other  operations.  The  operator 
retrenches  an  unwieldy,  useless,  pendent  mass 
of  subcutaneous  abdominal  fat  and  at  the  same 
sitting  brings  relief  to,  or  corrects,  co-existing 
pathological  abdominal  conditions. 

7.  It  eliminates  a physical  handicap,  effects 
a marked  improvement  in  the  patient’s  appear- 
ance and  general  well-being  and  procures  com- 
plete relief  from  an  unsightly,  painful  and 
disabling  deformity  (23). 

8.  It  gives  permanent  results  (17),  if  post- 
operative instructions  regarding  diet  and  exer- 
cise are  followed.  Adiopose  tissue,  when  ex- 
cised, never  fully  regenerates. 

9.  It  secures  the  following  benefits : 

a.  Diminution  in  weight.  “At  time  of  pa- 
tient’s departure  from  the  hospital,  she  weighed 
seventy-five  pounds  less  than  at  time  of  en- 
trance” (5).  On  discharge,  the  loss  in  weight 
was  about  ninety-three  pounds  (9). 

b.  Freedom  from  discomfort,  local  and 
general,  and  from  disability  incident  to  cum- 
bersome, burdensome,  pendulous  fatty  abdo- 
men (12,22). 

c.  Improvement  in  the  patient’s  general  ap- 
pearance, the  hippopotomal  abdominal  wall 
being  converted  into  a straight  front.  Im- 
provement in  pose  : body  is  no  longer  awkward- 
ly balanced  and  gait  ceases  to  be  waddling. 
Patient  is  enabled  to  resume  his  or  her  occupa- 
tion. 

d.  Patient,  after  its  performance,  can  oc- 
cupy a more  normal,  more  natural  and  more 
useful  relation  to  society. 

e.  The  patient  can  be  more  active,  can  give 
better  personal  attention  to  the  body,  can  give 
his  or  her  work  the  necessary  attention  and 
necessary  application  (7). 
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TRAUMATIC  RUPTURE  OF  THE  INTES* 
TINE— REPORT  OF  CASE. 

By  BEVERLEY  F.  ECKLESv  M.  D.,  Richmond,  Va. 

McGuire  Clinic. 

The  case  which  I report,  while  unusual,  is 
by  no  means  unique.  The  patient,  T.  E.  B., 
Jr.,  was  a well-developed  normal  boy  of  12 
who  had  never  had  any  serious  illness.  On 
April  14,  1924,  he  was  playing  in  the  school- 
yard  at  recess,  about  1 o’clock,  when  he  was 
injured.  While  running  he  collided  with  an- 
other boy.  The  other  boy’s  knee  struck  him 
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in  the  scrotum  and  he  fell  to  the  ground  un- 
conscious. He  remembers  no  other  details  of 
the  accident.  He  was  carried  into  the  school- 
house,  where  he  regained  consciousness  in  a 
few  minutes,  but  was  unable  to  get  up  and 
join  his  class. 

At  3 o’clock  he  was  taken  home  in  the  school 
truck,  and  was  seen  by  his  doctor  at  4 P.  M. 
He  then  had  normal  temperature  and  pulse, 
no  nausea  or  vomiting,  no  abdominal  rigidity 
or  localized  tenderness,  although  he  com- 
plained of  severe  pain  in  the  lower  abdomen. 
He  was  given  morphine.  Two  hours  later  his 
pain  was  still  intense;  he  had  vomited  once, 
and  there  was  tenderness  in  the  lower  abdo- 
men with  slight  rigidity.  His  temperature, 
pulse  and  respiration  were  still  normal. 

It  was  decided  to  bring  him  to  the  hospital 
and  they  started  in  an  automobile  at  9 P.  M., 
reaching  the  hospital  just  before  3 o'clock  the 
next  morning,  after  a trip  of  about  eighty 
miles. 

Examination  elicited  these  facts:  Tempera- 
ture 100  1/5° ; pulse  96,  respiration  22.  He 
was  fully  conscious;  his  expression  was  good; 
his  eyes  were  normal ; his  reflexes  were  normal, 
and  there  was  no  bruise  or  abrasion  on  his 
body.  The  scrotum  and  its  contents  were  nor- 
mal. The  abdomen  was  moderately  distended 
and  was  rigid  throughout,  but  especially  in  the 
lower  half.  Tenderness  was  present  over  both 
lower  quadrants,  being  particularly  marked 
just  internal  to  McBurney’s  point.  Rectal 
examination  elicited  tenderness  but  no  masses. 
Urinalysis  was  practically  normal.  Blood 
count  showed  20,800  white  cells,  with  ninety- 
three  per  cent  polys. 

An  exact  diagnosis  seemed  impossible  but 
an  exploratory  operation  was  urged,  with  a 
probable  diagnosis  of  some  visceral  injury,  or 
possibly  an  unusually  fulminating  type  of 
appendicitis.  A lower  right  rectus  incision  re- 
vealed the  peritoneal  cavity  extensively  soiled 
with  small  bowel  contents.  All  loops  of  the 
bowel  were  intensely  congested  and  covered 
with  flakes  of  lymph.  The  ileum,  three  feet 
from  its  termination,  was  torn  completely 
across  transversely;  the  two  sections  being  held 
together  only  by  the  mesenteric  attachment. 
Two  inches  above  this  tear  there  was  a perfo- 
ration of  the  bowel  of  the  diameter  of  a lead 
pencil.  The  appendix  was  congested  and  cov- 
ered with  plastic  lymph,  but  this  was  con- 


sidered to  be  secondary  to  the  general  perito- 
nitis. 

The  appendix  was  not  removed.  Six  inches 
of  the  ileum  was  resected  and  an  end-to-end 
anastomosis  done.  One  Peple  and  one  ciga- 
rette drain  were  inserted  into  the  pelvis.  He 
was  badly  shocked  at  the  conclusion  of  the 
operation. 

Post-operative  course  was  stormy.  Several 
days  after  recovery  from  the  primary  shock, 
there  was  a partial  intestinal  obstruction,  re- 
lieved by  removing  the  drains.  Three  weeks 
after  operation  symptoms  of  a right  lumbar 
abscess  appeared,  but  pus  was  not  obtained 
until  eleven  days  later.  ‘ An  abscess  contain- 
ing a pint  was  opened  in  the  right  flank  and 
the  cavity  rapidly  healed.  There  had  been  ex- 
tensive infection  and  sloughing  in  the  ab- 
dominal wound.  Secondary  suture  of  this 
healed  cleanly  and  gave  a fairly  good  immedi- 
ate result.  Further  convalescence  was  unin- 
terrupted and  he  left  the  hospital  on  June 
12th  after  a stay  of  two  months. 

Examination  on  October  10,  1924,  showed 
that  he  had  regained  his  weight  and  strength, 
but  there  was  a wide  fascial  defect  in  the  ad- 
dominal  wall,  with  considerable  bulging.  Per- 
haps something  may  be  done  to  improve  this 
later  on. 

The  points  prompting  me  to  report  this  case 
are : 

First:  Its  comparative  rarity.  Many  sur- 
geons have  had  one  or  more  cases  of  traumatic 
intestinal  rupture,  but  few  of  them  seem  to 
have  been  reported. 

Second : The  complete  absence  of  any  mark 
on  the  surface  of  the  body  that  might  indicate 
a serious  internal  injury. 

Third : Recovery  from  operation  under- 

taken as  late  as  fifteen  hours  after  injury. 
Each  hour  elapsing  between  the  receipt  of  such 
an  injury  and  its  operative  relief  increases 
proportionately  the  risk  to  the  patient. 


THE  MANAGEMENT  OF  PREGNANCY.* 

By  C.  P.  OBENS. CHAIN,  M.  D..  New  Hope,  Va. 

It  is  well  for  every  practitioner  of  medicine 
to  have  a routine  method  of  procedure  when 
he  is  engaged  to  attend  a woman  in  confine- 
ment. It  is  recognized  by  all  that  every  case 
cannot  be  handled  alike,  but  each  patient  has 
so  much  in  common  with  the  average  case  that 
the  physician’s  education  to  certain  fixed  rules 

‘Read  before  the  Augusta  County  Medical  Society. 
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is  to  his  advantage,  and  is  well  for  the  patient. 
The  method  can  be  varied  to  suit  the  peculiari- 
ties of  any  individual. 

The  ability  of  a physician  is  largely  gauged 
in  a community  by  his  degree  of  success  in  the 
management  of  pregnancy  and  confinement. 
This  is  also  a branch  of  medicine  for  the  gen- 
eral practitioner  not  likely  to  be  invaded  by 
any  quack  or  cult,  pregnancy  being  no  ficti- 
tious imagination  of  the  woman  in  question, 
but  a physiological  process  which  can  easily 
become  pathological. 

To  save  space,  the  various  duties  of  the  gen- 
eral practitioner  are  divided  into  heads,  ac- 
cording to  the  advice  of  the  professors  at  “our 
Alma  Mater, ” from  the  advice  of  able  obstetri- 
cians, and  from  experience : 

Education:  The  physician,  at  all  times  an 
educator,  must  let  the  public  know  that  dur- 
ing gestation  a certain  degree  of  professional 
attention  is  necessary.  At  times,  many  dis- 
orders and  complications  are  likely  to  ai'ise, 
and  the  woman’s  welfare  and  that  of  her  fu- 
ture offspring  depend  in  no  small  way  upon 
the  watchful  care  of  the  medical  adviser. 

Diet:  As  a rule,  there  is  some  disturbance 
of  digestion  and  loss  of  appetite  during  the 
second  and  third  months.  In  the  diet,  the 
preference  of  the  patient  may  be  largely  con- 
sidered. The  irritability,  caused  by  the  in- 
creased absorption  to  meet  the  increased  de- 
mand. may  be  combated  in  many  ways;  the 
best  method  in  the  hands  of  the  writer  is, 
during  this  period,  to  give  food  in  bed  before 
arising  in  the  morning  and  between  meals. 
Most  foods,  animal,  vegetable,  or  fruit,  which 
are  easily  digested  are  suitable.  At  times  it 
becomes  necessary  to  regulate  the  diet  in  or- 
der to  save  the  kidneys,  or  to  control  in  some 
measure  the  size  of  the  foetus.  In  cases  of 
excessive  digestive  disturbance,  it  has  been 
found  that  the  vomiting  can  best  be  controlled 
by  giving  before  breakfast  a teaspoonful  of 
two  per  cent  cocaine  hydrochloride  solution 
with  five  grains  of  cerium  oxalate,  this  being 
decreased  or  discarded  as  soon  as  possible.  The 
more  modern  duodenal  tube  has  been  used  once 
with  good  results.  Rectal  alimentation  has 
given  no  results.  The  bowels  should  be  evacu- 
ated once  each  day,  and  if  this  cannot  be  regu- 
lated by  a diet  rich  in  fruits  and  fresh  vege- 
tables, it  becomes  necessary  to  resort  to  drugs. 
The  salines  and  mineral  waters  give  the  best 
results. 


Exercise:  Moderate  exercise  is  good  for  the 
pregnant  woman.  Automobile  rides,  walking, 
and  doing  house-work  are  suggested.  How- 
ever, rough  roads,  heavy  lifting  or  any  muscu- 
lar strain  and  fatigue  must  be  avoided.  There 
must  be  good  ventilation  at  all  times.  It  is 
the  experience  of  obstetricians  that  the  woman 
who  does  moderate  or  even  heavy  work  has  the 
easiest  delivery. 

Drugs:  All  cases,  as  far  as  possible,  should 
be  manged  by  hygienic  rules  without  the  aid 
of  drugs,  which  are  mentioned  here  only  to 
be  condemned,  with  the  exception,  of  course, 
in  the  abnormal  cases. 

(dot king:  All  clothing  should  be  suspended 
from  the  shoulders  with  no  pressure  on  abdo- 
men or  chest.  If  the  abdominal  walls  are  lax. 
a proper  lifting  belt  is  indicated. 

Care  of  Skin:  Much  relief  can  be  given  the 
excretory  organs  by  bathing  regularly. 

Breasts:  The  breasts  and  nipples  must  be 
prepared  for  lactation  and  nursing.  Retracted 
or  insufficient  nipples  must  be  pulled  out  by 
patient  using  thumb  and  forehnger.  Toughen- 
ing of  nipples  is  best  done  before  coninement 
bv  using  alcohol  daily  and  massaging  with 
cocoa-butter.  The  care  of  the  breasts  is  es- 
pecially important  in  primipara. 

Sexual  Relations:  While  not  harmful  to 
some,  it  is  with  others,  especially  to  those  who 
have  previously  aborted.  The  pregnant 
woman  should  be  advised  against  the  possibil- 
ity of  infectious  diseases.  Sexual  life  is  best 
prohibited  during  the  last  months  of  preg- 
nancy. 

Kidneys:  The  care  of  the  kidneys  and  the 
watchfulness  of  troubles  which  the  kidneys 
foretell  is  the  most  important  duty  of  the 
woman's  medical  adviser.  The  woman  should 
be  advised  in  a normal  case  to  send  a sample 
of  urine  at  least  once  each  month,  giving  the 
average  day’s  total.  More  attention  must  be 
given  where  this  urine  examination  shows  ab- 
normality, and  measures  instituted  to  com- 
bat the  threatened  toxaemia. 

Psychology : All  of  this  care  and  advice  is 
useless  without  tact.  The  patient  is  inclined 
to  get  the  idea  that  something  unusual  is  about 
to  happen,  and  begins  to  magnify  her  small 
ailments.  This  is  especially  true  of  primipara. 
They  should  have  their  attention  called  to  the 
fact  that  there  have  been  many  women  in  the 
same  state  before,  and  that  everything  is  to 
be  done  without  the  expectation  of  trouble  but 
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with  the  purpose  of  forestalling  the  same. 
She  should  be  especially  protected  from  her 
“friends”  who  bring  gloomy  and  superstitious  ' 
“yarns”  about  maternal  impressions,  together 
with  fancied  and  true  accidents  which  have 
befallen  other  women  under  the  same  condi- 
tions. 

Physical  Examination'.  This  should  be  done 
early  in  the  case  where  the  patient  is  new  to 
her  medical  adviser,  and  in  all  patients  where 
there  is  any  likelihood  of  trouble.  A complete 
pelvic  examination  should  be  made  as  soon  as 
the  foetus  is  viable.  This  is  to  ascertain  the 
roominess  of  the  pelvis,  both  bony  and  soft 
parts.  Towards  the  last,  if  an  X-ray  is  avail- 
able. the  position  of  the  child,  multiple  preg- 
nancies and  many  other  points  helpful  to  the 
attendant  can  be  ascertained  without  the 
manual  examination. 

Hospitalisation:  This  is  advisable  where 
there  is  any  likelihood  of  operative  help  being 
necessary  in  the  delivery.  However,  it  will  be 
a long  time  before  all  women  can  have  these 
advantages. 

Supplies:  Every  woman  expecting  to  be 
confined  should  be  given  a printed  list  of  the 
things  likely  to  be  needed. 

In  everything  the  patient  should  have  en- 
tire confidence  in  her  medical  adviser,  and  he 
should  be  worthy  of  the  same. 

A FEW  REMARKS  ABOUT  ETHYLENE.* 

By  I.  H.  GOLDMAN,  M.  D.,  Richmond,  Va. 
Anaesthetist  to  Johnston-Willis  Hospital;  Consulting  Anaesthetist 

to  Memorial,  Saint  Philip’s  and  Dooley  Hospitals  ; Assistant 
in  Surgery,  Medical  College  of  Virginia. 

This  paper  deals  only  with  a brief  practical 
consideration  of  ethylene  anaesthesia.  Who- 
ever now-a-days  is  beginning  to  be  interested 
in  ethylene  is  looking  for  a reassurance  of 
safety  and  efficiency''.  Ethylene,  or  olefiant  gas, 
is  made  by  extracting  a molecule  of  water 
from  alcohol.  Its  formula  is  CbH4.  It  is  a 
hydrocarbon  gas,  and  an  essential  constituent 
of  illuminating  gas,  has  a pungent  sweetish 
odor  like  wet  matches  or  sorghum,  is  highly 
inflammable,  and  is  quite  comparable  to  ether 
in  these  respects. 

The  gas  is  compressed  to  a liquid  in  steel 
cylinders  and  is  available  for  use  in  the  same 
manner  as  nitrous  oxide.  Ethylene  is  ad- 
ministered in  combination  with  oxygen  by 
means  of  a gas  machine.  It  can  be  used  in 
conjunction  with  nitrous  oxide,  and  to  such  a 

♦Read  before  the  Southside  Virginia  Medical  Society,  at 
Richmond,  Va.,  September  16,  1924. 


mixture  ether  can  be  added.  A hypodermic  of 
morphine  and  atropine  is  permissible,  and 
often  desirable.  The  signs  of  anaesthesia  are 
much  the  same  as  when  nitrous  oxide  and 
oxygen  are  given.  The  machine  I use  is  the 
Seattle  Model  of  the  Gwathmey  apparatus, 
which  I think  is  the  most  economical  in  the 
amount  of  gas  used  and  the  simplest  to  handle 
of  any  type  of  machine  made  at  the  present 
time. 

Experiments  have  shown  that  ethylene  and 
oxygen,  and  to  a minor  degree,  ethylene  and 
nitrous  oxide,  are  explosive  in  certain  propor- 
tions and  under  pressure;  therefore,  a dia- 
phragm reducing  valve  having  a pressure 
chamber  if  used  with  ethylene  should  not  be 
used  with  nitrous  oxide,  or  vice  versa.  Any 
gas  machine  having  two  reducing  valves,  one 
for  oxygen,  one  for  nitrous  oxide,  can  only  be 
used  either  with  ethylene-oxvgen,  or  with 
nitrous  oxide-oxvgen,  and  alterations  of  the 
two  would  be  risky.  The  Gwathmey  appara- 
tus having  no  diaphragm  reducing  valves, 
therefore  no  pressure  chamber  to  involve  risks, 
is  in  this  respect  safe. 

Another  very  important  factor  of  safety  is 
that,  with  the  Gwathmey  apparatus  the  gases 
only  combine  after  they  bubble  through  the 
water  of  the  sight  feed,  when  they  are  at  low 
atmospheric  pressure,  or  a pressure  of  maxi- 
mum 10  m.m.  mercury,  which  is  considered 
safe  for  the  mixture.  I get  between  five  and 
seven  anaesthesias  out  of  a 250  gallon  tank  of 
ethylene.  The  oxygen  used  costs  per  anaes- 
thesia about  fifty  cents,  making  a total  cost 
between  $1.75  and  $2  25  per  anaesthesia.  The 
amount  of  ethylene  necessary  to  maintain 
anaesthesia  averages  about  eighty-five  to 
ninety-five  per  cent  ethylene,  or  two  to  four 
holes,  and  oxygen  five  to  twenty  per  cent,  or 
one  to  two  holes. 

Advantages  accompanying  ethylene  anaes- 
thesia are  numerous.  We  get  better  relaxation 
without  cyanosis,  a greater  quantity  of  oxygen 
can  be  given  with  ethylene  than  with  nitrous 
oxide  without  disturbing  anaesthesia,  patients 
are  not  as  prostrated  nor  as  exhausted  from 
ethylene  as  they  are  from  the  other  general 
anaesthetic  agents,  and  consciousness  and 
strength  are  quickly  recovered.  The  patient’s 
skin  remains  dry  although  rebreathing  usually 
causes  sweating,  which  may  be  overcome  by 
administration  of  atropine.  Ethylene  is  a 
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relatively  safe  anaesthetic,  although  it  may  be- 
come dangerous  in  unskilled  hands. 

Disadvantages  are  few.  The  principal  one 
is  its  inflammability,  which  is  no  greater  than 
that  of  ether.  The  rebreathing  method  gives 
the  maximum  of  safety,  as  a minimum  amount 
of  gas  escapes  into  the  room.  The  odor  is 
considered  disagreeable,  but  this  can  be  over- 
come in  different  ways : 

1.  By  adding  an  agreeable  scent  to  the  gas 
as  it  passes  through  the  machine. 

2.  Beginning  with  a dilute  mixture  of 
ethylene  and  oxygen. 

3.  By  using  nitrous  oxide  and  oxygen  as  an 
induction. 

Headache,  which  frequently  follows  nitrous 
oxide-oxygen,  is  not  uncommon  after  the  use 
of  ethylene,  but  is  less  troublesome  and  not  as 
severe:  nausea  and  vomiting  following  ethy- 
lene anaesthesia  are  not  uncommon,  but 
usually  mild,  and  of  short  duration. 

Cyanosis  may  develop,  and  should  be 
avoided;  respiratory  irritation  is  uncommon, 
but  there  is  a slight  amount  of  it  with  pro- 
longed rebreathing. 

Oozing. — It  has  been  claimed  by  some  that 
you  get  more  oozing  from  the  administration 
of  ethylene  than  with  other  general  anaes- 
thetics. This  I have  failed  to  see,  as  I have 
changed  from  ethylene  to  ether,  and  have 
noticed  no  marked  change  in  this  respect.  Up 
to  the  present  time  I have  given  500  adminis- 
trations of  ethylene.  The  patients’  ages  varied 
from  2 years  to  76  years,  with  no  fatalities. 

In  this  series  ethylene  was  used  in  different 
combinations,  such  as — 

1.  Local  ethylene-oxygen. 

2.  Ethylene-nitrous-oxide-ether. 

3.  Ethylene-nitrous-oxide-oxygen. 

I.  Nitrous-oxide  induction,  followed  by 
ethylene-oxygen. 

5.  Ethylene-oxygen  and  ether. 

Ethylene  is  non-toxic,  and  in  mv  experience 
with  ethylene,  there  has  been  a slight  rise  in 
blood  pressure  from  10  to  20  m.m.  during  the 
administration  of  the  anaesthetic.  I realize 
this  is  contrary  to  the  observations  of  others, 
but  I have  taken  the  pressure  before,  during 
and  after  the  administration.  It  is  particularly 
advantageous  to  use  this  form  of  anaesthesia  in 
bad  heart  cases,  acidosis,  diabetes,  nephritis, 
in  fact,  any  case  in  which  you  are  at  a loss 
as  to  what  anaesthetic  to  use.  A preliminary 
hypodermic  of  morphine  and  atropine  is  ATery 


desirable,  unless  contra-indicated;  atropine  re- 
duces sweating  in  maximum  rebreathing,  and 
the  rebreathing  method  reduces  the  fire  risk, 
as  it  allows  only  a minimum  amount  of  gas  to 
escape  into  the  room.  I also  take  the  precau- 
tion to  ground  my  machine  by  having  an  ordi- 
nary wire  run  from  the  machine  to  a pipe,  and 
see  that  no  electric  machines  are  running  and 
no  cautery  burning. 

I suggest  that  you  try  not  to  make  any  one 
anaesthetic  do  the  impossible.  The  anaesthetic 
should  be  varied  until  the  proper  mixture 
is  obtained.  The  simple  and  safe  rule  is  to 
keep  the  patient  pink  and  asleep  with  a maxi- 
mum amount  of  oxygen  and  a minimum 
amount  of  ether.  My  impression  is  that 
ethylene  has  come  to  stay,  and  has  made  for 
itself  a permanent  place  among  the  general 
anaesthetics. 

1101  Floyd  Aveivue. 


A CASE  OF  BILATERAL  TUBAL 
PREGNANCY. 

By  H.  E.  JORDAN,  Ph.D., 
and 

I.  A.  BIGGER,  M.  D., 

University,  Va. 

Instances  of  simultaneous  pregnancy  of  both 
tubes  remain  sufficiently  rare  to  warrant  report 
of  any  additional  case.  Scheiber  ( Zentralblatt 
f.  Gyn .,  Oct.  11,  1924),  who  claims  to  have  re- 
ported the  first  case  since  that  of  Borell  in 
1921.  states  that  only  twenty-seven  cases  are 
on  record.  Schreiber  found  an  embryo  of  ap- 
proximately the  third  week  in  the  left  tube. 
The  right  tube  had  ruptured,  and  the  embryo 
was  not  recovered.  The  abdominal  end  of  the 
tube  contained  chorionic  villi  (“placentarzot- 
ten”).  Since  the  right  ovary  lacked  a macro- 
scopically  discernible  corpus  luteum,  he  infers 
that  both  eggs  came  from  the  left  ovary.  The 
left  ovary  contained  a conspicuous  corpus 
luteum.  Schreiber  concludes  that  his  case  of 
double  tubal  pregnancy  is  one  of  simultaneous 
fertilization  of  two  eggs. 

Our  case  is  very  similar  to  Schreiber’s  ex- 
cept that  here  the  stage  of  development  is 
clearly  older.  The  right  tube  was  dilated  near 
the  middle,  attaining  here  a diameter  of  ap- 
proximately 20  mm.  The  dilatation  tapers 
gradually  to  within  10  mm.  of  the  fimbriated 
end  through  a distance  of  50  mm.  On  opening 
the  area  of  greatest  dilatation  a well-preserved, 
apparently  normal,  embryo  of  13  mm.  length 
was  disclosed,  attached  by  a clear,  delicate 
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umbilical  cord  of  8 mm.  length  to  a compact 
mass  of  normal  chorionic  villi.  The  distal 
portion  of  the  dilatation  was  tilled  with  a coni- 
cal thrombus  20  mm.  in  length,  forming  a 
complete  cast  of  the  tube. 

The  left  tube  had  ruptured.  A large,  irregu- 
larly spheroidal  blood  clot,  approximately  50 
mm.  in  diameter,  protruded  from  the  area  of 
rupture.  After  removal  of  the  clot  this  tube 
had  approximately  the  dimensions  of  its  intact 
mate.  No  embrjm  was  recovered  from  this 
tube.  The  embryo  had  probably  suffered  re- 
sorption, as  had  also  the  placenta,  under  pres- 
sure of  the  blood  clot.  A few  persistent 
chorionic  villi,  though  considerably  disin- 
tegrated, have  approximately  the  histology  of 
those  of  the  unruptured  tube.  It  may  be  in- 
ferred, accordingly,  that  the  pregnancies  in 
botli  tubes  are  of  approximately  the  same  age, 
about  seven  weeks,  and  the  result  of  a coinci- 
dent fertilization.  This  estimation  of  age  on 
the  basis  of  length  takes  no  account  of  a prob- 
able stunting  due  to  relatively  poor  nutritive 
conditions  in  the  tubes.  Correcting  for  this 
factor,  possibly  as  much  as  ten  days  should  be 
added.  Corpora  lutea  were  not  looked  for  at 
operation,  hence  we  have  no  information  as  to 
whether  the  two  eggs  came  from  the  same  or 
botli  ovaries. 

This  patient  was  thirty-one  ATears  of  age,  and 
the  mother  of  six  children.  She  last  menstru- 
ated on  July  13,  1924,  fifty-two  days  before 
the  onset  of  the  present  trouble,  and  sixty  days 
before  operation.  The  menstrual  history  is  in 
accord  with  the  inference  of  equal  age  of  the 
two  pregnancies.  Eight  days  before  operation 
she  developed  severe  pains  in  the  lower  abdo- 
men, most  marked  on  the  left  side.  These 
lasted  only  a short  time,  but  recurred  five  days 
later  with  greater  intensity,  and  were  accom- 
panied by  a bloody  Aaginal  discharge.  Sev- 
eral hours  later  she  was  admitted  to  the  Uni- 
versity of  Virginia  Hospital,  and  at  operation 
the  conditions  described  above  were  found. 
Nothing  in  the  clinical  history,  nor  the  anatom- 
ical conditions  observed  at  operation,  furnish 
the  slightest  clue  to  account  for  the  tubal  im- 
plantations. 


A cheerful  greeting  dispels  grief;  it  soothes  pain; 
it  spreads  happiness. — Selected. 


THE  LESSON  TAUGHT  BY  OVER  TWO 
HUNDRED  THOUSAND  INJECTIONS 
OF  ARSENICALS.* 

By  T.  LATANE  DRISCOLL.  M.  D.,  Richmond,  Va. 

Associate  in  Syphilology,  Medical  College  of  Virginia. 

The  injections  referred  to  in  the  title  of  this 
paper  were  arsphenamine,  neo-arsphenamine, 
and  sulpharsphenamine.  The  work  was  done  at 
the  Medical  College  of  Virginia  Dispensary, 
the  United  States  Public  Health  Service,  the 
Richmond  Health  Bureau,  and  in  my  private 
practice.  The  number  to  date  is  about  two  hun- 
dred and  forty  thousand,  with  the  following 
observations  and  ultimate  conclusions: 

1.  The  further  a molecule  is  evolved  away 
from  the  original  arsphenamine,  the  less  effi- 
cient is  this  molecule  in  the  therapeusis  of 
syphilis,  as  manifest  by  paralleling  a series  of 
one  hundred  and  fifty  cases  treated  with  neo- 
arsphenamine  and  arsphenamine,  and  finding 
that  the  arsphenamine,  as  determined  by  the 
effect  on  Wassermann  and  symptoms,  was 
about  40  per  cent  more  efficient,  while  sulphar- 
sphenamine was  about  20  per  cent  less  efficient 
than  neo-arsphenamine. 

2.  Careful  preparation  of  “606,”  taking  care 
to  convert  the  salvarsan  salt  into  the  di-sodium 
salt,  with  proper  dilution  and  rate  of  flow, 
makes  this  the  least  toxic  of  all  the  arsenicals, 
as  demonstrated  by  the  morbidity  rate,  arsphe- 
namine being  about  one-half  of  one  per  cent, 
and  neo-arsphenamine  producing  an  endotoxe- 
mia  in  10  per  cent  of  the  whole. 

3.  Judging  arsphenamine  as  it  has  to  do  Avith 
clinical  and  serologic  results,  only  a small 
amount  of  the  molecule  is  available  as  a spiro- 
cheticidal  agent,  and  it  seems  as  definite  re- 
sults are  obtained  with  the  smaller  doses  as 
with  the  maximum,  my  reasoning  being  based 
upon  the  effect  of  comparisons  in  four  decigram 
and  one  decigram  doses  on  cutaneous  lesions, 
together  with  paralleling  six  decigram  doses 
and  three  decigram  doses,  as  they  haA’e  to  do 
Avith  a Wassermann  reaction.  There  is  but 
little  if  any  difference  in  effect.  It  is  obvious 
that  if  this  is  correct,  patients  are  infinitely 
better  off  Avith  small  doses. 

4.  Relati\re  immunity  is  established  for  the 
drug,  or  treponemata  become  tolerant  to 
arsenic,  and  the  anti-syphilitic  drugs  should 
be  alternated  after  this  apparent  tolerance  to 
obtain  maximum  results.f 

5.  The  contra-indications  for  arsenic  are 


*Read  before  the  Richmond  Academy  of  Medicine. 
tReference:  Driscoll,  Va.  Med.  Mo.,  Dec.,  1924,  Papre  556. 
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greatly  exaggerated  as  most  of  the  so-called 
contra-indications  are  in  reality  syphilitic  in 
origin. 

6.  The  kidney  and  other  tests,  while  faii’ly 
accurate,  do  not  necessarily  offer  any  clue  as 
to  the  dangers  incident  upon  the  injection  of 
arsenicals,  as  the  kidneys  may  be  functioning 
normally,  and  the  patient  may  withal  have  der- 
matitis or  endotoxemia. 

7.  Albuminuria,  casts,  and  enormous  amounts 
of  pus  often  clear  up  after  arsphenamine  treat- 
ment, instead  of  being  a positive  contra-indi- 
cation. 

8.  The  blood  stream  takes  care  of  an  enor- 
mous amount  of  septic  and  foreign  material 
without  any  apparent  disagreeable  symptoms 
resulting. 

9.  Arsphenamine  allowed  to  set  after  alkali- 
nization  for  fifteen  to  twenty  minutes  is  less 
toxic  than  arsphenamine  immediately  injected, 
as  it  takes  about  this  time  for  complete  chemi- 
cal change. 

10.  Sensitized  patients,  that  is  those  with 
nitritoid  or  anaphylactoid  reactions,  are  ap- 
parently desensitized  with  neo-arsphenamine, 
as,  after  the  injection  of  the  neo  preparation, 
I am  able  to  go  back  on  salvarsan  with  im- 
punity. 

11.  The  dilution  and  rate  of  floAv  figure  as 
the  most  conspicuous  etiologic  factors  in  the 
production  of  reactions  after  proper  alkaliniza- 
tion. 

12.  There  are  few  veins  into  which  an  opera- 
tor may  not  gain  entrance;  therefore,  no  very 
good  reason  for  the  discomfort  that  accom- 
panies intramuscular  injections,  or  so-called 
spills  because  of  this  fact. 

13.  Patients  with  syphilis  may  be  cured  with 
arsphenamine  alone,  taking  our  methods  now 
available  for  determining  cure. 

14.  Arsenical  dermatitis  may  occur  irrespec- 
tive of  dose,  some  patients  developing  this  con- 
dition with  five  centigram  injection. 

15.  The  kidney  function  test  plays  no  part 
in  certain  cases,  so  far  as  indicating  the  prob- 
ability of  dermatitis.  We  should  bear  in  mind 
idiosyncrasy,  or  probably  a peculiar  tendency 
of  some  patients  to  excrete  arsenic  by  the  skin 
route;  also  that  this  disease  is  probably  due  to 
the  deposition  of  arsenic  in  the  layers  of  the 
skin. 

16.  The  promiscuous  giving  of  k‘G06”  without 
the  proper  knowledge  of  syphilis  or  the  drug 
is  to  be  deplored. 


17.  Neo-arsphenamine  is  a potent  drug,  but 
the  advertised  simplicity  and  relative  safety  is 
misleading,  and  grave  errors  have  resulted 
therefrom. 

18.  In  my  hands  sulpharsphenamine  is  the 
least  efficacious  of  the  preparations  under  dis- 
cussion, certainly  so  far  as  it  has  to  do  with  ob- 
taining a negative  serology.  Upon  primary  and 
secondary  lesions,  the  effect  is  not  to  be  com- 
plained of. 

19.  Under  ordinary  circumstances,  giving 
rather  large  doses  of  mercury  and  bismuth  at 
the  same  time  with  arsenical  treatment,  is  more 
than  the  average  kidney  or  liver  can  stand. 

20.  Jaundice  is  a condition  brought  about  by 
therapy,  and  is  not  a syphilitic  condition;  it 
constitutes  a positive  contra-indication  for 
further  therapy  at  the  time. 

21.  Reactions  may  be  divided  into  three 
separate  and  distinct  groups,  each  group  repre- 
senting a distinct  group  entity  of  symptoms, 
with  different  treatment  for  the  varying  mani- 
festations. 

The  first  and  most  common  reaction  is  what 
seems  to  be  a distinct  allergic  phenomenon, 
the  sensitization  being  due  to  either  killed 
treponemata  or  the  drug,  with  the  symptoms 
almost  classically  those  of  hypersensitization, 
and  may  develop  after  only  a few  drops  of  the 
drug  have  been  administered,  or  a few  minutes 
following  the  injection  of  the  entire  dose. 

Symptoms  come  on  rather  suddenly,  and  are 
often  most  distressing.  In  the  order  of  de- 
velopment, they  vary  but  little:  first,  redness 
of  the  conjunctivae,  suffusion  of  the  face,  and  a 
few  seconds  later  we  may  observe  cyanosis.  We 
may  also  note  cough  and  dyspnoea,  the  latter 
assuming  not  infrequently  the  type  of  orthop- 
noea.  Edema  of  the  eyelids  and  lips,  rapid 
and  ofttimes  thready  pulse  are  also  seen,  these 
symptoms  merging  frequently  into  a picture  of 
shock,  with  cold  extremities,  sweat,  and  col- 
la  pse. 

The  second  type  of  reaction  is  the  clinical 
picture  of  a toxemia,  and  does  not  differ  from 
a toxemia  due  to  other  causes.  The  following 
symptoms  may  occur  from  two  to  twelve  hours 
after  injection:  Chill,  with  nausea  and  vomit- 
ing, diarrhoea,  fever  which  seldom  goes  above 
101  to  102  degrees  Fahrenheit,  pains  in  the  epi- 
gastrium, sometimes  throughout  the  entire  ab- 
domen, these  lasting  for  a few  hours  or  days. 

The  classic  Herxheimer  reaction  in  my  ex- 
perience is  not  common,  although  occasionally 
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it  is  encountered.  It  may  explain  some  of  the 
plegias  and  cases  of  coma  following  “606”  by 
assuming  that  the  focal  erythema  occurring 
around  syphilides  extends  to  lesions  in  the  cord 
or  brain,  thereby  producing  pressure  with  the 
attendant  symptoms. 

Infrequently  an  attack  of  pulmonary  con- 
gestion or  edema  is  precipitated  by  the  too 
rapid  administration  of  the  drug  in  cases  of 
advanced  lesions.  This  accident  is  due  to  the 
fact  that  the  operator  is  unacquainted  with  the 
physical  findings  in  his  patient. 

There  is,  however,  a most  distressing  symp- 
tom arising  at  times,  coming  on  with  nothing 
else  that  I have  been  able  to  determine  except 
the  one  thing,  a terrific  pain  in  the  lower  back. 
This  has  been  explained  by  one  author  as  the 
action  of  toxins  on  the  splanchnic  area. 

22.  Dermatitis  develops  about  once  in 
twenty-five  thousand  injections,  regardless  of 
the  care  used  in  ascertaining  possible  condi- 
tions which  might  predispose  to  this,  and  with 
the  utmost  care  in  administering  the  drug. 

23.  One  patient  in  a hundred  complains  of 
some  reactive  symptoms,  but  when  the  mor- 
bidity mounts  to  4 per  cent,  there  is  some  defect 
in  water,  alkali,  or  injection  technique. 

24.  The  persistence  of  a positive  Wasser- 
mann  is  indicative  of  a further  syphilitic  pro- 
cess, but  in  the  aged  or  infirm,  the  wiser  course 
is  to  tolerate  this  rather  than  to  take  chances 
in  our  enthusiasm  with  too  much  therapy. 

25.  The  treatment  of  neuro-syphilis,  in  the 
light  of  our  present  knowledge  and  the  methods 
used,  is  not  to  be  depended  upon.  A positive 
cerebrospinal  fluid  does  not  of  itself  indicate 
general  neuro-involvement,  but  simply  poten- 
tial neuro-involvement,  as  does  all  syphilis. 

26.  The  final  summing  up  of  my  experience 
indicates  that  we  are  far  from  having  a specific 
in  the  treatment  of  syphilis;  but  it  appears 
some  cases  are  cured  by  using,  consistently  and 
conservatively,  the  known  drugs  after  long  and 
patient  treatment  and  careful  observation  over 
a period  of  years. 

In  concluding,  I would  say  too  much  faith  is 
being  placed  in  a single  drug. 

Medical  Arts  Building. 


CHEW  IT  OVER. 

To  those  who  talk  and  talk  and  talk 
This  adage  will  appeal: 

The  steam  that  blows  the  whistle 
Will  never  turn  a wheel. — Selected. 


Correspondence 

Notes  on  Florida.* 

To  the  Editor  : 

A sketch  of  some  of  the  things  observed  dur- 
ing a winter’s  stay  in  this  state  may  interest 
some  readers  of  the  Virginia  Medical 
Monthly,  though  our  experience  has  been 
limited  to  only  a few  localities.  Brought  here 
by  a case  of  asthma  in  the  family,  we  are  on  a 
sandy  key,  Long  Key,  off  the  west  coast,  and  in 
the  Gulf  of  Mexico,  some  dozen  miles  from  St. 
Petersburg.  The  island  is  of  pure  white  sand, 
formed  entirely  of  finely  broken  shell ; it  is  sev- 
eral miles  in  length,  and  only  a few  hundred 
feet  wide.  A bridge  one  mile  long  connects 
with  the  mainland,  and  a village  of  perhaps  a 
thousand  people  is  located  near  one  end  of  the 
key.  It  is  a resort  to  some  extent  renowned  for 
climatic  cure  of  asthma,  as  well  as  beneficial 
to  rheumatism  and  other  like  ailments,  and  par- 
ticularly adapted  to  under-developed  children. 
As  in  St.  Petersburg,  known  as  the  “Sunshine 
City,”  records  show  that  for  the  past  fifteen 
years  there  have  been  an  average  of  only  five- 
and-a-half  days  per  year  when  the  sun  did  not 
shine  a part  at  least  of  the  day.  A wide,  clean, 
white  sand  beach  stretches  almost  the  entire 
length  of  the  island,  with  surf  of  the  open  gulf 
breaking  on  it  constantly.  The  shallow  water 
extends  several  hundred  yards  from  shore,  and 
there  is  no  undertow,  so  it  is  safe  for  children, 
as  well  as  a beautiful  playground  of  which 
they  never  tire. 

The  water  is  very  hard,  it  is  heavily  charged 
with  sulphuretted  hydrogen  gas,  which  escapes 
when  the  water  is  allowed  to  stand.  One  or 
more  flowing  wells  of  this  water,  exist  on  the 
island,  as  also  of  other  water  more  palatable 
for  beverage  purpose.  For  household  use  many 
use  cistern  water  (rain  water),  and  distilled 
water  is  obtainable  for  drinking.  A bus  line, 
and  a boat  line  connecting  with  trolley  cars  at 
the  mainland,  furnish  means  of  communication. 
The  town  has  electric  lights,  and  sewerage,  also 
fire-engine,  but  no  gas  as  yet.  It  is  a popular 
place  for  St.  Petersburg  people  to  visit,  especi- 
ally for  Sunday  afternoon  auto  drive,  usually 
about  fifteen  hundred  or  more  cars  crossing 
the  bridge  in  each  direction  every  Sunday. 

♦When  we  found  that  Dr.  E.  P.  Tompkins,  Roanoke,  Va., 
was  spending  the  winter  in  Florida,  we  asked  him  to  let  us 
have  some  communication  from  him  when  he  had  time  to 
write.  These  "Notes  on  Florida”  have  proved  so  interesting  tc 
us,  that  we  are  publishing  them  in  full. 
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St.  Petersburg  is  probably  the  tourist  town, 
far  excellence , of  the  state.  It  is  said  to  have 
a summer  population  of  thirty  odd  thousand, 
and  a winter  population  of  a hundred  and 
thirty  odd  thousand.  The  distinctive  feature 
of  the  town  is  the  “Green  Benches.”  Thou- 
sands of  these  benches,  seating  about  four  or 
five  people  each,  are  placed  back  to  back  on 
the  wide  sidewalks;  and  all  day  and  far  into 
the  night  are  filled  with  tourists,  basking  in 
the  sun  or  enjoying  the  balmy  air  of  evening. 
It  is  noticeable  that  many  elderly  people,  and 
some  very  old  people,  are  included  in  the 
number:  and  a fairly  large  percentage  of  those 
of  more  youthful  appearance  are  evidently  not 
strong,  some  have  deformities,  some  are  cripples 
from  accident,— not  a few  rolling  chairs  may 
be  seen,  and  some  of  the  churches  have  “ramps” 
built  beside  the  steps  for  the  benefit  of  the 
roller  chair  folic.  Incidentally,  one  must  reach 
the  church  of  his  preferred  denomination  at 
least  half  an  hour  before  service  time  in  order 
to  be  sure  of  a seat. 

As  may  be  expected  this  multitude  of  people 
with  time  on  their  hands  furnishes  a great 
opportunity  for  the  advertising  cure-all  people, 
and  they  are  not  slow  to  seize  the  chance. 
Handbills  are  distributed  inviting  all  to  this 
or  that  hall  (it  is  said  no  lectures  or  harangues 
are  permitted  on  the  streets  or  in  the  parks) , 
to  hear  “Doctor”  So-and-so  tell  how  to  get 
well,  or  “Professor”  Ketehem  unfold  his  mar- 
vels of  science  (sic),  and  incidentally  to  learn 
that  the  Doctor  has  consented  to  reduce  his  con- 
sultation fee  from  fifty  dollars  to  thirty  dollars 
for  this  occasion  only.  It  may  be  said  that 
the  “doctor’s”  lack  of  knowledge  of  elementary 
physiology  is  more  than  made  up  for  by  his 
self-assurance. 

On  a certain  recent  occasion,  a young  man 
was  advertised  to  drive  a car  blind-folded 
through  city  traffic.  The  newspaper  stated  that 
“Dr.  W of  the  doctors  of  chiropractic  pro- 

nounced him  fit,  except  for  a slight  subluxation 
of  the  second  vertebra  of  the  spine,”  and  Dr. 

IV would  “follow  in  the  press  car  to  give 

adjustment  at  terminus  in  case  it  is  necessary.” 
Likewise  a display  ad  informs  the  suffering 
public  that  “Bone-Setter  A adjusts  liga- 

ments, tendons,  prolapsed  stomachs,  constipa- 
tion, colitis,  gall,  bladder,  all  nervous  muscular 
trouble.”  (Punctuation  as  in  the  paper).  Dr. 

C , not  to  be  outdone  states  that,  “Owing 

to  the  delicious  fresh  foods,  his  treatment  here 


is  very  successful,”  slightly  ambiguous  as  to 
where  the  success  lies,  but  answers  the  purpose. 

The  Florida  Funeral  Home  announces  briefly 
and  rather  cryptically : “Morticians— Demi- 
Surgery.  Private  Limousine  Ambulance.” 
Most  of  the  medical  profession  know  what 
surgery  means,  only  a few  know  demi-surgerj. 
Which  are  you? 

To  the  credit  of  the  medical  profession  of 
the  state  it  should  be  known  that  the  Board  of 
Examiners — which  requires  that  every  member 
of  the  regular  profession  entering  the  state  to 
practice  shall  pass  its  examination,  and  recipro- 
cates with  no  other  examining  board — -is  mak- 
ing efforts  to  curb  the  illegal  gentry,  and  re- 
cently made  several  arrests  of  alleged  law  vio- 
lators, one  of  whom  admitted  he  charged  twelve 
hundred  and  fifty  dollars  for  some  three  weeks 
of  “treatment,”  consisting  in  part,  (may  be  en- 
tirely) in  restricting  the  patient  to  raw  foods. 
In  addition  to  this,  at  certain  intervals  appears 
in  the  daily  papers  this  notice  : “The  following 
St.  Petersburg  physicians  are  members  of  the 
Pinellas  County  Medical  Society  and  the 
Florida  State  Medical  Association  and  are 
eligible  for  membership  in  the  Southern  Medi- 
cal Association  and  the  American  Medical  As- 
sociation.” Then  is  given  a list  of  some  two 
score  names  in  alphabetical  order.  The  so- 
journer who  is  interested  in  matters  of  health 
is  thereby  informed  as  to  qualified  men. 

A local  member  of  the  examining  board,  in  a 
newspaper  interview,  last  week,  said,  “The 
fight  will  go  on.  We  hope  it  will  be  brought 
to  an  end  next  year,  but  it  will  not  be  brought 
to  an  end  until  Florida  is  thoroughly  cleaned 
of  medical  practitioners  who  are  engaged  in 
work  illegally  without  license  and  who  are  not 
qualified  educationally  to  carry  on  the  work. 
We  are  hoping  that  only  duly  registered  and 
qualified  physicians  will  be  left  in  Florida  after 
the  campaign.” 

St.  Petersburg  is  to  be  the  place  of  meeting 
for  the  1925  session  of  the  Florida  State  Medi- 
cal Association.  This  will  take  place  in  May, 
and  it  is  expected  that  a large  number,  some 
five  or  six  hundred  members  and  guests,  will  be 
in  attendance. 

Up  further  in  the  peninsula,  at  Safety  Har- 
bor, has  recently  been  opened  a Sanitarium  for 
the  treatment  of  rheumatic  affections.  It  is 
up-to-the  minute  in  all  its  appointments,  and 
is  said  to  have  cost,  together  with  pavilion  and 
bath  houses,  over  a million  dollars.  It  is  fi- 
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nanced  by  St.  Petersburg  and  Tampa  men,  a 
number  of  physicians  and  specialists  from  the 
latter  city  being  on  the  staff.  It  is  in  charge 
of  and  under  the  direction  of  Dr.  Edwards,  a 
former  Georgia  physician,  well-known,  thor- 
oughly qualified,  and  a most  genial  and  cour- 
teous gentleman.  It  is  here  that  is  located  the 
Espiritu  Santa  Springs,  highly  esteemed  for 
many  years  in  the  treatment  of  rheumatism  and 
neuritis.  These  springs  are  five  in  number, 
varying  in  their  chemical  composition,  most  of 
them  highly  charged  with  mineral  substances, 
but  one  of  them  almost  approaching  distilled 
water  in  its  purity,  or  absence  of  mineral  con- 
stituents, it  is  said.  These  springs,  together 
with  the  equable  climate  for  which  this  whole 
section  of  the  state  is  noted,  will  assure  a 
patronage  constantly  up  to  full  capacity.  So 
far,  the  accommodations  are  complete  for  only 
sixty-five  patients,  and  the  full  quota  was 
already  engaged  long  before  the  buildings 
were  completed.  In  addition  to  the  sanitarium, 
however,  the  same  company  is  to  build  immedi- 
ately a hotel  of  three  hundred  and  twelve 
rooms,  and  this  is  to  be  rushed  to  completion. 

Stories  are  told  of  the  very  remarkable  cures 
wrought  by  the  water  and  the  climate  here. 
Residents  speak  of  case  after  case  coming  on 
stretchers,  or  in  wheeled  chairs  or  on  crutches, 
which  in  a brief  time  are  discarded,  and  the 
patient  able  to  walk  without  help.  It  is  said 
that  formerly  a pile  of  crutches  lay  near  the 
springs,  thrown  away  by  one-time  users,  mute 
but  eloquent  tribute  to  the  efficacy  of  the 
waters.  Some  w7ag,  thinking  to  make  the  pic- 
ture more  nearly  complete,  on  one  occasion 
added  a couple  of  wooden  legs ! The  manage- 
ment, fearing  this  was  claiming  rather  too 
much,  had  them  speedily  removed  as  soon  as 
discovered. 

Up  at  Howey-in-the-Hills  is  a community 
rapidly  building  up  which  seems  to  be  especi- 
ally popular  with  the  medical  fraternity.  Some 
forty-odd  doctors  are  interested  here,  either  as 
residents  for  part  or  all  the  year,  many  owning 
homes,  and  others  sojourning  at  the  very  com- 
fortable and  well  appointed  hotel.  In  the  pro- 
moting company  are  a number  of  physicians, 
and  the  intention  is  to  make  this  a very  high- 
class  and  select  community,  where  homes  may 
be  made,  and  a cultured  and  congenial  com- 
munity established.  However,  it  is  not  re- 
stricted to  physicans  by  any  means;  lawyers 


and  other  professional  and  business  men  are 
likewise  interested.  This  is  on  the  border  of 
Lake  Harris,  and  in  time  this  will  be  the  head 
of  transportation  through  a chain  of  fresh 
water  lakes  and  out  through  the  St.  John 
River.  Eighty  thousand  acres  of  land  are 
owned  by  the  promoting  company,  on  which 
there  are  some  fourteen  hundred  lakes,  large 
and  small,  all  of  which  are  well  stocked  with 
fish,  and  angling  is  the  order  of  the  day  the 
year  ’round.  This  is  highland  for  Florida, 
three  hundred  and  sixty  feet,  it  is  said.  The 
presence  of  the  immense  bodies  of  water  sur- 
rounding it  makes  for  very  equable  climate, 
and  it  is  in  this  region  that  the  citrus  fruits 
thrive  best.  Thousands  of  acres  of  orange  and 
grapefruit  groves  are  in  this  vicinity,  and  not 
far  away  are  the  centers  also  of  the  celery, 
lettuce,  and  pepper  industries,  twenty  and 
thirty  acre  fields  of  each  being  not  uncommon. 

While  it  is  not  indexed  in  medical  books,  as 
such,  no  description  of  Florida  would  be  com- 
plete without  some  mention  of  real  estate 
“fever.”  It  is  epidemic,  endemic,  and  pandemic, 
all  over  the  state.  It  is  in  the  air,  and  in  the 
water,  and  in  the  food.  One  never  speaks  for 
ten  minutes  on  the  street  with  a casual  ac- 
quaintance that  he  is  not  admonished  where  he 
can  get  the  very  best  bargain  in  “lots”  or,  as 
many  prefer  now,  “estates,”  or  where  a fine 
piece  of  acreage  can  be  had  ’way  under  the 
market;  the  elevator  boy  in  the  hotel  will  sell 
you  property,  likewise  the  barber  who  trims 
your  hair.  “Developments”  and  “sub-divisions” 
float  around  in  the  air,  all  the  talk  one  hears 
in  hotel  lobbies,  in  the  parks,  on  the  “Green 
Benches”  is  of  real  estate.  Fortunes  are  made, 
prices  continue  to  mount,  one  wonders  where 
the  end  will  be.  The  migration  of  humankind 
into  Florida  is  one  of  the  most  remarkable 
movements  of  the  century  so  far.  Broad  smooth 
highways  are  built  through  the  wilderness,  for 
miles  on  miles  as  one  passes  over  them  by  auto 
not  a living  creature  other  than  human  beings 
in  motor  cars  going  in  the  opposite  direction 
may  be  seen.  Some  day  this  wilderness  will  be 
cleared  out,  fields  and  homes  established,  and 
the  land  made  fruitful.  The  railroads  just  now 
are  taxed  to  carry  the  northbound  tide  of 
humanity,  not  to  mention  the  thousands  upon 
thousands  of  motor  cars  with  full  loads  on  the 
brick-paved  roads.  Every  year  more  and  more 
are  coming  to  stay,  those  who  are  best  in  posi- 
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tion  to  know  say  that  it  is  “only  seven  o’clock 
in  the  morning  as  yet  in.  Florida.” 

E.  Pendleton  Tompkins,  M.  D. 
Pass-a-Grille , Florida. 

April  2,  1925. 


The  Goiter. 

To  the  Editor: 

Goiter  is  an  old  subject  but  one  that  now 
needs  increased  attention.  Basing  my  remarks 
on  evidence  in  the  September  number  of 
American  Medicine , it  is  time  for  our  medical 
societies  to  urge  State  Health  Departments  to 
take  immediate  and  active  interest  in  the 
study  and  prevention  of  this  menace  through 
the  aid  of  public  enlightenment  and  of  indi- 
vidual physicians  in  general  practice.  It  is 
futile  to  wait  until  the  physical  and  mental 
and  moral  condition  of  the  children  of  the 
present  generation  is  beyond  control. 

The  sound  functional  development  and 
activity  of  the  thyroid  gland  is  necessary  for 
the  best  physical  and  mental  development  of 
the  children.  But  it  cannot  be  of  maximum 
service  without  the  sanction  and  approval  of 
those  who  have  the  care  of  the  children;  and 
then  not  to  the  fullest  extent  of  efficiency  un- 
til it  is  backed  by  the  supportive  value  of 
those  who  are  able  and  willing  to  undertake 
the  public  spirit  necessary  to  create  appropria- 
tions equal  to  the  cost  of  the  medication  to 
assure  the  benefit  recognized  by  experience 
elsewhere ; especially  is  this  the  case  in 
Switzerland,  where  it  has  done  acknowledged 
good.  Medical  literature  tells  us  of  the  pro- 
phylactic encouragement  in  Switzerland, 
which  country  we  might  well  call  the  “home 
of  goiter.”  “Among  the  school  children  of  the 
Canton  of  St.  Galen  there  were  87.6  per  cent 
in  1919  who  had  goiter,  while  only  13.1  per 
cent  were  found  thus  affected  in  1922.  On 
account  of  this  remarkable  achievement,  the 
Goiter  Commission  of  Switzerland,  in  1923, 
recommended  the  use  of  iodine  as  a preventive 
measure  throughout  the  entire  state  as  a public 
health  measure. 

The  City  of  Rochester,  N.  Y.,  has  adopted 
the  plan.  For  a period  of  two  weeks  during 
the  spring  and  autumn  sufficient  sodium  iodide 
is  added  to  the  daily  water  supply  to  constitute 
an  iodine  content  of  1.75  of  a grain  to  the  gal- 
lon. This  would  give  in  two  quarts  of  water 


taken  each  day  seven-eights  of  a grain  of 
iodine,  which  Swiss  experience  has  demon- 
strated to  be  effective. 

The  Health  Departmnt  of  Grand  Rapids 
regards  goiter  prevention  as  a necessary  pub- 
lic health  measure,  to  be  attacked  through  the 
existent  organization  of  school  physicians  and 
nurses.  It  is  further  stated : “The  fact  that 
75  per  cent  of  simple  goiter  occurs  among 
school  children  indicates  the  rationality  of  un- 
dertaking the  correction  of  goiter  during  the 
period  when  children  are  more  readily  reached 
and  controlled  and  when  the  educational  value 
of  the  measure  as  related  to  health  can  be 
adequately  presented  to  children  and  their 
parents. 

This  procedure  seems  to  be  the  most  rational 
and  effective  plan  of  attack  that  can  be  put  in 
operation.  It  is  simple  arid  easy  to  control 
and,  once  in  general  use.  it  will  very  soon  be- 
come a fixed  part  of  our  educational  scheme. 
Education  without  health  can  never  reach 
maximum  results.  The  generations  to  follow 
must  be  cared  for  now  in  the  making — it  is 
too  late  after  the  damage  is  done.  Preven- 
tion is  what  they  need. 

We  are  told  that  in  a survey  of  the  school 
children  in  Grand  Rapids,  30  per  cent  were 
found  to  have  enlargement  of  the  thyroid 
gland;  33  per  cent  of  the  number  were  boys 
and  67  per  cent  were  girls.  The  thyroid  en- 
largements increased  gradually  from  the  age 
of  five  to  fifteen  years  and,  consequently,  are 
most  frequent  at  the  adolescent  period. 

In  1916,  Akron,  Ohio,  started  the  good  work 
in  this  country.  The  idea  is  being  put  in 
operation  throughout  the  world.  Why  not 
begin  now  in  Virginia?  No  newspaper  pub- 
lished in  this  State  should  let  health  boards  rest 
until  this  goiter-prevention  is  put  into  con- 
stant use  in  our  schools.  Why  have  our  girls 
and  boys  sick  when  it  can  be  so  easily  and 
cheaply  avoided? 

Stephen  Harrnsberof.r,  M.  D. 

1 V arrenton,  Va. 


A little  girl  timidly  asked  the  drug  clerk  for  a 
package  of  pink  dye. 

“What  do  you  want  it  for?”  responded  the  clerk. 
“Woolen  or  cotton  goods?” 

“Neither,”  said  the  child.  “It’s  for  ma’s  stomach. 
The  doctor  said  she’s  to  diet,  and  she  wants  it  a 
pretty  color.” — Exchange. 
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In  addition  to  the  articles  enumerated  in  our  letter 
of  February  28,  1925,  the  following  have  been  ac- 
cepted: 

Abbott  Laboratories 

Butesin  Picrate  Dusting  Powder. 

Eli  Lilly  and  Co. 

Iletin  (Insulin — Lilly) — U-80,  10  c.c. 

H.  K.  Mulford  Co. 

Rabies  Vaccine  (Phenol  Killed) — Mulford. 

Parke,  Davis  and  Co. 

Desiccated  Para  Thyroid  Gland — P.  D.  and  Co. 

Cauliflower  Protein  Extract  Diagnostic — P.  D. 
and  Co. 

Lentil  Protein  Extract  Diagnostic — P.  D.  and  Co. 

Friedlander  Bacillus  Protein  Extract  Diagnos- 
tic— P.  D.  and  Co. 

Micrococcus  Tetragenu9  Protein  Extract  Diag- 
nostic— P.  D.  and  Co. 

Streptococcus  Hemolytic  Protein  Extract  Diag- 
nostic— P.  D.  and  Co. 

Streptococcus  Non-Hemolytic  Protein  Extract 
Diagnostic — P.  D.  and  Co. 

Paratyphoid,  A Protein  Extract  Diagnostic — P. 
D.  and  Co. 

Paratyphoid  B,  Protein  Extract  Diagnostic — P. 
D.  and  Co. 

Pine  Pollen  Protein  Extract  Diagnostic — P.  D. 
and  Co. 

Apricot  Protein  Extract  Diagnostic — P.  D.  and 
Co., 

Yellow  Daisy  Pollen  Protein  Diagnostic — P.  D. 
and  Co. 

Ox-Eye  Daisy  Pollen  Protein  Diagnostic — P.  D. 
and  Co. 

Oak  Pollen  Protein  Extracts  Diagnostic — P.  D. 
and  Co. 

E.  R.  Squibb  and  Sons. 

Insulin — Squibb,  40  Units,  5 c.c. 

Bean  (Kidney)  Allergens — Squibb,  Cauliflower. 

Allergens — Squibb,  Frog’s  Legs  Allergens — 
Squibb. 

Daisy  Pollen  Allergens — Squibb,  Bacillus  Acne 
Allergens — Squibb,  Bacillus  Friedlander  Aller- 
gens— Squibb. 

Swan-Myers  Co. 

Timothy  Pollen  Extract — Swan-Myers. 

NEW  AND  NON-OFFICIAL  REMEDIES. 

Tuberculin  Intracutaneous  (Human  Type).  A 
preparation  of  tuberculin — Koch  (New  and  Non-offi- 
cial Remedies,  1924,  p.  309),  marketed  in  single  pack- 
ages of  one  intradermal  syringe  containing  0.00005 
c.c.  of  tuberculin  old  “O.  T.”;  in  packages  of  five  in- 
tradermal syringes  each  containing  0.00005  c.c.  of 
tuberculin  old  “O.  T.”  and  in  single  vial  packages 
containing  tuberculin  old  “O.  T.”  sufficient  for  fifty 
tests.  H.  K.  Mulford  Co.,  Philadelphia. 

Squibb’s  Liquid  Petrolatum  with  Agar. — A mix- 
ture composed  of  liquid  petrolatum — Squibb — heavy 
(California)  50  c.c.;  agar  1.5  Gm.;  sodium  benzoate, 
0.1  Gm.;  acacia,  glycerine  and  water  sufficient  to 
make  100  c.c.  Squibb’s  liquid  petrolatum  with  agar 
has  the  action  of  liquid  petrolatum.  It  is  claimed  that 
the  agar  by  adding  bland  bulk  to  the  bowel  contents, 
stimulates  peristalsis  in  a normal  way  and  that  the 
combination  of  liquid  petrolatum  with  agar  mixes 
readily  with  the  feces  and  softens  them.  E.  R. 
Squibb  and  Sons,  New  York. 

Mercurosal  Ampules  0.1  Gm. — Each  ampule  con- 
tains mercurosal  (New  and  Non-official  Remedies, 
1924,  p.  207),  0.1  Gm.  in  5 c.c.  of  distilled  water  con- 


taining 0.1  per  cent  of  sodium  citrate.  Parke,  Davis 
and  Co.,  Detroit.  (Jour.  A.  M.  A.,  March  7,  1925,  p. 
751). 

Tryparsamide — Sodium  N-phenylglycinamide-p-ar- 
sonaie.  Thyparsamide  contains  24.6  per  cent  of 
arsenic  in  organic  combination.  Tryparsamide  is 
primarily  a trypanocidal  agent  and  is  proposed  for 
use  in  the  treatment  of  certain  forms  of  trypanoso- 
miasis. Tryparsamide  has  some  spirocheticidal  ac- 
tivity and  has  an  unusual  power  of  therapeutic  pene- 
tration, especially  in  the  case  of  the  central  nervous 
system.  This  has  led  to  its  trial  in  certain  cases  of 
cerebrospinal  syphilis.  The  value  of  the  drug  in 
these  conditions,  as  compared  with  other  methods  of 
treatment,  has  not  been  conclusively  determined. 
Tabetic  affections  have  responded  less  satisfactorily, 
and  patients  with  general  paresis  with  advanced 
physical  and  mental  deterioration  have  shown  little 
or  no  improvement  and  the  drug  may  hasten  the 
progress  of  the  disease  in  such  cases.  Its  use  is  con- 
sidered to  be  contraindicated  in  forms  of  syphilis 
other  than  that  of  the  central  nervous  system.  The 
worst  of  the  properties  of  the  drug  is  a tendency  to 
produce  amblyopia.  Before  using  the  drug,  consid- 
eration should  be  given  to  the  frequent  production 
of  visual  injury.  Tryparsamide  may  be  adminis- 
tered subcutaneously,  intramuscularly  or  intravenous- 
ly. Powers-Weightman-Rosengarten  Co.,  Philadel- 
phia. (Jour.  A.  M.  A.,  March  14,  1925,  p.  815). 

Insulin — Squibb,  40  Units — 5 c.c.  vials  containing 
40  units  of  insulin — Squibb.  (The  Journal,  A.  M.  A., 
November  8,  1924,  p.  1509),  in  each  c.c.  E.  R.  Squibb 
and  Sons,  N.  Y. 

Rabies  Vaccine  (Phenol  Killed) — Mulford. — The 
virus  is  prepared  according  to  the  general  method  of 
David  Semple.  It  consists  of  a sterile  suspension 
of  the  brain  tissue  of  rabbits  moribund  from  the  in- 
jection of  virulent  fixed  strain  of  rabies.  The  virus 
is  killed  by  the  use  of  phenol  and  by  incubation  at 
37.5  c.  for  twenty-four  hours.  Marketed  in  packages 
of  fourteen  doses,  each  dose  contained  in  a syringe. 
All  the  doses  are  of  the  same  potency.  H.  K.  Mulford 
Co.,  Philadelphia.  (Jour.  A.  M.  A.,  March  21,  1925, 
p.  893). 

PROPAGANDA  FOR  REFORM. 

Scarlet  Fever  Antitoxin  and  Scarlet  Fever  Serums. 
— The  scarlet  fever  serum  of  Dochez  and  Blake  is 
prepared  by  injecting  a horse  with  culture  medium 
and  into  this  inoculating  living  streptococci  which 
cause  abscesses  producing  toxin  against  which  the 
horse  develops  antibodies.  The  serum  derived  from 
the  horse  is  an  antistreptococcus  serum. 

The  scarlet  fever  antitoxin  prepared  by  the  Dicks 
is  secured  by  injecting  a horse  with  a toxin  prepared 
from  the  filtrate  of  cultures  of  specific  streptococci 
isolated  from  cases  of  scarlet  fever.  With  this  toxin, 
the  Dicks  report,  they  have  been  able  to  produce 
symptoms  in  human  beings  that  closely  resemble 
the  symptoms  of  scarlet  fever.  The  toxin  therefore 
is  injected  into  a horse.  The  serum  obtained  from 
the  horse  is  a scarlet  fever  antitoxin  just  as  diph- 
theria antitoxin  serum  is  prepared  by  inoculating  a 
horse  with  the  toxin  of  diphtheria  bacilli  elaborated 
by  the  diphtheria  bacillus.  The  latter  statement  is 
true,  of  course,  only  to  the  extent  that  the  Dick  toxin 
is  actually  the  specific  scarlet  fever  toxin.  The  mat- 
ter is  complicated  still  further  by  the  fact  that  the 
Dick  antitoxin  is  concentrated,  and  it  is  claimed  less 
likely  to  produce  serum  reactions  than  the  uncon- 
centrated Dochez  serum.  (Jour.  A.  M.  A.,  March  14, 
1925,  p.  819). 

Tricalcine  Not  Accepted  for  N.  N.  R. — The  Labora- 
toire  des  “Produits  Scientia,”  Paris,  France,  markets 
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“Tricalcine”  in  the  form  of  powder,  cachets,  com- 
pressed tablets,  chocolate  tablets,  and  also  cachets  of 
“Tricalcine  adrenalinee,”  stated  to  contain  3 drops 
of  a 1 to  1,000  solution  of  epinephrin  per  cachet, 
cachets  of  “Tricalcine  Methylarsinee,”  stated  to  con- 
tain 0.01  gm.  of  sodium  cacodylate  per  cachet,  and 
cachets  of  “Tricalcine  Fluoree,”  stated  to  contain 
0.02  gm.  of  calcium  fluorid.  From  the  indefinite 
statements  which  appear  in  the  advertising,  it  is 
evident  that  Tricalcine  is  claimed  to  be  a mixture 
containing  calcium  phosphate  and  calcium  carbonate 
as  its  essential  ingredients,  but  that  its  exact  com- 
position is  not  declared.  The  advertising  for  Trical- 
cine has  for  its  basis  the  abandoned  lime  starvation 
theory.  The  recommendations  for  the  use  of  Trical- 
cine are  without  a satisfactory  experimental  basis. 
The  Council  on  Pharmacy  and  Chemistry  reports  that 
Tricalcine  and  its  preparations  are  unacceptable  for 
New  and  Non-official  Remedies  because  (1)  indefinite, 
conflicting  and  unacceptable  statements  are  made 
in  regard  to  the  composition  of  Tricalcine;  (2)  the 
product  is  marketed  in  a way  to  invite  its  promis- 
cuous use  by  the  public;  (3)  the  extensive  recom- 
mendations for  its  use  are  unwarranted,  and  (4) 
the  combination  of  Tricalcine  with,  respectively: 
epinephrin,  sodium  cacodylate  and  calcium  fluorid 
is  unscientific.  (Jour.  A.  M.  A.,  March  14,  1925,  p. 
836). 

Agrilin  Not  Accepted  for  N.  N.  R. — Agrilin  is  the 
uninformative  name  under  which  Lehn  and  Fink, 
Inc.,  New  York,  market  a mixture  of  liquid  petro- 
latum and  agar.  The  preparation  is  stated  to  con- 
tain 38.6  per  cent,  of  liquid  petrolatum,  and  2.25  per 
cent,  of  agar.  Agrilin  is  offered  to  the  medical  pro- 
fession and  also  through  the  trade  package  and 
newspaper  advertisements,  to  the  public.  The 
Council  on  Pharmacy  and  Chemistry  found  Agrilin 
unacceptable  for  New  and  Non-official  Remedies  be- 
cause (1)  the  name  is  not  descriptive  of  its  compo- 
sition; (2)  it  is  marketed  with  claims  that  are  un- 
warranted and  misleading  and  (3)  it  is  advertised 
directly  and  indirectly  to  the  public  and  thus  furthers 
the  ill-advised  use  of  laxatives.  (Jour.  A.  M.  A., 
March  14,  1925,  p.  837). 

Loeser’s  Intravenous  Solution  of  Calcium  Chlorid 
Not  Accepted  for  N.  N.  R. — In  the  advertising  of  the 
New  York  Intravenous  Laboratory,  Loeser’s  Intraven- 
ous Solution  of  Calcium  Chlorid  is  proposed  for  use 
especially  in  intestinal  tuberculosis  and  tetany.  In 
neither  condition  are  the  indications  so  urgent  that 
the  intravenous  method  is  the  only  or  the  best 
method  of  introducing  calcium.  The  oral  administra- 
tion is  generally  to  be  preferred.  But  the  manu- 
facturers make  the  astounding  statement  that 
“Neither  calcium  nor  guaiacol  is  adapted  to  oral  ad- 
ministrations.” The  Council  on  Pharmacy  and 
Chemistry  found  Loeser’s  Intravenous  Solution  of 
Calcium  Chlorid  inadmissible  to  New  and  Non- 
official Remedies  because  the  advertising  implies  that 
the  intravenous  method  is  generally  the  method  of 
choice  for  the  administration  of  calcium  and  that 
calcium  is  not  adapted  to  oral  administration;  these 
claims  were  held  misleading  and  unwarranted. 
(Jour.  A.  M.  A.,  March  21,  1925,  p.  914.) 

Sagrotan  Omitted  from  N.  N.  R.  and  Mitysol  Not 
Accepted. — Under  the  proprietary  non-descriptive 
name  “Sagrotan,”  the  Council  on  Pharmacy  and 
Chemistry  recognized  a mixture  containing  chlor- 
cresol  and  chlorxylenol  in  a soap  solution  marketed 
by  Lehn  and  Fink,  Inc.  This  action  was  taken  be- 
cause the  rules  of  the  Council  provide  that  a pro- 
prietary name  may  be  recognized  for  a product  when 
such  a name  is  applied  to  it  by  the  discoverer  and 
because  Lehn  and  Fink,  Inc.,  claimed  that  they  had 


secured  the  trademark  rights  to  the  name  from 
Schuelke  and  Mayr,  Hamburg,  Germany.  Subse- 
quently, Lehn  and  Fink,  Inc.,  informed  the  Council 
that  the  word  Sagrotan  “had  fallen  into  the  hands 
of  the  alien  property  custodian”  and  that  for  this 
reason  the  product  was  to  be  marketed  as  “Mitysol.” 
The  Council  rescinded  its  acceptance  of  “Sagrotan” 
because  the  product  is  no  longer  marketed.  The 
Council  refused  recognition  to  the  product  now  mar- 
keted as  Mitysol  for  the  reason  that  Lehn  and  Fink 
is  not  its  originator.  (Jour.  A.  M.  A.,  March  21, 
1925,  p.  914). 

Typhoid  Vaccine — The  typhoid  vaccine  now  in 
general  use,  is  usually  made  from  a type  of  organ- 
ism of  low  virulence,  properly  sterilized  by  heat  and 
containing  preservatives,  and  is  administered  in 
doses  of  three  injections,  seven  days  apart.  Immu- 
nity apparently  appears  about  the  end  of  the  first 
week  after  the  first  or  second  injection.  The  blood 
serum  of  the  vaccinated  person  has  then  acquired 
immunizing  properties.  These  properties  increase 
and  may  reach  their  maximum  shortly  after  the  third 
injection.  It  seems  to  be  agreed  that  this  immunity, 
once  acquired,  may  last  for  several  years;  but  there 
is  no  absolute  certainty  that  a person  immunized 
may  not  be  subsequently  infected  during  this  period 
and  typhoid  fever  produced.  (Jour.  A.  M.  A.,  March 
21,  1925,  p,  916). 


Book  Announcements 


Report  on  Second  International  Congress  of  Military 
Medicine  and  Pharmacy,  in  Rome,  May-June,  1923. 
By  COMMANDER  WILLIAM  SEAMAN  BAIN- 
BRIDGE,  M.  C.,  U.  S.  Naval  Reserve  Forces,  Mem- 
ber of  Permanent  Committee,  Delegate  from  the 
United  States.  Reprinted  from  The  Military  Sur- 
geon, December,  1924,  January  and  February,  1925. 
Washington,  D.  C.,  1925. 

The  Author’s  Book.  On  the  Preparation  of  Manu- 
scripts; On  the  Reading  of  Proofs;  and  On  Dealing 
with  Publishers.  New  York.  The  Macmillan  Com- 
pany. 1925.  Paper.  73  pages. 

The  Practical  Medicine  Series.  Comprising  Eight 
Volumes  on  the  Year’s  Progress  in  Medicine  and 
Surgery.  Under  the  General  Editorial  Charge  of 
CHARLES  L.  MIX,  M.  D.,  VOLUME  V.  GYNE- 
COLOGY, edited  by  THOMAS  J.  WATKINS,  M.  D., 
F.  A.  C.  S.,  Professor  of  Gynecology,  Northwestern 
University  Medical  School;  OBSTETRICS,  edited 
by  JOSEPH  B.  DE  LEE,  M.  D.,  Professor  of  Ob- 
stetrics, Northwestern  University  Medical  School, 
with  the  Collaboration  of  J.  P.  GREENHILL,  M.  D„ 
Adjunct  Attending  Obstetrician,  Chicago  Lying-In 
Hospital  and  Dispensary.  SERIES  1924.  Chicago. 
The  Year  Book  Publishers,  304  South  Dearborn 
Street,  12mo.  534  pages  with  illustrations.  Price, 

$2.00.  Price  of  series  of  eight  volumes,  $15.00. 

Recovery  Record  for  Use  in  Tuberculosis.  By  GER- 
ALD B.  WEBB,  M.  D.,  Consulting  Physician,  Crag- 
mor,  Glockner,  and  Sunnyrest  Sanatoria;  Presi- 
dent, Colorado  School  of  Tuberculosis,  Colorado 
Springs,  Col.,  and  CHARLES  T.  RYDER,  M.  D„ 
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Editorial 


Diet. 

Fundamentally,  growth  and  nutrition  of  the 
body  depend  on  protein,  carbohydrate  and  fat 
in  diet.  The  gross  food  is  made  up  of  these  es- 
sentials and  it  is  the  physiologic  duty  or  func- 
tion of  the  alimentary  tract,  and  its  accessory 
organs,  to  convert  the  grosser  forms  into  as- 
similable elements.  The  process  of  conversion 
of  protein,  carbohydrate  and  fat  from  the 
whole  food  into  blood  food  is  digestion. 

The  process  of  digestion,  in  the  intestinal 
tract,  converts  these  food  factors  into  blood 
and  lymph  food  and,  as  such,  they  are  con- 
veyed to  muscle  and  other  tissue  of  the  body 
where  final  utilization  of  them  is  made.  In 
this  phase  of  the  body-processes  we  meet  meta- 
bolism. Protein  is  used  for  the  replacement 
and  construction  of  the  protein-body.  Carbo- 
hydrates and  fats  are  used  by  cell  structures 
in  the  production  of  body  heat  and  energy. 
Crudely  stated,  and  generally,  the  chief  func- 
tions of  food,  as  divided  into  these  main  con- 
siderations are  then  accomplished. 

The  balanced  ration,  containing  sufficient 
calories  to  furnish  each  kilogram  of  body 
weigh  with  a caloric  maintenance  of,  say, 
35  calories  daily  so  arranged  that  each  kilo- 
gram of  tissue  may  get  % to  1 gram  of  protein, 
1 to  114  grams  of  fat  and  4 to  5 grams  of  car- 
bohydrates, is  taken  as  a fair  expression  of  the 
dietary  needs  of  an  adult.  So,  if  a body 
weighs,  say  70  kilograms,  2,500  calories  is  a 
fair  maintenance  ration  under  little  exercise. 
This  may  permit,  roughly  speaking,  280  grams 
of  carbohydrates  furnishing  approximately 


1,120  calories;  90  grams  of  protein,  giving 
about  440  calories,  110  grams  of  fat,  giving  990 
calories,  which  totals  about  2,500  calories. 
These  figures  are  most  general,  but  they  repre- 
sent a method  of  practical  procedure  and 
carry  the  point  of  our  comment. 

Now,  although  the  ration  or  diet  of  the  body 
is  balanced;  although  calories  adequate  to 
maintain  weight,  to  furnish  energy  and  sus- 
tain normal  body  temperature  are  given,  on 
this  so-called  balanced  ration,  the  body  will 
not  grow  and  function  normally;  the  body  on 
this  calculated  diet  will  show  evidence  of 
serious  maladies,  it  will  die,  unless  other  con- 
siderations are  applied,  because  there  are 
other  important  factors  that  enter  into  the 
maintenance  of  a growing  or  working  body. 
If  these  factors  are  not  incorporated  in  the  diet, 
deficiency  disease  and  death  of  the  body  en- 
sue. These  factors  are  biologic  and  the  na- 
ture of  them  is  still  a matter  of  investigation. 
They  have  been  given  the  name,  “vitamins,” 
so-called  because  of  a supposed  relation  to 
amino-acids,  although  there  is  no  evidence  to 
show  any  relation  to  amino-acids  or  ammonia. 
Funk  gave  these  accessory  food  substances 
the  name  of  vitamins,  and  McCollum  and 
Kennedy  divided  these  substances  into  groups 
of  fat  soluble  A,  and  water  soluble  B in  order 
to  differentiate  the  two  types.  These  sub- 
stances appear  to  be  food  complexes  that  are 
necessary  for  all  living  cells. 

It  is  not  possible  in  this  editorial  comment 
to  recite  the  experimental  history,  but  it  is  a 
chapter  of  vivid  scientific  interest,  and  worth 
re-reading.  This  discovery  of  an  unknown 
group  of  food  elements  that,  in  addition  to  pro- 
teins, carbohydrates  and  fats,  are  necessary  in 
animal  diet  was  a distinct  advance  in  our  diet- 
ary knowledge. 

Fat  soluble  A is  needed  in  all  diets  and  yet 
it  is  not  abundantly  distributed  in  natural 
food.  The  fat  of  milk  and  the  yolk  of  egg 
contain  it  in  greatest  degree,  while  in  such 
glandular  organs  as  the  liver  and  kidneys,  and 
in  such  plants  as  lettuce,  cabbage,  spinach, 
celery,  etc.,  it  is  found,  but  in  seed-foods  it  is 
found  in  very  small  amounts.  Fat  soluble  A 
is  almost  entirely  wanting  in  bolted  flour,  corn- 
meal,  polished  rice,  starch-food,  glucose,  cane 
sugar  and  milk  sugar.  It  is  not  in  vegetable 
oils.  When  this  vitamin  is  entirely  absent  from 
the  diet  a growth-promoting  fat  is  wanting  and 
the  body  fails  to  attain  growth;  then  there  is. 
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developed  also  destructive  disease  of  the  eyes, 
xerophthalmia. 

With  water  soluble  B,  we  are  not  so  em- 
barrassed because  it  is  found  abundantly  in 
natural  foods.  It  is  in  cereal  grains  and  peas, 
beans,  leaf  vegetables  as  cabbage,  lettuce, 
spinach,  parsley,  celery,  etc.,  in  animal  tissue; 
in  milk  and  in  egg  yolk,  but  it  is  not  found  in 
butter  fat  or  vegetable  fats.  The  foods  which 
do  not  possess  water  soluble  B are  polished 
rice,  starches,  sugars  and  syrups,  fats  and  oils. 
The  absence  of  water  soluble  B produces  beri 
beri  or  multiple  neuritis,  so  common  among 
people  of  the  Orient  who  depend  for  food  on 
polished  rice  and  fish.  Without  the  water 
soluble  B,  although  fat  soluble  A is  present, 
the  animal  fails  to  grow,  quickly  developing 
polyneuritis  and  paralysis.  The  disease  is  easily 
averted  by  the  addition  of  adequate  food  con- 
taining water  soluble  B. 

So,  scurvy  has  been  given  the  rating  of  a 
deficiency  disease.  It  was  formerly  common 
amon<r  sailors  who  had  subsisted  on  salt  meat 
and  sea-biscuits.  It  showed  itself  in  produc- 
tion of  changes  in  the  fine  capillaries,  and  by 
occurrences  of  hemorrhages  from  mucous  mem- 
branes, by  anemia  and  weakness.  This  disease 
entity  is  relieved  by  another  undetermined 
vitamin-element,  known  as  the  anti-scorbutic 
substance  which  is  found  in  fresh  vegetables, 
limes,  lemons  and  orange  juice. 

Besides  there  is  yet  another  consideration 
in  diet  which  should  be  borne  in  mind,  because 
much  physiologic  function  of  fluids  and  growth 
depend  upon  it.  The  mineral  content  of  food 
must  be  adequate.  Food  must  contain  sodium, 
potassium,  calcium,  magnesium,  chlorine, 
iodine,  sulphur,  phosphorus  and  iron.  From 
the  water  supply  alone  minerals  cannot  be  ade- 
quate^ obtained  or  supplied;  if  the  diet  is 
made  up  of  cereal-food  (flour  and  corn)  the 
diet  is  not  rich  enough  in  mineral.  As  much 
as  20  to  30  per  cent  of  solid  ration,  says  one 
author,  should  come  from  leafy  plants.  Meats 
and  seeds  are  deficient  in  mineral  matter. 

The  relation  between  diet  and  disease  is, 
therefore,  very  close.  If  the  absence  of  fat 
soluble  A gives  an  animal  such  a miserable  and 
dreadful  disease  of  the  eyes,  and,  if  the  absence 
of  water  soluble  B gives  the  body  such  dis- 
abling diseases  as  beri  beri  and  pellegra : and  if 
the  absence  of  the  anti-scorbutic  element,  gives 
the  symptoms  of  scurvy,  it  is  reasonable  to  sup- 


pose that  these  symptoms,  often  unexplained, 
are  exhibited  in  a body  wanting  in  an  adequate  • 
supply  of  these  vital  food  substances.  In  other 
words,  it  is  probable  that  much  physical  ill- 
bein<r  results  from  a diet  too  scant  in  vitamins. 

o 

To  say  it  another  way,  may  it  not  be  true  that 
there  are  invisible  deficiency-disease  symptoms 
mixed  with  other  symptomatology  which  phy- 
sicians are  not  interpreting  ? If  r i c k e t s, 
scurvy,  pellagra  are  the  late  pathological 
changes  of  vitamin-starved  bodies,  well-being, 
fitness,  efficiency,  growth  and  longevity  may 
all  be  below  normal  under  a life-long  vitamin- 
weak-diet.  If  this  is  true,  and  if  important 
elements  are  to  be  found  in  the  products  of  the 
cow,  the  hen  and  the  vegetable  garden,  why 
should  not  a country-wide  propaganda  be  be- 
gun to  disseminate  these  fundamental  and 
essential  food-facts  to  the  people  ? Bread,  after 
all,  is  not  the  “staff  of  life.”  Bread,  made  of 
bolted  flour,  in  spite  of  the  fact  that,  with  pota- 
toes and  rice  and  sweets  together,  it  is  the 
source  of  much  of  the  blood  sugar  which 
furnishes  a quickly  usable  fuel  for  combustion 
in  the  tissues,  producing  the  body  heat  and 
energy,  is  only  a very  small  part  of  the  diet. 
It  is  important  and  ranks  first  in  importance, 
but  it  is  not  the  only  thing.  • 

Someone  has  suggested  that  the  Southern 
States  have  a peculiar  dietary  problem.  The 
problem  is  easy  of  solution,  if  proper  agencies 
take  up  the  problem  of  explaining  its  great 
simplicity  and  ease  of  solution  in  the  South. 
There  would  be  no  pellagra  problem  in  the 
South,  if  the  man  with  the  hoe  would  work 
the  vegetable  garden  and  eat  of  the  great 
variety  of  its  fruit;  drink  milk;  eat  eggs  along 
with  his  bread,  butter  and  molasses.  So  it  is 
with  disease.  The  fight  against  tuberculosis 
is  therapeutically  one  of  feeding  with  balanced 
ration  the  deficiency  of  a debilitated  body.  A 
high  mineralized  and  fat  diet  of  easily  diges- 
tible food  stuffs,  balanced  in  relation  to  caloric 
need  of  malnutrition  and  underweight,  will, 
with  fresh  air,  sunshine  and  rest  do  much  for 
the  calcification  of  tubercular  foci  wherever 
located  in  the  body.  On  this  diet  of  milk, 
eggs  and  leafy  vegetables  with  a blood  enriched 
with  a high  sugar  content  by  carbohydrates 
and  a protein  intake  adequate  to  maintaining 
a nitrogen  balance;  and  a high  fat  diet  of  such 
proportion  as  to  faAror  additional  body  weight 
over  normal  by  10  to  20  per  cent,  we  should 
have  a reconstruction  in  the  tuberculous  body 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


127 


which  should  arrest  its  progress  in  a large  per- 
centage of  cases. 

Likewise  in  diabetes,  where  the  degeneration 
of  the  Island  of  Langerhans  has  diminished 
normal  insulin  manufacture,  the  dietary  man- 
agement of  the  crippled  carbohydrate  ma- 
chinery approaches  near  to  being  a solved  prob- 
lem in  internal  medicine.  Certainly  the  knowl- 
edge we  possess  of  the  carbohydrate  values  in 
food  stuffs  and  the  methods  of  discovering  the 
carbohydrate  tolerance  in  diabetes,  also  the 
proper  requirements  of  protein  and  fat  adjust- 
ment to  the  caloric  needs  of  each  kilogram  of 
body  weight,  makes  the  handling  of  diet  in 
disease  a most  important  consideration  on  the 
part  of  the  profession. 

In  closing,  to  bread  and  milk,  we  must  add 
meat,  yolk  of  eggs,  vegetables  and  fruit.  What 
is  knoAvn  by  doctors  of  today  as  the  5 per  cent, 
10  per  cent,  and  15  per  cent  vegetables  and 
fruits,  milk,  meat  and  eggs  together  with 
bread,  makes  a well  rounded  diet  which  should 
be  easily  digested  if  properly  prepared,  cooked, 
and  eaten  in  proper  amounts  each  day. 

A.  G.  B. 

Making  a Legislature. 

Now  is  the  time  to  “make  up”  the  personnel 
of  the  next  legislature  of  Virginia.  This  “make 
up”  can  only  be  accomplished  from  the  ma- 
terial that  is  available  on  election  day.  The 
doctors  of  Virginia  can  materially  raise  the 
standard  of  excellence  of  candidates  for  the 
coming  election  by  attending  to  certain  prac- 
tical matters;  by  bringing  into  the  field  of 
candidates  citizens  of  the  highest  type. 

The  physicians  of  the  state  should  constitute 
themselves  into  committees  for  the  selecting  of 
candidates;  and,  then,  make  every  possible 
effort  to  induce  the  selected  citizens  to  submit 
themselves  to  the  people  for  election.  In  other 
words,  to  give  a concrete  suggestion,  the  phy- 
sicians of  a county  or  community  may  well 
meet  in  caucus;  discuss  the  ideal  type  of  man 
or  woman;  look  over  the  available  ones;  in- 
duce them  to  run;  then  support  in  every  pos- 
sible way  their  candidacy. 

What  sort  of  citizen  should  doctors  want  in 
the  legislature?  Character  should  be  the  first 
requirement.  There  should  be  no  question  of 
the  sterling  character  of  the  proposed  legisla- 
tor. His  honesty,  hife  truth,  his  fealty  to  high 
purpose,  his  unswerving  determination  to  do 
the  right  as  he  sees  it,  should  be  well  known 
factors  and  qualifications  of  his  daily  life. 


Character  should  be  a strong  and  proven  qual- 
ity in  any  man  or  woman  who  is  to  be  asked  to 
run  for  the  Virginia  legislature.  With  such 
a man  one  need  entertain  no  trepidation  that 
any  proposition  coming  up  in  the  matter  of 
public  welfare  would  fail  to  receive  fair  and 
honest  consideration.  So,  the  physician’s 
caucus  shoidd  think  over  the  strongest  citizen 
of  highest  character  and  endeavor  to  bring  out 
such  an  one  as  a candidate. 

Intelligence  should  next  be  considered.  The 
power  to  think  straight;  the  ability  to  see  the 
best;  the  reason  to  separate  fact  from  fiction; 
the  type  of  mind  that  reasons  from  premise  to 
conclusion  with  accuracy,  and  the  gift  of  con- 
structive imagination;  the  power  to  think  in 
terms  of  statesmanship  and  public  welfare;  and 
the  sense  to  champion  the  wiser  way,  are  a few 
of  the  intellectual  qualities  the  candidate 
should  possess. 

These  high  mental  qualities  are  to  be  found 
in  every  community.  Among  the  citizenry  of 
Virginia  there  is  intelligence  of  choice,  in- 
telligence of  action*  and  intelligence  of  life. 
In  these  qualities  the  legislature  of  Virginia 
could  be  improved.  Virginia  needs  the  highest 
tA^pe  of  intelligence  in  the  making  of  her  laws. 
Virginia,  while  possessed  of  much  that  is  great 
in  the  past,  does  not  stand  foremost  today. 
Virginia,  with  what  she  possesses,  in  the  qual- 
ity of  its  people,  the  purity  of  its  breed  and 
lineage,  in  the  opportunities  offered  in  its  ma- 
terial wealth,  in  its  natural  possessions  and 
position,  is  backward : the  state  needs  in  its 
legislature  a standard  of  intelligence  of  the 
higher  order.  The  doctors  of  Virginia,  in 
every  county  and  community,  are  in  a position 
to  know  and  to  choose  as  candidates  for  elec- 
tion persons  of  highest  character  and  proven 
intelligence.  Having  selected  such  persons  use 
every  persuasion  to  make  them  run. 

Let  us  have  in  the  legislature  men  and  women 
who  have  shown  in  their  own  personal  affairs 
the  power  to  succeed.  Every  community,  every 
county  has  its  successful  citizens.  This  term 
applies  to  the  successful  farmer,  the  success- 
ful merchant,  the  successful  preacher,  the  suc- 
cessful lawyer,  the  successful  teacher,  the  suc- 
cessful doctor.  Let  us  have  legislative  candi- 
dates who  have  shown  enough  of  the  qualities 
of  grit,  enterprise,  intelligence  and  character 
to  succeed  in  private  undertakings.  The  legis- 
lature is  no  place  for  experiment.  Men  who 
make  laws  for  a state  should  be  wise  men ; men 
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who  have  made  wise  decisions  in  other  fields, 
in  their  own  lives,  and  have  striven  and  suc- 
ceeded in  putting  their  decisions  across.  In 
every  county  of  this  state  there  are  such  men, 
and  the  doctors  know  who  they  are.  They 
may  be  waiting  to  be  asked  to  serve;  needing 
only  to  be  urged.  If  a group  of  doctor-citizens 
should  call  on  them  and  ask  them  to  run,  no 
doubt,  the  “successful  man”  in  legislature  could 
be  an  accomplished  fact. 

With  character,  intelligence  and  proven 
qualities  of  industry  and  determination  that 
make  for  success  in  life,  the  candidate  should 
make  an  active  and  relentless  study  of  the  needs 
of  our  state  and  go  on  the  hustings  to  seek 
election.  The  doctors  may  easily  and  quickly 
inform  such  legislators,  when  elected  or  before 
their  candidacy,  of  the  need  of  the  enactment 
of  laws  supporting  the  regulation  of  medicine, 
proper  health  measures,  need  of  the  equaliza- 
tion of  taxes,  need  of  good  roads  and  many 
other  big  things  that  are  today  crying  for  solu- 
tion at  our  hands. 

A.  G.  B. 

Proposing  a Diet  for  the  South. 

The  growth,  efficienc}7',  longevity,  temper  and 
endurance  of  a people  may  rest  upon  its  life- 
plan  of  diet;  to  say  nothing  of  its  resistance 
to  diseases  of  bacterial  origin  and  such  dis- 
eases as  pellagra,  scurvy,  rickets  and  inter- 
mediate conditions,  which  while  yet  unknown 
are  quite  probable. 

It  has  been  observed  by  McCollum  that 
people  of  the  tropics  and  the  Orient,  who 
employ  leaves  of  plants  to  correct  dietary  de- 
ficiency offered  in  cereal  diet,  are  small  of 
stature,  have  a short  span  of  life  and  are  of 
less  productivity  than  people  who  use  liberal 
amounts  of  milk  and  dairy  products  as  pro- 
tective food.  Europeans  and  North  Americans, 
who  are  liberal  users  of  milk,  are  found  to  be 
of 'larger  size,  longer  life  and  more  reproduc- 
tive by  comparison.  If  these  broad  observa- 
tions are  true,  the  problem  of  nation-feeding 
assumes  the  proportions  of  a nationally  im- 
portant question. 

The  deficiency  of  a considerable  proportion 
of  the  poorer  classes  of  the  South,  both  among 
the  blacks  and  the  whites,  makes  it  important 
to  think  in  terms  of  food  requirements  in  the 
light  of  available  food  stuffs  in  this  section 
of  the  country. 

Biological  investigations  conducted  in  re- 


cent years  have  produced  some  striking  facts 
concerning  food.  Happily  these  facts  render 
the  solution  of  the  ju’oblem  more  easy.  The 
accessibility  of  these  new  found  food  require- 
ments favor  the  Southern  people.  The  use  of 
milk  will  correct  much  in  the  diet  of  almost 
any  person.  A quart  of  milk  a day,  in  addi- 
tion to  the  chemical  factors  of  carbohydrates, 
protein,  fats  and  minerals,  affords  protection 
from  deficiency  of  fat  soluble  A vitamins.  The 
probability  of  milk  in  the  diet  of  a people 
assuming  the  importance  of  a determining  fac- 
tor in  the  life  span,  in  the  stature  and  powers 
of  reproduction,  is  one  worthy  of  widespread 
utilization.  Cow’s  milk  and  dairy  products  in 
general  are  certainly  available  in  a country  of 
such  favorable  climatic  and  agricultural  con- 
ditions as  are  found  in  the  South.  Here  corn, 
hay  and  the  products  of  cotton  seed  are  grown 
without  much  expenditure  of  labor,  making 
dairying  on  a large  or  small  scale  an  easy  propo- 
sition. The  knowledge  and  practice  of  milking 
under  hygienic  conditions,  the  building  of  clean 
barns,  properly  lighted  and  ventilated,  of 
cleanliness  in  milking  and  in  handling  the 
milk,  of  cooling  the  milk  to  the  proper  tempera- 
ture and  many  other  considerations  of  like  na- 
ture, add  greatly  to  the  wholesomeness  of  milk 
as  a food. 

The  use  of  milk  as  a regular  article  of  diet 
may  render  the  problem  of  the  digestion  of 
cow’s  milk  one  needing  consideration.  Every- 
one cannot  digest  milk  with  equal  ease.  Many 
suffer  considerable  and  evident  gastric  and  in- 
testinal  distress  after  drinking  milk.  For  this 
reason  some  patients  and  normal  people  dis- 
like and  will  not  use  milk.  The  digestion  of 
the  milk  is  important,  for  without  digestion 
it  is  not  serviceable  as  a food  to  the  degree  con- 
templated in  our  advocating  it  as  an  item  of 
diet  for  a nation  or  people.  The  cause  of  this 
set-back  to  the  idea  of  milk  drinking  is  largely 
due  to  poor  stomach  digestion.  The  stomach 
with  abnormal  acid-pepsin-rennin  secretion, 
and  its  impairment  of  motor  activity  and 
power  of  evacuation,  is  really  a poor  digestive 
organ  for  raw  cow’s  milk.  Often  the  action 
of  the  gastric  secretion  masses  the  milk  into  a 
curd  which  renders  it  impossible  of  even  par- 
tial digestion  or  prompt  evacuation  into  the 
alkaline  secretion  of  the  liver,  pancreas,  and 
intestines  where  its  several  elements  are  broken 
up  into  usable  forms.  This  produces  costive- 
ness, gas  and  toxic  symptoms,  which,  naturally 
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give  such  persons  a distaste  for  milk  as  a part 
of  the  diet.  So,  for  the  adult  who  needs  milk 
as  a part  of  his  diet,  it  becomes  much  the  same 
problem  that  we  encounter  in  infant  feeding. 
Modification  of  the  raw  milk  is  needed  for  the 
ailing  stomach  of  the  adult,  as  it  is  for  the 
infant,  in  order  to  secure  the  full  benefits  with- 
out the  ill-effects  of  milk  feeding.  The  well 
known  principle  of  modifying  milk  by  the 
addition  of  carbohydrate  bodies  and  by  use  of 
gelatin  makes  the  needed  handling  of  this  di- 
gestive problem  rather  more  easy  of  solution. 
After  all,  milk  can  be  modified  to  agree  with 
any  digestion  provided  enough  care  is  taken 
to  fully  investigate  the  stomach  and  its  secre- 
tory and  motor  functions. 

Eggs  too  are  a staple  item  of  food  in  the 
South.  They  are  well  known  as  possessing  fat 
and  protein,  giving  caloric  value.  The  egg 
possesses  in  its  yolk  the  protective  vitamin  of 
fat  soluble  A which,  with  milk,  forms  a pro- 
tection to  the  bread,  corn-meal,  rice  and  po- 
tato diet  of  the  South.  The  egg  is  a food 
product  which  is  very  easily  within  reach  of 
every  country  home,  no  matter  how  poor  and 
impecunious  it  may  be.  In  the  benign  climate 
of  the  Southern  states  with  chicken  feed  so 
easy  of  cultivation,  and  the  little  care  which 
growing  chickens  demand,  the  availability  of 
eggs  in  connection  with  the  diet  is  quite 
obvious.  Under  modern  methods  of  refrigera- 
tion, eggs  may  be  stored  for  some  length  of 
time  and  still  retain  their  freshness,  making 
them  lend  themselves  more  readily  to  transpor- 
tation and  thus  placing  them  within  reach  of 
everyone. 

The  quickness  with  which  the  stomach  evacu- 
ates soft-boiled,  coddled  and  raw  eggs  makes 
it  a food  product  of  remarkable  usefulness  be- 
cause of  high  potentiality  in  food  calories  as 
well  as  its  vitamin  factor.  Its  6 grams  of  fat 
and  6 grams  of  protein  give  it  a caloric  value 
of  approximately  75  calories. 

Next  we  may  turn  to  another  group  of  foods 
which  are  important,  and  at  the  same  time 
especially  available  in  the  South.  We  refer  to 
leafy  plants,  vegetables  and  fruits.  These 
possess,  in  addition  to  the  carbohydrate,  pro- 
tein, and  mineral  values,  a biological  factor 
of  great  use  to  the  human  body.  These  foods 
furnish  water  soluble  B,  another  protective 
quality,  possibly  warding  off  known  and  un- 


known abnormalities.  It  is  probable  that 
lowered  vitality,  efficiency,  growth  and  longe- 
vitv  are  results  of  an  inadequate  diet,  and  seri- 
ous, pathological  changes  result  with  a total, 
absence  of  these  food  factors  for  any  length 
of  time.  In  what  country  may  one  raise  more 
easily  than  in  the  South  such  vegetables  as: 
lettuce,  cabbage,  cucumbers,  spinach,  kale,  tur- 
nips, asparagus,  tomatoes,  celery,  snap-beans, 
cauliflower,  egg-plant,  okra,  radishes,  onions, 
carrots,  beets,  parnsips,  butter-beans,  dande- 
lion, watercress,  squash,  green  corn,  shell-beans; 
or  fruits  as,  cherries,  grapefruit,  lemons, 
oranges,  bananas,  strawberries,  gooseberries, 
pineapple,  pears,  apricots,  huckleberries,  plums, 
currants,  and  also  peanuts. 

Many  of  the  food  products  are  available 
from  the  garden  after  a few  month’s  cultiva- 
tion. They  may  be  native  grown  or  are  accessi- 
ble in  the  neighborhood  stores  at  small  prices, 
if  garden  space  is  not  possible. 

The  South  has  the  climate  and  the  natural 
soil  in  wffiieh  these  products  attain  greatest 
abundance  in  quality  as  well  as  quantity.  There 
is  then,  little  excuse  for  any  Southern  person 
with  a small  garden  space  available  not  to  in- 
clude in  his  diet,  or  the  diet  of  growing  chil- 
dren, the  water  soluble  B and  anti-scorbutic 
vitamins. 

Meat  is  also  a useful  food  and  may  be  easily 
procured  in  the  South.  Chicken  and  fowls 
grown  upon  the  small  chicken  yard  and  the 
lamb  and  beef  cuts  that  the  climate  and  grass 
conditions  of  the  South  can  readily  produce 
are  available.  Sea-food  in  the  form  of  fish, 
oysters  and  crabs,  particularly  abundant  along 
the  South  Atlantic  coastal  region,  furnish  the 
protein  in  useful  form  and  should  be  utilized 
by  a thrifty  and  sensible  people  without  undue 
cost. 

To  these  staple  foods  we  may  add  flour, 
which,  while  not  so  desirable  because  of  its 
bolted  state,  is  manufactured  and  placed  in 
stores  the  country  over  by  the  great  flour  manu- 
facturers of  the  Middle  West.  Bread  is  still 
an  important  food.  From  this  bread,  the  vita- 
min content  of  the  grain  has  been  sifted  away. 
Corn-meal  also  furnishes  a group  of  useful 
breads. 

A.  G.  B. 
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News  Notes 

Rules  for  Making  Program  for  Medical 

Society  of  Virginia. 

In  accordance  with  resolution  adopted  at  the 
Staunton  meeting  of  the  Medical  Society  of 
Virginia,  the  Program  Committee  of  the  So- 
ciety met  on  November  10,  1924,  to  formulate 
plans  for  making  the  program  for  the  annual 
meetings.  This  resolution  was  published  in 
the  December,  1924,  issue  of  the  journal. 

It  was  decided  to  limit  the  number  of  papers 
to  be  read  at  the  meeting  so  that  it  would  not 
be  necessary  for  the  Society  to  meet  in  sections. 
Since  this  meeting,  it  has  been  decided  by  the 
Committee  that  a slight  change  should  be 
made  in  the  resolution,  in  order  to  give  all 
members,  wherever  located,  equal  opportunities 
to  have  their  titles  among  the  first  fifty  titles 
to  be  received. 

The  resolution  adopted  by  the  Program 
Committee,  as  amended,  should  read : 

“1.  No  title  shall  be  accepted  for  the  program  prior 
to  two  months  before  date  of  the  annual  meeting. 
As  provided  in  the  By-Laws,  an  announcement  con- 
cerning the  annual  meeting  and  request  for  titles 
of  papers  shall  be  mailed  by  the  Secretary-Treasurer 
to  all  members  of  the  Society. 

“2.  On  and  after  the  day  which  would  be  two 
months  prior  to  the  first  day  of  the  annual  meeting, 
titles  will  be  received  until  fifty  are  in  hand.  In 
the  fifty  titles  referred  to,  provision  shall  be  made 
for  the  papers  of  the  invited  guests  and  papers  on 
the  subject  of  general  discussion. 

“3.  After  the  fifty  titles  are  received,  the  Program 
Committee  shall  arrange  and  classify  them  according 
to  related  subjects.” 

ALEXANDER  G.  BROWN,  JR.,  Chairman, 

A.  L.  GRAY, 

P.  W.  HOWLE, 

E.  L.  KENDIG, 

B.  R.  TUCKER, 

Committee. 


This  year,  August  the  13th  (two  months  be- 
fore first  day  of  the  Richmond  meeting)  will 
be  the  first  day  on  which  the  Secretary-Treas- 
urer of  the  Society  may  receive  titles  for  the 
1925  meeting. 

It  is  therefore  requested  that  members  time 
the  sending  of  their  titles  so  that  they  may 
reach  the  Society’s  office,  104y2  West  Grace 
Street,  Richmond,  on  the  13th  of  August,  or 
as  soon  thereafter  as  possible. 

The  Atlantic  City  Meeting  of  the  American 

Medical  Association. 

The  dates  for  this  meeting,  May  25-29,  are 
close  at  hand.  No  more  delightful  place  coidd 
have  been  selected,  to  combine  business  and 


pleasure,  than  this  “playground  of  the  World,” 
Atlantic  City.  Accommodations  are  ample 
and  the  excellent  program  which  has  been  pre- 
pared, in  addition  to  the  attractions  of  the 
place,  will  draw  a large  gathering  of  physicians 
and  their  families.  A one  and  one-half  fare 
rate  has  been  granted  by  the  railroads,  which 
fact  will  enable  doctors  to  take  their  vacation 
at  this  time  at  a reduced  cost.  And,  too,  “King 
Automobile”  will  be  much  in  evidence,  as  the 
roads  leading  to  Atlantic  City  are  good,  and 
this  means  of  transportation  will  offer  the  ad- 
vantage of  many  side  trips. 

Several  non-affiliated  associations  will  take 
advantage  of  this  time  to  hold  their  meetings, 
thus  enabling  their  members  to  attend  both 
meetings.  Alumni  of  a number  of  colleges  are 
planning  “get-together”  dinners  and  luncheons. 
Scientific  and  technical  exhibits  will  provide 
much  of  interest. 

Dr.  William  Allen  Pusey,  Chicago,  is  presi- 
dent, and  Dr.  William  D.  Haggard,  Nashville, 
Tenn.,  president-elect.  Dr.  Clarence  L.  An- 
drews, 1801  Pacific  Avenue,  Atlantic  City, 
N.  J.,  is  chairman  of  the  local  committee  of 
arrangements. 

Fellows  of  the  A.  M.  A.  should  carry  with 
them  their  1925  Fellowship  cards  in  that  Asso- 
ciation, and  members  of  the  State  Socieites,  not 
fellows  of  the  A.  M.  A.,  should  take  cards  from 
their  State  organizations  and  present  these  in 
registering.  The  Bureau  of  Registration  will 
be  located  at  the  Boardwalk  end  of  the  Steel 
Pier,  the  entire  length  of  which  will  be  devoted 
exclusively  to  the  meetings  and  exhibits  of  the 
American  Medical  Association. 

Virginia  will  have  two  delegates  this  year  in 
the  House  of  Delegates : Dr.  J.  Allison  Hodges, 
Richmond,  and  Dr.  Southgate  Leigh,  Norfolk. 
The  American  Psychiatric  Association 

Is  holding  its  eighty-first  annual  meeting  at 
Hotel  Jefferson,  Richmond,  Va.,  May  12-15, 
under  the  presidency  of  Dr.  William  A.  White, 
of  Washington,  D.  C.  Preceding  the  Presi- 
dent’s reception  on  Wednesday  evening,  the 
13th,  the  annual  address  will  be  given  by 
Clarence  Darrow,  Esq.,  of  the  Chicago  Bar 
(nationally  known  from  his  connection  with 
the  Leopold-Loeb  case).  The  address  will  be 
at  the  City  Auditorium  and  will  be  open  to 
the  public.  The  title  of  Mr.  Darrow‘s  address 
will  be  “The  Sane  Treatment  of  Crime.”  The 
following  day,  the  visitors  will  be  taken  on  a 
trip  to  Williamsburg,  Jamestown  and  York- 
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town.  A picnic  luncheon  will  be  served  on  the 
grounds  of  the  Eastern  State  Hospital  at  Wil- 
liamsburg. 

An  unusually  large  attendance  is  expected  at 
this  meeting  as  it  immediately  follows  the  meet- 
ing of  the  National  Association  for  the  Study 
of  Epilepsy,  in  Richmond,  and  the  meeting  of 
the  National  Association  for  the  Care  and 
Study  of  the  Feebleminded  in  Raleigh,  N.  C., 
and  most  of  the  doctors  at  that  meeting  will 
also  come  to  Richmond  for  this  occasion.  Dr. 
James  K.  Hall,  Richmond,  is  chairman  of  the 
committee  on  arrangements,  and  Dr.  George 
W.  Brown,  Williamsburg,  is  vice-chairman. 

The  Southern  Public  Health  Laboratory  As- 
sociation 

Held  its  fifth  annual  conference  in  Memphis, 
Tenn.,  April  9-11,  Mr.  Aubrey  H.  Straus,  of 
the  Virginia  State  Board  Laboratories,  presid- 
ing. The  scientific  and  social  features  were 
much  enjoj^ed  by  those  in  attendance.  Feeling 
that  the  time  has  come  when  some  check  must 
be  put  upon  indiscriminate  laboratory  work, 
and  that  the  public  and  the  medical  profession 
must  be  protected  from  incompetent  work  by 
inadequately  trained  persons,  the  Association 
passed  the  following  resolution.  “Resolved 
that  the  Southern  Public  Health  Laboratory 
Association  approve  the  principle  that  all 
laboratories  making  public  health  examinations 
shall  be  approved  by  the  State  Board  of 
Health.” 

The  following  officers  were  elected  for  the 
ensuing  year:  Chairman,  L.  C.  Havens,  Mont- 
gomery, Ala.;  vice-chairman,  T.  W.  Ivemerer, 
Jackson,  Miss.;  secretary-treasurer,  B.  L.  Arms. 
Jacksonville,  Fla. 

Following  this  meeting.  Mr.  Straus  returned 
to  Johns  Hopkins  University,  Baltimore,  where 
he  is  taking  special  studies  in  the  School  of 
Hygiene  and  Public  Health.  He  will  return 
to  Richmond  the  first  of  June. 

Dr.  Greer  Baughman 

Has  been  elected  a member  of  the  board  of 
directors  of  the  Richmond  Rotary  Club,  for  the 
ensuing  year. 

Dr.  Douglas  Vander  Hoof, 

Richmond,  was  a recent  visitor  at  the  Prin- 
cess Anne  Country  Club  at  Virginia  Beach. 

Dr.  John  W.  Winston 

Has  returned  to  his  home  in  Norfolk,  after 
a visit  to  relatives  in  Bowling  Green,  Va. 


Dr.  and  Mrs.  J.  P.  Trent, 

Farmville,  Va.,  in  April  attended  the  marri- 
age of  the  doctor’s  sister  in  Washington,  D.  C. 

Married. 

Dr.  James  Raymond  Gorman,  of  Lynchburg, 
Va.,  and  Miss  Mary  Woodville  Ferguson, 
daughter  of  Dr.  and  Mrs.  James  H.  Ferguson, 
of  Clifton  Station,  Va.,  April  15. 

Dr.  Harry  Barton  Hinchman  and  Miss 
Regina  Ladd  Dickinson,  both  of  Richmond, 
Va.,  April  22. 

The  Medical  Society  of  the  State  of  North 

Carolina 

Held  its  annual  meeting  at  Pinehurst,  April 
28-30,  with  one  of  the  largest  meetings  in  point 
of  attendance  in  its  history.  Dr.  Albert  An- 
derson, Raleigh,  presided.  It  was  decided  to 
hold  the  next  meeting  in  Wilmington.  Dr. 
W.  de  B.  MacNider,  Chapel  Hill,  was  elected 
president,  and  Dr.  L.  B.  McBrayer,  Southern 
Pines,  was  re-elected  secretary-treasurer. 

Dr.  Watson  S.  Rankin,  who  lias  been  secre- 
tary of  the  State  Board  of  Health  of  North 
Carolina  for  a number  of  years,  tendered  his 
resignation,  effective  June  1,  to  accept  a posi- 
tion with  the  Duke  Foundation  at  Durham, 
N.  C.  His  successor  will  be  named  at  a later 
date. 

The  Alleghany-Bath  County  Medical  Society, 

At  its  annual  meeting  in  January,  elected 
Dr.  J.  W.  Wallace,  Covington,  president; 
Dr.  Lanier  D.  Pole,  Hot  Springs,  vice-presi- 
dent; Dr.  R.  P.  Hawkins,  Clifton  Forge,  secre- 
tary;  and  Dr  W.  M.  Revercomb,  Clifton  Forge, 
treasurer.  This  is  an  active  society  which 
meets  bi-monthly,  the  last  meeting  being  at 
Hot  Springs,  May  8.  * 

Gorgas  Memorial  Institute. 

Interest  in  the  Gorgas  Memorial  Institute 
of  Tropical  and  Preventive  Medicine  continues 
unabated,  and  it  is  now  announced  that  the 
American  Dental  Association  has  pledged  its 
support  to  this  most  worthy  project.  This 
seems  most  appropriate  in  view  of  the  close  re- 
lationship which  exists  between  the  medical 
and  dental  professions. 

Virginia  doctors  who  are  membex*s  of  the 
Governing  Committee  are : Dr.  Martin  D.  De- 
laney, Alexandria;  Drs.  Israel  Brown,  M.  P. 
Doyle,  Charles  R.  Grandy,  Lomax  Gwathmey, 
C.  Lydon  Harrell,  Sarah  Leigh  Clinic,  W.  B. 
Martin,  H.  L.  Myers,  R.  L.  Payne,  Frank  P. 
Smart,  and  E C.  S.  Taliaferro,  of  Norfolk; 
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Drs.  Paul  V.  Anderson,  Robert  C.  Bryan,  Wil- 
liam T.  Graham,  Stuart  McGuire,  Garnett 
Nelson,  Charles  R.  Robins,  Beverley  R.  Tucker, 
Douglas  VanderHoof,  and  Robert  H.  Wright, 
of  Richmond;  and  Dr.  P.  W.  Boyd,  Win- 
chester. 

Dr.  Carroll  H.  Fowlkes 

Has  returned  to  his  home  in  Richmond, 
after  spending  sometime  on  an  ocean  voyage. 
While  he  was  away,  Mrs.  Fowlkes  and  their 
two  children  visited  relatives  in  South  Hill, 
Va.  ' 

Dr.  and  Mrs.  J.  N.  Elder 

Returned  to  their  home  in  Hopewell,  Va., 
recently,  after  spending  about  a month  at  Hot 
Springs,  Ark. 

Dr.  Austin  I.  Dodson, 

Richmond,  Va.,  has  been  appointed  captain 
in  the  medical  corps,  attached  to  the  246th 
coast  artillery,  Virginia  National  Guard,  suc- 
ceeding Captain  E.  T.  Trice,  Richmond,  who 
was  promoted. 

A New  Hospital 

Will  shortly  be  opened  at  Albemarle,  N.  C., 
at  a completed  cost  of  $100,000.  Dr.  Julius 
C.  Hall,  of  that  place,  has  been  selected  as 
president  of  the  hospital,  and  Dr.  Lucius  V. 
Dunlap  as  secretary-treasurer. 

Dr.  W.  Nelson  Mercer, 

Formerly  of  Richmond,  who  has  been  con- 
nected with  the  U.-  S.  Veteran’s  Bureau  at 
Saranac  Lake,  N.  Y.,  since  the  first  of  the 
year,  has  been  transferred  to  U.  S.  Veteran’s 
Hospital  No.  27,  at  Alexandria,  Louisiana. 
His  work  is  limited  to  tuberculosis. 

Dr.  and  Mrs.  John  Randolph, 

Arvonia,  Va.,  were  among  those  who  at- 
tended  the  reception  and  exercises  held  at  Mon- 
ticello,  April  13th,  the  anniversary  of  Jeffer- 
son’s birthday. 

Child  Management, 

The  first  publication  of  this  kind  issued  by 
the  Children’s  Bureau,  Washington,  D.  C., 
gives  the  average  parent,  in  simple  and  prac- 
tical form,  the  results  of  modern  research  in 
the  mental  hygiene  field.  It  was  written  by 
Dr.  D.  A.  Thom,  of  Boston,  an  authority  on 
mental  hygiene,  and  in  addition  to  giving  much 
practical  and  sound  advice,  lists  a number  of 
“Don’ts”  for  parents,  which  should  furnish 
food  for  thought. 


Dr.  J.  Minor  Holloway, 

Of  the  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania,  Philadelphia,  spent 
the  Easter  holidays  with  his  family  in  Port 
Royal,  Virginia. 

Dr.  and  Mrs.  B.  F.  Noland, 

Spencer,  Va.,  were  recently  guests  of  friends 
in  Richmond. 

Protecting  Sight  of  School  Children. 

In  a recent  study  of  the  condition  of  eyes  of 
more  than  4,000,000  public  school  children,  it 
was  found  that  approximately  12  per  cent  of 
the  school  children  of  America  have  such 
seriously  defective  vision  as  to  be  handicapped 
in  their  work.  In  an  effort  to  remedy  condi- 
tions in  the  school  room  which  may  have  a 
harmful  effect  on  the  eyes  of  children,  the 
National  Committee  for  the  Prevention  of 
Blindness,  of  New  York  City,  has  prepared  a 
non-technical  summary  of  the  code  of  lighting 
school  buildings,  which  it  hopes  to  place  in 
the  hands  of  all  school  teachers  in  the  coun- 
try. This  communication  not  only  tells  the 
teachers  of  the  principles  of  correct  lighting, 
but  deals  with  other  matters  in  the  school  room 
which  have  important  bearings  on  the  lighting 
condition  within  the  room  and  on  the  use  and 
abuse  of  children’s  eyes. 

Motor  Tourists’  Camp  in  New  York  City. 

Camp  New  York,  a new  camp  for  automobile 
tourists  established  well  within  the  city  limits 
of  New  York  City,  was  officially  opened  May 
2nd,  with  befitting  civic  ceremonies.  It  is 
but  thirty  minutes  from  Times  Square  by 
rapid  transit  with  a station  directly  at  the 
camp  entrance.  Its  forty  beautiful  acres  of 
high  ground  are  situated  at  the  junction  of 
Boston  Post  road  and  Baychester  Avenue,  with 
ample  room  for  a thousand  cars,  or  a daily  ac- 
commodation for  five  thousand  people. 

Developed  by  a group  of  experts,  nationally 
known  in  motor  touring  circles,  nothing  in 
equipment  has  been  oA^erlooked  in  this  camp 
to  add  to  the  comforts  of  the  visitor.  The 
camp  overlooks  Long  Island  Sound,  and  Pel- 
ham Bay  is  but  a mile  distant  and  famous  for 
its  salt  water  bathing,  boating  and  fishing. 
Bronx  Park  with  its  renowned  Zoological  Gar- 
dens and  Botanical  Gardens  is  near  by. 

The  establishment  of  Camp  New  York  now 
enables  the  visiting  motorist  to  economically 
visit  New  York,  the  Wonder  City  of  the  World, 
and  with  his  entire  family  inspect  its  museums, 
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parks,  libraries  and  historical  places  of  inter- 
est. It  assures  him  comfortable,  safe  and 
hygienic  living  conditions  with  police  protec- 
tion for  his  family  and  car  at  no  extra  cost, 
aside  from  the  small  daily  camp  fee. 

The  West  Virginia  State  Medical  Associa- 
tion 

Is  to  hold  its  annual  meeting  in  Bluefield, 
June  9,  10,  11  and  12,  under  the  presidency 
of  Dr.  G.  D.  Jeffers,  of  Parkersburg.  Mr. 
Sterrett  O.  Neale,  Charleston,  the  newly  ap- 
pointed executive  secretary,  will  gladly  give 
information  about  this  meeting  to  those  re- 
questing it. 

The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  open  competi- 
tive examination  for  associate  milk  specialist, 
receipt  of  applications  to  close  June  2nd;  also 
for  dietitian,  applications  to  be  rated  as  re- 
ceived until  June  30th.  Detailed  information 
about  these  may  be  received  from  above  named 
Commission  or  the  secretary  of  the  board  of 
U.  S.  civil  service  examiners  at  the  post-office 
or  customhouse  in  any  city. 

Dr.  William  F.  Drewry, 

Petersburg,  Va.,  was  recently  notified  of  his 
election  to  membership  in  the  National  Com- 
mittee for  Mental  Hygiene.  This  committee 
Avorks  with  state  societies  and  committees  for 
the  conservation  of  mental  health,  to  help  pre- 
vent nervous  disorders  and  defects,  and  to 
raise  the  standards  of  care  and  treatment  for 
those  suffering  from  any  of  these  disorders. 

It  is  a pleasure  to  note  that,  in  spite  of  his 
duties  as  City  Manager  of  Petersburg,  Dr. 
Drewry  continues  his  interest  in  medical  affairs. 
The  Medical  Women’s  National  Association 

Will  have  its  annual  meeting  in  Atlantic 
City,  May  25-26,  with  headquarters  at  Hotel 
Marlborough-Blenheim.  Dr.  Katherine  C. 
Manion,  Port  Huron,  Mich.,  is  president,  and 
Dr.  Blanche  M.  Haines,  Lansing,  Mich,  sec- 
retary. 

Venereal  Disease  Bulletin  Published. 

A bulletin  has  recently  been  published  by 
the  Bureau  of  the  Public  Health  Service,  re- 
porting the  “Transactions  of  the  Conference  of 
Venereal  Disease  Control  Officers  of  the  State 
Health  Departments  and  the  U.  S.  Public 
Health  Service,”  held  at  Hot  Springs,  Ark., 
last  December.  The  greater  part  of  this  pub- 
lication is  made  up  of  the  report  of  a special 
committee  appointed  to  make  a study  of  the 


methods  of  diagnosis,  treatment  and  policies  in 
effect  in  the  various  venereal  disease  clinics 
throughout  the  country.  This  report  contains 
considerable  material  which  is  of  interest  and 
assistance  to  the  general  practitioner  as  well 
as  the  specialist  in  urology  or  dermatology.  In- 
terested readers  may  secure  this  publication 
without  cost  by  addressing  a request  to  the 
U.  S.  Public  Health  Service,  Washington, 
I).  C.,  mentioning  V.  D.  Bulletin  No.  77. 
American  Board  of  Otolaryngology. 

The  next  examination  conducted  by  the 
American  Board  of  Otolaryngology  will  be 
held  at  the  Ambassador  Hotel,  Atlantic  City, 
on  Tuesday,  May  29th,  at  9 A.  M. 

Application  blanks  may  be  obtained  from 
Dr.  H.  W.  Loeb,  Secretary,  1402  South  Grand 
Boulevard,  St.  Louis,  Missouri. 

Dr.  Robert  S.  Kyle, 

Who  graduated  from  Medical  College  of  Vir- 
ginia in  1923  and  has  been  with  LeAvis-Gale 
Hospital,  Roanoke,  Va.,  since  then,  has  located 
at  Galax,  Va. 

Doctors  Delegates  to  State  Democratic  Com- 
mittee. 

Drs.  F.  S.  Hope,  Portsmouth,  E.  L.  Kendig, 
Victoria,  and  W.  J.  Strother,  Culpeper,  were 
amono-  those  who  attended  the  State  Demo- 

O 

cratic  Committee  in  Richmond,  April  21. 

Dr.  S.  Palmer  Hileman, 

After  acting  as  an  assistant  physician  at 
Catawba  Sanatorium,  Va.,  has  located  at 
Goshen,  Va.,  where  he  will  continue  to  practice 
his  profession. 

Dr.  Robert  F.  Gillespie, 

Who  has  been  located  at  Splashdam,  Va.,  ex- 
pects to  locate  at  Wilder,  Va.,  the  first  of  June. 
Dr.  Hundley  Has  Unusual  Experience. 

Dr.  and  Mrs.  M.  E.  Hundley,  of  Martinsville, 
Va.,  haAre  returned  home  after  a pleasant  A^aca- 
tion  spent  at  Hamilton,  Bermuda. 

The  usual  uneA^entful  character  of  the  voy- 
age from  New  York  to  Bermuda  was  broken 
by  the  extreme  illness  of  the  purser.  As  he 
failed  to  respond  to  treatment,  the  ship’s  sur- 
geon called  Dr.  Hundley  in  consultation  and 
they  both  agreed  that  an  immediate  operation 
Avas  necessary.  The  captain  of  the  ship  or- 
dered necessary  preparations  to  be  made  and 
had  the  ship  stopped  Avhile  Dr.  Hundley  and 
the  ship’s  surgeon  performed  the  operation. 
A couple  of  assistants  and  a trained  nurse 
were  secured  from  among  the  passengers  and 
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all  helped  as  they  could.  Upon  arrival  of  the 
ship  at  Hamilton,  the  patient  was  transferred 
to  a hospital  and,  at  last  accounts,  was  prog- 
ressing satisfactorily. 

Dr.  John  M.  Bishop, 

Who  accepted  an  internship  at  Jefferson  Hos- 
pital, Roanoke,  Va.,  upon  his  graduation  from 
Medical  College  of  Virginia,  last  year,  located 
at  Inman,  Va.,  the  first  of  April. 

An  American  Health  Congress. 

In  order  to  give  health  workers  from  every 
part  of  the  country  a bird’s-eye  view  of  the 
public  health  movement  in  its  broadest  aspects, 
the  National  Health  Council,  at  370  Seventh 
Avenue,  New  York,  has  planned  for  an  Ameri- 
can Health  Congress  to  be  held  at  Atlantic  City, 
N.  J.,  during  the  week  of  May  17,  1926.  Lead- 
ing authorities  on  each  phase  of  the  public 
health  movement  will  present  the  latest  and 
most  authoritative  findings  and  programs  for 
the  solution  of  these  problems.  The  Steel  Pier 
has  been  engaged  for  headquarters  and  meet- 
ings will  be  held  there  and  at  nearby  hotels  on 
the  boardwalk.  Part  of  the  space  on  the  Steel 
Pier  will  be  used  for  commercial  and  educa- 
tional exhibits,  which  will  be  required  to  con- 
form to  the  high  standards  of  such  a meeting. 
Dr.  P.  K.  Graybill, 

After  spending  the  winter  in  Phoenix, 
Arizona,  expects  to  return  to  his  home  at  Fin- 
castle,  Va.,  about  the  middle  of  this  month. 
The  Virginia  State  Board  of  Pharmacy, 

At  its  annual  meeting  in  Richmond,  the  last 
of  April,  re-elected  the  following  officers  for 
the  ensuing  year:  President,  W.  L.  Lyle,  of 
Bedford ; vice-president,  H.  C.  Littlejohn,  of 
Leesburg;  and  secretai'y-treasurer,  A.  L.  I. 
Winne,  of  Richmond. 

Dr.  W.  C.  Rosser,  Rustburg,  was  granted  a 
physician’s  permit  to  practice  pharmacy. 

The  Warren-Rappahannock-Page  County 

Society 

Held  its  last  regular  meeting  in  Front  Royal, 
Va.,  April  28,  Dr.  James  G.  Brown,  of  Wood- 
ville,  presiding.  Dr.  J.  R.  Boldridge,  of  Hazel 
River,  was  at  the  secretary’s  desk.  Several  in- 
teresting papers  were  read  by  members  and  an 
address  was  given  by  Dr.  W.  J.  Mallory,  of 
Washington,  D.  C. 

Dr.  R.  L.  Page,  Batesville,  councilor  for  the 
Seventh  Congressional  District,  of  the  Medical 
Society  of  Virginia,  by  invitation,  gave  a talk 
in  which  he  stressed  the  importance  of  having 
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all  eligible  doctors  in  every  county  join  their 
county  and  State  societies. 

Gift  of  $10,000  to  Aid  Research  Work. 

It  is  announced  that  Dr.  J.  Shelton  Horsley, 
Richmond,  has  made  a gift  of  $10,000  to  the 
University  of  Virginia,  for  the  establishment 
of  a prize  based  on  research  work  for  a thesis 
in  surgery  or  in  allied  medical  sciences  having 
a relationship  to  the  development  of  surgery. 
The  prize  is  open  for  competition  to  graduates 
of  the  medical  department  of  the  University 
who  have  not  been  in  the  field  of  active  work 
for  more  than  thirty  years. 

Dr.  T.  B.  Ely, 

Formerly  of  Jonesville,  Va.,  is  now  located 
in  Roanoke,  Va.,  with  offices  in  MacBain  Build- 
ing. 

The  American  Proctologic  Society 

Will  hold  its  annual  meeting  at  Atlantic 
City,  N.  J.,  May  25  and  26,  at  the  time  of  the 
meeting  of  the  American  Medical  Association. 
Dr.  Frank  C.  Yeomans,  of  New  York,  is  presi- 
dent, and  Dr.  J.  F.  Montague,  of  New  York, 
secretary-treasurer. 

Medical  College  Commencements  Near. 

Dates  selected  for  the  final  exercises  of  Vir- 
ginia’s two  medical  schools  are:  May  31  to 
June  2 for  the  Medical  College  of  Virginia; 
and  June  13  to  15  for  the  Department  of  Medi- 
cine of  the  University  of  Virginia.  Keep  young 
by  attending  these  annual  reunions. 

Dr.  M.  L.  Dalton, 

Roanoke,  Va.,  has  moved  his  office  from  Mac- 
Bain  Building  to  St.  Charles  Hospital,  that 
city,  where  he  will  confine  his  work  to  internal 
medicine.  Dr.  Dalton  has  recently  been  taking 
post-graduate  work  in  internal  medicine  at  the 
New  York  Post-Graduate  Medical  School  and 
Hospital. 

The  American  Society  of  Clinical  Patholo- 
gists 

Will  hold  its  annual  meeting  in  Philadel- 
phia, May  21-23,  under  the  presidency  of  Dr. 
John  A.  Kolmer,  of  that  city.  The  secretary  is 
Dr.  Ward  Burdick  of  Denver,  Colorado. 

Dr.  Irving  S.  Barksdale, 

Son  of  Dr.  George  E.  Barksdale  and  form- 
erly of  Richmond,  Va.,  has  been  appointed 
health  commissioner  of  Greenville,  S.  C.,  and 
entered  upon  his  duties  there  on  the  first  of 
May.  Dr.  Barksdale  graduated  from  Yale 
University  School  of  Medicine  in  1923  and  has 
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recently  been  connected  with  the  department 
of  physiology  of  the  Medical  College  of  the 
State  of  South  Carolina,  at  Charleston. 

A Clinic  for  Crippled  Children 

Was  recently  held  in  Covington,  Va.,  under 
the  auspices  of  the  Alleghany-Bath  County 
Medical  Society.  Dr.  Bernard  H.  Kyle,  ortho- 
pedic surgeon  of  Lynchburg,  Avas  in  charge  of 
the  work. 

Dr.  M.  H.  Eames, 

Lanexa,  Va.,  was  a recent  Adsitor  in  this 
city. 

Dr.  Frederick  H.  Baetjer, 

Baltimore,  recently  unclerAvent  an  operation 
for  the  removal  of  an  infected  finger  which 
had  been  burnt  in  X-ray  work.  Dr.  Baetjer 
has  noAv  lost  eight  fingers  and  an  eye  as  the 
result  of  these  burns. 

A Health  Magazine  for  Vacation. 

In  planning  for  the  summer  vacation,  much 
helpful  information  may  be  obtained  from 
“ Hygeia .”  It  brings  you  the  real  truth  about 
health  and  is  a journal  of  individual  and  com- 
munity health  for  the  layman.  Hygeia  is  pub- 
lished by  the  American  Medical  Association, 
in  Chicago,  and  the  price  is  only  three  dol- 
lars a year — less  than  what  you  pay  for  many 
popular  magazines.  Get  a copy  and  judge  of 
it  for  yourself. 

Dr.  E.  M.  Wilkinson, 

Who  graduated  from  Medical  College  of 
Virginia  in  1923  and  later  seiwed  as  intern  at 
Stuart  Circle  Hospital,  Richmond,  is  now  lo- 
cated at  Dan,  West  Virginia. 

Tetanus  From  Vaccination  Dressings. 

The  II.  S.  Public  Health  Service  issues  a 
warning  to  the  medical  profession  and  to  the 
public  against  the  use  of  bunion  pads  as  a dress- 
ing in  vaccination  against  smallpox.  The  use 
of  these  pads  seems  to  be  more  common  than 
Avould  be  supposed  and  several  fatal  cases  of 
tetanus  following  their  use  have  recently  been 
reported  in  the  United  States.  Laboratory 
tests  have  demonstrated  the  presence  of  tetanus 
spores  in  bunion  pads  from  the  same  source 
as  those  which  were  associated  Avith  tetanus 
cases. 

The  Public  Health  SerAuce  deprecates  the 
use  of  any  kind  of  shield  as  a vaccination  dress- 
ing, as  the  use  of  a shield  tends  to  prevent 
evaporation,  to  retain  heat,  moisture,  or  dis- 
charges, with  a consequent  softening  of  the 
vesicle,  to  obstruct  lymphatic  drainage,  to  pro- 


duce hyperemia,  and  to  create  conditions  ap- 
parently favorable  for  the  development  of  bac- 
terial invasion,  especially  by  the  tetanus  or- 
ganism. 

The  smallest  single  site  insertion  compatible 
with  a successful  take  and  with  no  immediate 
dressing  whatever  is  believed  to  be  the  best 
method  of  vaccination  in  the  majority  of  cases. 

Opportunities  for  Graduate  Medical  Study  in 

New  York. 

The  Committee  on  Medical  Education  of 
The  New  York  Academy  of  Medicine  has  pre- 
pared a series  of  synopses  of  approved  oppor- 
tunities for  graduate  medical  study  in  NeAv 
York  City  which  will  soon  be  published  for 
distribution.  The  synopses  cover  dermatology 
and  syphilology,  obstetrics  and  gynecology,  in- 
ternal medicine,  neurology  and  psychiatry, 
ophthalmology,  oto-larvngology,  pediatrics, 
surgery,  urology,  and  orthopedic  surgery. 

A Bureau  of  Clinical  Information  is  main- 
tained at  the  Academy  of  Medicine,  17  IVest 
-13rd  Street,  where  detailed  information  is 
available  regarding  opportunities  for  graduate 
medical  study  in  New  York,  and  also  in  other 
cities  of  the  United  States  and  abroad.  The 
Executive  Secretary  in  charge  of  the  Bureau 
is  prepared  to  answer  inquiries  concerning  or- 
dinary internships,  special  internships  or  resi- 
dences, graduate  courses  in  medical  schools 
and  teaching  hospitals,  and  extension  courses. 
Much  information  in  regard  to  graduate  medi- 
cal work  in  England  and  on  the  Continent  is 
on  file. 

The  Bureau  publishes  a Daily  Bulletin  oi 
Surgical  Clinics  which  will  be  mailed  free  to 
visiting  doctors  on  request.  A Weekly  Bulle- 
tin of  Medical  Clinics  also  is  published.  A 
book  of  the  fixed  clinics  of  Greater  New  York, 
with  a transportation  guide,  has  been  prepared 
for  the  use  of  visitors  whose  stay  in  the  City 
is  limited,  and  is  furnished  without  charge. 

The  American  Congress  on  Internal  Medi- 
cine, 

At  its  recent  meeting  in  Washington,  D.  C., 
elected  Dr.  Charles  G.  Jennings,  of  Detroit, 
Mich.,  president.  Dr.  Frank  Smithies,  of 
Chicago,  Avas  re-elected  secretary-general. 

The  American  College  of  Physicians, 

At  their  meeting,  elected  Dr.  Alfred  Stengel, 
Philadelphia,  p r es  i d e n t , and  Dr.  Frank 
Smithies,  Chicago,  secretary-general. 
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Johnston-Willis  Hospital  to  Have  Nurses’ 

Home. 

A nurses’  home,  at  an  estimated  cost  of 
$75,000,  is  to  be  erected  adjacent  to  and  for  the 
use  of  Johnston-Willis  Hospital,  Richmond, 
Ya.,  during  the  summer,  and  will  be  ready  for 
occupancy  in  the  early  Fall.  It  is  stated  that 
the  building  will  include  the  most  modern 
equipment  and  that  two  of  its  three  floors  will 
be  devoted  to  a school  for  teaching  of  nurses. 
There  will  be  accommodations  for  sixty  nurses. 

Dr.  Alexander  F.  Robertson,  Jr., 

Of  Staunton,  Va.,  is  spending  sometime  in 
Philadelphia  and  from  there  will  go  to  New 
York  City  and  Atlantic  City.  He  will  be  home 
about  the  first  of  June. 

Dr.  H.  A.  Dalton, 

Of  Galax,  Va.,  who  has  been  under  treatment 
in  a Roanoke.  Va.,  hospital,  is  much  improved 
and  expected  to  resume  his  practice  about  the 
middle  of  this  month. 

Dr.  and  Mrs.  J.  Kennedy  Corss 

Have  returned  to  their  home  in  Newport 
News,  Va.,  after  a visit  to  Hot  Springs,  Ark., 
and  French  Lick  Springs,  Ind. 

Dr.  B.  A.  Middleton, 

Of  Emmerton,  Va.,  with  a party  of  friends, 
recently  enjoyed  a motor  trip  through  the 
Valley  of  Virginia. 

Fire  at  Medical  College. 

Early  in  the  morning  of  May  3rd,  fire  was 
discovered  in  the  dispensary  building  of  the 
Medical  College  of  V i r g i n i a,  Richmond. 
Prompt  action  on  the  part  of  the  fire  depart- 
ment averted  what  might  have  been  a serious 
fire.  Loss  was  roughly  estimated  at  anywhere 
from  $500  to  $2,000. 

Whooping  Cough  Studies. 

Whooping  cough  causes  a greater  number  of 
deaths  in  Denmark  than  any  other  infectious 
disease.  Danish  physicians  and  scientists  there- 
fore have  devoted  much  time  to  the  study  of 
this  disease.  Dr.  Thorwald  Madsen  of  the 
Danish  Serotherapeutic  Institute,  lecturing  at 
Harvard,  said  that  the  institute  has  perfected 
a means  of  esablishing  a diagnosis  of  the  dis- 
ease in  its  early  stages.  Its  studies  have  also 
shown  that  after  five  or  six  weeks  practically 
no  whooping  cough  bacilli  are  found.  As  a re- 
sult Danish  children  are  now  kept  from  school 
only  four  weeks  after  the  beginning  of  the 
spasmodic  cough.  A whooping  cough  serum 
was  found  to  have  little  preventive  effect,  but 


vaccination  was  found  to  lighten  the  infection 
and  decrease  the  mortality  to  a considerable  de- 
gree. 

Child  Welfare  Congress. 

An  International  Congress  on  child  welfare 
will  meet  in  Geneva,  August  24-28,  1925,  under 
the  auspices  of  the  Swiss  Government. 

Dr.  J.  B.  Dalton, 

Of  Richmond,  visited  relatives  and  friends 
in  Roanoke,  Va.,  for  a few  days  in  April. 

Reunion  and  Dinner  of  the  Medical  Officers 

of  the  World  War. 

An  attractive  feature  of  the  annual  meeting 
of  the  American  Medical  Association  at 
Atlantic  City  will  be  the  reunion  of  the  medi- 
cal men  who  served  their  country  in  the  Army 
and  Navy  during  the  World  War,  to  renew  the 
memories,  friendships  and  associations  of  those 
eventful  days.  The  Chief  Surgeon  of  the 
A.  E.  F.  will  be  there,  and  the  President  of  the 
Association  of  Military  Surgeons,  Surgeon 
General  Hugh  S.  Cumming,  and  other  officers 
of  the  Association  under  whose  auspices  the 
meeting  will  be  held.  An  effort  will  be  made 
to  group  together  those  who  served  in  the  same 
organizations  and  so  it  is  requested  that  reser- 
vations be  made  as  early  as  possible  and  that 
comrades  state  in  writing  for  them  the  base 
hospital  or  other  medical  unit  to  which  they 
belonged.  Write  for  tickets  to  Colonel  Burt 
R.  Shurly,  Med-Res,  Lb  S.  A.,  62  West  Adams 
Avenue,  Detroit,  Michigan. 

Time  and  Place  : May  27th  at  7 P.  M.  at  the 
Ritz-Carlton  Hotel,  Atlantic  CtijL 

Members  of  the  Association  of  Military  Sur- 
geons are  requested  to  wear  the  badge  of  the 
Association. 

Provisional  Birth  and  Death  Rates. 

The  Department  of  Commerce,  Bureau  of 
Census,  announces  that  birth  rates  for  192? 
were  higher  than  for  1923  in  sixteen  of  the 
twenty-five  states  from  which  figures  are  avail- 
able. The  highest  birth  rate  for  1924  was  31.9 
per  1,000  population,  and  the  lowest  14.9. 

Death  rates  for  1924  were  lower  than  for 
1923  in  twenty-three  of  the  twenty-nine  states 
reporting.  In  fact,  record  low  rates  appear  in 
thirteen  states.  Virginia  is  in  this  set.  The 
highest  1924  death  rate  is  22.1  per  1,000  popu- 
lation, and  the  lowest  6.5. 

Infant  mortality  rates  for  1924  are  generally 
lower  than  those  for  1923,  as  only  three  of  the 
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twenty-five  states  reporting  show  higher  rates 
in  1924. 

Dr.  and  Mrs.  L.  O.  Snead, 

Of  Richmond,  recently  visited  relatives  in 
Halifax,  Va. 

Dr.  Max  Thorek, 

Surgeon  in  Chief  to  the  American  Hospital 
of  Chicago,  has  been  made  a member  of  the 
Surgical  Society  of  Paris,  France,  and  also  a 
Corresponding  Member  of  the  Royal  Academy 
of  Medicine  and  Surgery  of  Torino,  Italy. 

The  Virginia  State  Dental  Association 

Held  its  fifty-sixth  annual  meeting  in 
Staunton,  the  last  of  April,  under  the  presi- 
dency of  Dr.  A.  Hume  Sprinkel,  of  that  place. 
Richmond  was  selected  as  the  1926  place  of 
meeting,  and  the  Association  voted  to  invite 
the  North  Carolina  State  Dental  Society  to 
meet  jointly  with  the  Virginia  Association. 
Dr.  Harry  Bear,  for  several  years  secretary  of 
the  Association,  was  elected  its  president;  Dr. 
W.  N.  Hodgkin,  of  Warrenton,  vice-president ; 
and  Dr.  John  Bell  Williams,  Richmond,  secre- 
tary. 

Dr.  and  Mrs.  William  Morgan  Smith, 

After  spending  the  winter  in  Richmond,  have 
returned  to  their  home  uRosemont,”  Berry vi lie, 
Va.,  for  the  summer  months. 

Dr.  and  Mrs.  Claiborne  T.  Jones 
And  sons,  of  Petersburg,  Va.,  spent  the 
Easter  holidays  with  friends  in  Orange,  Va. 
Dr.  W.  C.  Orr, 

Leesburg,  Va.,  has  been  elected  president  of 
the  Loudoun  County  Baseball  League  for  the 
ensuing  year. 

Doctors  Among  Rotary  Officers. 

Dr.  Charles  E.  Conrad  has  been  elected 
president  of  the  Rotary  Club  of  Harrisonburg, 
Va.,  for  the  ensuing  year,  and  Drs.  James  H. 
Deyerle  arid  E.  R.  Miller  new  directors. 

Officers  of  St.  Leo’s  Hospital. 

Dr.  Parran  Jarboe  lias  been  elected  presi- 
dent and  Dr.  Ralph  E.  Dees  vice-president  of 
the  staff  of  St.  Leo’s  Hospital,  Greensboro, 
N.  C. 

Colds  are  the  Baby’s  Enemy. 

Investigation  of  a group  of  251  out-patient 
cases  in  the  baby  clinic  at  Mt.  Sinai  Hospital, 
New  York,  showed  that  colds  and  respiratory 
infections  constituted  the  leading  diseases. 
The  basic  causes  of  these  ailments  wTere  fre- 
quently found  to  be  too  heavy  clothing,  lack 


of  sunlight  and  fresh  air,  and  other  un- 
hygienic conditions.  Over  ninety  per  cent  of 
the  infants  showed  eiddence  of  rickets. 

Wanted 

To  buy  practice  in  Virginia  or  West  Vir- 
ginia. Would  buyT  office  equipment  or  property. 
Reasons  for  leaving  present  location,  want  to 
locate  near  high  school.  Graduate  of  Medical 
College  of  Virginia.  References:  West  Vir- 
ginia State  Medical  Association  and  County 
Medical  Society.  Nothing  but  a good  proposi- 
tion considered.  Answers  should  be  sent  to  No. 
415,  care  this  journal.  (Adv.) 


Obituary 

Dr.  James  Fulton  Williams, 

Of  Charlottesville,  Va.,  died  at  his  home  in 
that  place  May  1.  after  an  illness  extending 
over  several  months.  He  was  born  in  Nelson 
County,  Va.,  January  19,  1873,  and  studied 
medicine  in  Baltimore,  graduating  from  the 
University  of  Maryland  in  1899.  He  had  been 
a member  of  the  Medical  Society  of  Virginia 
since  1902.  He  was  also  a Mason  and  an  Elk. 
Dr.  Williams  was  for  sometime,  and  to  the  time 
of  his  death,  surgeon  of  the  Charlottesville 
Fire  Department.  He  is  survived  by  his  wife 
and  several  children. 

Dr.  John  Diedrich  Moritz, 

Of  Charlottesville,  Va.,  died  at  his  home 
in  that  place  April  24.  He  was  born  in  Balti- 
more, Md.,  in  1875,  and  studied  medicine  at 
the  University  of  Maryland,  from  which  he 
graduated  in  1904  and  later  studied  in  Phila- 
delphia and  Chicago.  Owing  to  failing  health, 
Dr.  Moritz  gave  up  practice  in  Baltimore  and 
moved  to  Albemarle  County,  Va.,  near  Cis- 
mont,  in  1907.  After  living  there  about  twelve 
years,  he  returned  to  Baltimore,  but,  after  a 
short  time  there,  went  to  Charlottesville  and 
worked  in  connection  with  the  orthopedic  de- 
partment of  University  Hospital.  He  was  a 
member  of  the  Medical  Society  of  Virginia. 
His  wife  survives  him. 

Dr.  Carl  Meach  McCuiston, 

After  an  illness  of  several  months’  duration, 
died  at  his  home  in  Petersburg,  Va,,  April  30. 
He  wras  thirty- four  years  of  age  and  graduated 
from  the  Medical  College  of  Virginia  in  1915. 
Dr.  McCuiston  moved  to  Petresburg  about 
four  years  ago  and  was  a member  of  the  Medi- 
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cal  Society  of  Virginia.  He  is  survived  by  his 
wife  and  a large  family  connection. 

Dr.  Samuel  H.  Moseley, 

Of  Ebony,  Va.,  died  at  his  home  at  that 
place  April  26,  after  a long  illness.  He  was 
born  in  Brunswick  County,  Va.,  fifty-one  years 
ago  and,  upon  completing  his  academic  educa- 
tion, studied  medicine  at  the  University  Col- 
lege of  Medicine,  Richmond,  from  which  he 
graduated  in  1899.  He  joined  the  Medical  So- 
ciety of  Virginia  that  same  year  and  con- 
tinued a member  to  the  time  of  his  death.  He 
is  survived  by  his  widow  and  several  children. 

Dr.  Elias  M.  Wilkinson, 

Of  Shaft,  Va.,  died  at  his  home  in  that  place, 
April  10,  death  being  due  to  acute  indigestion. 
He  was  born  in  Nebraska,  May  19,  1861,  and 
studied  medicine  at  the  University  of  Mary- 
land, from  which  he  graduated  in  1888,  later 
taking  post-graduate  work  in  several  colleges. 
He  was  a member  of  the  Medical  Society  of 
Virginia.  Dr.  Wilkinson  is  survived  by  his 
wife  and  eight  children. 

Resolutions  on  Death  of  Dr.  Wilkinson. 

On  Saturday,  April  11th,  the  following  members 
of  The  Russell  County  Medical  Society,  Drs.  Gilmer, 
Trigg,  Burns,  Whited,  Couch  and  Greear,  called  at 
the  home  of  Dr.  E.  M.  Wilkinson,  Shaft,  Va.,  he 
having  died  of  acute  indigestion  on  April  10th.  Drs. 
Burns,  Trigg  and  Gilmer  were  appointed  to  select 
and  purchase  an  appropriate  floral  tribute  to  the  de- 
parted friend  and  member  of  The  Russell  County 
Medical  Society.  Drs.  Whited  and  Greear  were  ap- 
pointed to  draw  up  the  resolutions  of  respect,  after 
which  the  physicians  named  departed  for  their  re- 
spective homes  with  heavy  hearts  and  a conscious- 
ness of  the  fact  that  they  also  should  be  ready  and 
unafraid  when  the  Grim  Reaper  shall  call  for  further 
sheaves  from  the  ranks  of  the  medical  profession 
in  Russell  County. 

Dr.  E.  M.  Wilkinson  was  born  in  the  state  of 
Nebraska,  May  19,  1861.  He  graduated  from  the 
University  of  Maryland  in  the  year  1888.  He  was 
a Shriner  and  thirty-second  degree  Mason  and  a 
member  of  the  Methodist  Church.  He  married  Miss 
Mary  Ellen  Porter,  Barren  Springs,  Va.,  in  the  year 
of  1887.  To  this  marriage  there  were  born  nine 
children,  all  living  but  one.  Three  of  the  children 
are  married:  Mrs.  C.  P.  Dalton,  Franklin,  Va.;  B.  B. 
Wilkinson,  Fielddale,  Va.,  and  Harry  R.  Wilkin- 
son, Clinch  County,  Va.  The  other  children  were 
at  home  at  the  time  of  their  father’s  death. 

Dr.  Wilkinson  practiced  at  the  following  points  in 
Virginia:  Barren  Springs,  Sylvatus,  Hillsville,  Pat- 

terson, Laurel  Fork,  Fries,  and  for  the  past  seven 
years  he  has  been  practicing  for  the  Clinchfield 
Coal  Corporation,  where  he  has  been  doing  an  effi- 
cient and  highly  satisfactory  practice.  Dr.  Wilkin- 
son was  a man  who  kept  abreast  with  his  profes- 
sion and  had  taken  post-graduate  courses  at  the  New 
York  Polyclinic,  in  1901;  in  electro-therapeutics,  in 
1903;  at  Northern  Illinois  School  of  Otology  and 
Ophthalmology  in  1912,  and  in  gynecology  and  surg- 
ery at  New  York  Polyclinic,  1902. 


Whereas,  God  in  His  infinite  wisdom  has  seen 
cause  to  remove  our  fellow  physician  and  friend 
from  the  walks  of  men; 

Resolved,  That  the  Russell  County  Medical  Society 
express  hereby  its  appreciation  of  the  professional, 
private  and  public  life  of  Dr.  E.  M.  Wilkinson,  and, 
furthermore,  it  also  expresses  its  profound  sympathy 
for  his  bereaved  family; 

Further  be  it  Resolved,  That  this  tribute  of  re- 
spect be  spread  on  the  minutes  of  The  Russell  County 
Medical  Society,  that  the  editors  of  the  periodicals 
mentioned  mail  copies  containing  this  notice  to  the 
family  of  Dr.  Wilkinson,  and  that  same  shall  be 
pubTished  in  the  Lebanon  News,  Lebanon,  Va. ; Hon- 
aker  Herald,  Honaker,  Va.,  and  the  Virginia  Medical 
Monthly,  official  publication  of  the  Medical  Society 
of  Virginia,  of  which  our  fellow  physfcian  was  a 
member. 

(Signed) 

E.  P.  Whited,  M.  D„ 

Honaker,  Va. 

C.  B.  Greear,  M.  D., 

Honaker,  Va. 

Dr.  Albert  Cullen  Fox, 

For  forty  years  a practicing  physician  of 
Waynesboro,  Va.,  died  at  his  home  in  Lincoln- 
ton,  N.  C.,  April  5,  and  was  buried  at  Waynes- 
boro. He  had  moved  to  Lincolnton  about 
eighteen  moths  ago  on  account  of  his  wife’s 
health.  Dr.  Fox  was  born  in  Jacksonville, 
Ala.,  about  seventy-seven  years  ago  and 
studied  medicine  at  the  University  of  the  City 
of  New  York,  graduating  in  1873.  He  had 
been  a member  of  the  Medical  Society  of  Vir- 
ginia since  1883.  Dr.  and  Mrs.  Fox  celebrated 
their  fiftieth  wedding  anniversary  last  Octo- 
ber. He  is  survived  by  his  wife  and  several 
children. 

Dr.  Charles  Edgar  Busey, 

Of  Lynchburg,  Va.,  died  at  his  home  in  that 
place,  April  5,  after  a brief  illness.  He  was  a 
native  of  Baltimore  and  seventy-two  years  of 
age.  He  graduated  from  the  College  of  Physi- 
cians and  Surgeons,  Baltimore,  in  1878,  and 
later  took  a post-graduate  course.  He  moved 
to  Lynchburg  in  1884,  and  was  at  one  time  a 
member  of  the  Medical  Society  of  V irginia. 
He  is  survived  by  his  wife  and  three  daughters. 

Dr.  Melville  Cox  Strickland, 

Formerly  of  Salem,  Va.,  died  at  his  home  in 
Oregon  City.,  Ore.,  April  19,  from  cerebral 
hemorrhage.  He  was  fifty-five  years  of  age 
and  graduated  from  Jefferson  Medical  College, 
Philadelphia,  in  1889.  He  left  Salem,  Va., 
about  twenty-seven  years  ago,  and  has  since 
made  his  home  in  Oregon.  He  had  been  in 
bad  health  about  a year.  Two  sisters  and  two 
brothers — Dr.  J.  T.  Strickland,  of  Roanoke, 
Va.,  and  Dr.  E.  F.  Strickland,  of  Winston- 
Salem,  N.  C. — survive  him. 


TT7I1EN  food  does  not  feed — when  even 
* ^ milk,  the  most  nearly  perfect  of  all 
nutritional  foods,  fails  to  nourish,  it 
has  been  found  that  the  addition  of  1%  of 
pure,  unflavored,  unsweetened  gelatine  to  the 
milk  overcomes  the  difficulty. 

The  protective  colloidal  ability  of  the  gel- 
atine, in  preventing  the  coagulation  caused  by 
the  enzyme  rennin  and  hydrochloric  acid  of 
the  gastric  juice,  will  largely  prevent  stomach 
curdling  and  insure  the  complete  assimilation 
of  all  the  nutritional  elements  of  the  milk. 
Thomas  13.  Downey,  Ph.D.,  of  Mellon  Insti- 
tute, University  of  Pittsburgh,  has  clearly 
proved  by  a series  of  standard  feeding  tests 
that  the  addition  of  1%  of  pure,  plain  gelatine, 
dissolved  and  added  to  milk,  will  increase  the 
nutritional  yield  by  about  23%.  The  approved 
formula  is  here  given : 

Soak  for  ten  m mutes  one  level  table- 
spoonful of  Knox  Sparkling  Gelatine  in 
% cup  cold  milk  taken  from  the  baby’s 
formula;  cover  while  soaking;  then  place 
the  cup  in  boiling  water,  stirring  until 
gelatine  is  fully  dissolved;  add  this  dis- 
solved gelatine  to  the  regular  formula. 

For  children  and  adults  follow  the  same 
method  in  the  proportion  of  teaspoonful  of 
gelatine  to  a glass  of  milk. 

To  safeguard  against  impurities  and  dis- 
turbing acidity  it  is  essential  to  specify  a plain, 
unflavored,  unsweetened  gelatine,  such  as  Knox 
.Sparkling  Gelatine — the  Highest  Quality  for 
Health. 


A package  of  Knox  Sparkling  Gelatine,  to- 
gether with  the  physician’s  reference  book  of 
nutritional  diets  with  recipes,  will  be  sent  free, 
to  any  physician  if  he  will  write  to  the  Knox 
Gelatine  Laboratories,  441  Knox  Avenue, 
Johnstown,  N.  Y. 
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HUNDREDS  OF  PHYSICIANS 


have  their  outfitting  accounts  with  us.  They  are 
all  good  accounts.  We  want  yours. 


Hanan 

Shoes 


RICHMOND.  VA. 


Dunlap 

Hats 


DOCTORS  administer  to  the  sufferings  of  the  living 
and  bring  them  comfort. 

THIS  BANK  administers  to  the  estates  of  the  dead  and 
brings  to  them  protection  and  economical 
administration. 

Let  us  have  your  will  prepared  without  cost  to  you. 

MERCHANTS  NATIONAL  BANK 
RICHMOND,  VIRGINIA 

Capital,  Surplus  and  Undivided  Profits  over  $2,400,000.00 
“SAFEST  FOR  TRUSTS” 
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R.  Ramsden  Wade  re- 
ports (Brit.  M.  J.,  1 : 
158,  Jan.  24,  1925)  hav- 
ing had  good  results 
from  the  administration 
of  creosote  in  the  treat- 
ment of  cases  of  influ- 
enzal pneumonia  and 
chronic  influenza,  which 
are  very  liable  to  be 
mistaken  for  phthisis. 
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CALCREOSE  (calcium 
creosotate)  is  a mixture 
containing  in  loose 
chemical  combination 
approximately  equal 
weights  of  creosote  and 
lime.  It  has  the  phar- 
macologic activity  o f 
creosote,  but  apparently 
does  not  have  any  un- 
toward effect  on  the 
stomach. 

Samples  of  Tablets  on  Request 


The  Maltbie  Chemical  Company, 


Newark,  New  Jersey 
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CONTROLLING 
THE  INFANT’S  DIET 


The  physician  knows  the  requirements  of  the  individual 
baby — he  alone  is  fitted  to  prescribe  and  to  regulate  the 
infant’s  diet. 

His  prescribing  of  the  proper  food,  based  upon  the  infant’s 
nutritional  requirements,  is  of  far  more  advantage  to  the 
infant  than  a printed  set  of  rules  on  the  label  or  bottle. 

The  trained  physician  eliminates  guesswork.  He  gives  the 
mother  a feeding  formula  and  expects  her  to  follow  his 
directions. 


The  physician  who  prescribes  MEAD’S  Infant  Diet  Mate- 
rials knows  his  instructions  will  be  followed  to  the  letter. 
There  are  no  directions  on  the  packages  to  conflict  with 
his  formula  for  each  individual  baby. 

MEAD’S  DEXTRI-MALTOSE 

Cow's  Milk  and  Water 
meet  the  demands  of  the  average  well  baby 


MEAD’S  CASEC 

and 

MEAD’S  POWDERED  PROTEIN  MILK 

are  very  satisfactory  in  treating  Summer  (Fermentative)  Diarrhea 


Samples  of  these  products  and  literature  sent  on  request 


The  Mead  Policy 
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Mead's  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana,  U.  S.  A. 
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Original  Communications 

THE  INTRAVENOUS  USE  OF  GENTIAN 
VIOLET  IN  THE  TREATMENT  OF 
SEPSIS.— A REPORT  OF  THIRTY- 
TWO  INJECTIONS.* 

By  J.  S.  HORSLEY,  Jr.,  M.  D.,  Richmond,  Va. 

Gentian  violet  is  one  of  the  so-called  new 
antiseptic  dyes.  In  1912,  Churchman,  formerly 
of  Johns  Hopkins,  made  the  first  elaborate 
study  of  its  bactericidal  properties.  He  showed 
that,  although  gentian  violet  in  sufficient  con- 
centration was  probably  toxic  to  all  bacteria, 
Gram  positive  organisms  were  markedly  more 
sensitive  to  it  than  Gram  negative.  Young  and 
Hill,  of  Johns  Hopkins,  first  reported  cures  of 
. staphylococcic  septicemia  by  intravenous  injec- 
tions of  this  dye.  A short  while  after  hearing 
Dr.  Young  present  his  paper  on  “Treatment 
of  Septicemia  and  Local  Infections  by  Mercu- 
rochrome-220  Soluble,  and  by  Gentian  Violet,” 
at  a meeting  of  the  Southern  Surgical  Associa- 
tion, December  11,  1923,  I carried  out  some 
experiments  on  dogs  to  determine  the  local  and 
general  toxic  effects  of  gentian  violet  and  mer- 
curoehrome  given  intravenously  in  normal 
dogs.  Only  the  results  with  gentian  violet  will 
be  considered  here. 

It  wTas  found  that  injections  of  very  small 
amounts  of  1 per  cent  solution  of  gentian  vio- 
let into  the  subcutaneous  tissues,  as  might  occur 
in  infiltration  from  a faulty  vein  puncture,  pro- 
duced only  a transient  mild  inflammation  with 
no  subsequent  sloughing  or  induration.  The 
intravenous  use  of  a 1 per  cent  solution  of 
gentian  violet,  with  the  recommended  clinical 
dosage  of  from  0.3  to  0.  7 mgm.  per  kilogram 
of  body  weight,  was  found  to  produce  no 
apparent  reaction  except  a transient  false 
cyanosis  due  to  the  dye  itself  in  the  circula- 
tion. Practically  all  of  the  dye  is  excreted 
within  twenty-four  hours  by  the  kidneys  and 
gastro-intestinal  tract.  At  necropsy  several 
days  later  the  thoracic  and  abdominal  viscera 
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were  found  grossly  normal  and  microscopic 
sections  of  the  liver  and  kidneys  were  also  nor- 
mal. 

At  the  present  time  I am  carrying  out  ex- 
periments with  the  intraperitoneal  use  of  gen- 
tian violet  and  hope  to  report  on  this  in  a few 
months. 

Several  weeks  after  these  experiments,  occa- 
sion arose  clinically  to  use  gentian  violet  in- 
travenously. Up  to  April  20,  1925,  thirty-two 
intravenous  injections  of  gentian  violet  have 
been  given  in  the  treatment  of  severe  sepsis. 
Five  of  these  injections  were  given  by  Dr.  O.  O. 
Ashworth,  and  one  by  Dr.  A.  I.  Dodson.  The 
remaining  twenty-six  were  given  by  the  author. 

Analysis  of  Cases 

The  thirty-two  injections  were  given  to 
twenty-five  patients,  some  patients  receiving 
more  than  one  injection.  Of  these  twenty-five 
cases,  eight,  or  32  per  cent  were  cured;  seven, 
or  28  per  cent,  were  markedly  improved;  five, 
or  20  per  cent,  were  only  slightly  improved; 
and  five,  or  20  per  cent,  were  unimproved.  I 
consider  that  five  of  these  patients  owe  their 
lives  to  the  intravenous  use  of  gentian  violet. 
There  were  no  deaths  from  the  injections,  and 
only  two  reactions.  These  will  be  discussed  in 
detail  later.  The  youngest  patient  was  five 
years  and  the  oldest  sixty-six  years. 

Preparation  and  Dosage 

Pure  gentian  violet  may  be  obtained  in  pow- 
dered form.  Coleman  and  Bell’s  gentian  violet, 
and  a German  preparation  put  out  by  G.  Grub- 
ler  and  Company,  Leipsig,  Germany,  have  been 
used  with  equally  good  results.  Gentian  violet 
can  be  used  in  1 per  cent  to  0.25  per  cent  solu- 
tion. I prefer  a 0.5  per  cent  solution.  The  solu- 
tion should  preferably  be  made  up  fresh  for 
each  injection,  in  either  sterile  distilled  water 
or  sterile  physiological  salt  solution  which  has 
been  dissolved  in  distilled  water.  I used  the 
salt  solution  for  it  happened  to  be  more  avail- 
able. All  needles,  syringes  and  containers 
should  be  thoroughly  rinsed  with  sterile  dis- 
tilled water  or  intravenous  saline  solution  be- 
fore being  used.  The  accurately  weighed  gen- 
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tian  violet  powder  is  then  added  to  the  proper 
amount  of  warm  solution  and  gently  mixed. 
This  is  allowed  to  stand  for  at  least  a half 
hour.  The  solution  does  not  have  to  be  steri- 
lized again,  as  it  sterilizes  itself.  Just  before 
use  the  dissolved  solution  is  filtered  through 
sterile  gauze  (six  or  more  layers).  The  solu- 
tion must  not  be  allowed  to  stand  in  the 
syringes,  as  this  will  frequently  cause  them  to 
catch  or  hang. 

Care  must  be  used  in  the  preparation  of  the 
solution,  in  order  to  insure  <rood  results  and  no 
reactions.  The  intravenous  use  of  any  drug  is 
not  to  be  regarded  as  a slight  matter.  Especi- 
ally is  this  true  when  such  large  quantities  of 
an  antiseptic  solution  as  this  are  being  used. 

The  average  dose  is  5 mgm.  of  gentian  violet 
per  kilogram  of  body  weight.  The  smallest 
dose  given  in  this  series  was  3 mgm.,  and  the 
largest  7 mgm.  Cases  are  reported  where  as 
large  a dose  as  10  mgm.  has  successfully  been 
used.  Care  must  be  taken  in  infants  and  very 
old  people  when  it  is  probably  best  to  give  a 
small  dose  (2  to  3 mgm.)  first  and  on  the  fol- 
lowing day  repeat  with  a larger  dose  (4  to  5 
mgm.)  if  there  has  been  no  reaction.  It  is 
often  advisable  to  follow  up  the  initial  dose 
with  subsequent  ones  at  daily  or  two-day  in- 
tervals, depending  upon  the  amount  of  im- 
provement and  the  general  and  local  condi- 
tions. 

One  of  the  superficial  veins  of  the  forearm 
or  elbow  are  preferable  for  the  site  of  injec- 
tion, though  any  available  vein  can  be  used. 
The  same  technic  is  used  as  in  giving  neo-sal- 
varsan  or  any  other  intravenous  medication. 
The  solution  should  be  injected  slowly,  at  least 
four  minutes  being  taken  to  make  the  complete 
injection.  If  the  solution  is  administered  too 
rapidly,  the  patient  will  complain  of  a flushing 
sensation  of  heat,  slight  nausea,  faintness  or  a 
sensation  of  constriction  of  the  throat  or  chest. 

Types  of  Sepsis  Treated 

Of  the  thirty-two  cases  treated,  only  two  did 
not  have  smears  and  cultures  taken  previous 
to  treatment  which  showed  a Gram  positive 
staphylococcic  organism.  Of  these  two  cases, 
one  was  clinically  a Gram  positive  staphylo- 
coccic infection  for  the  patient  had  multiple 
recurring  boils.  The  second  case  was  one  of 
early  left  femoral  phlebitis.  Shallenberger,  of 
Atlanta,  reported  at  a meeting  of  the  Southern 
Surgical  Association,  December,  1924,  several 


cases  of  phlebitis  treated  successfully  by  the 
intravenous  injection  of  gentian  violet.  He 
also  stated  that  the  most  predominant  etiologi- 
cal organism  in  phlebitis  is  a Gram  positive 
staphylococcus,  but  this  organism  is  very  diffi- 
cult to  culture  from  the  blood  stream.  In 
phlebitis  cases  a therapeutic  test  or  trial  is 
justifiable,  however,  before  attempting  to  cul- 
ture the  causative  organisms.  The  following 
were  the  diagnoses  of  the  twenty-five  cases 
treated : 

Infected  wounds,  6; 

Chronic  suppurating  sinus,  2 ; 

General  peritonitis,  3 ; 

Multiple  recurring  furuncles,  1 ; 

Multiple  recurring  carbuncles,  1 ; 

Acute  left  femoral  phlebitis,  1; 

Liver  abscess,  2; 

Acute  suppurative  infection  of  the  extremity, 

2; 

Chronic  suppurative  osteomyelitis,  1 ; 

Chronic  suppurative  arthritis  and  osteomye- 
litis, 2; 

Acute  suppurative  mastoiditis,  1 ; 

Pyonephrosis,  1; 

Empyema,  1; 

Necrotic  abscessed  testicle,  1. 

Reactions 

Immediately  after  or  during  the  injection  of 
gentian  violet,  there  develops  a marked  pseudo- 
cyanosis. The  degree  depends  upon  the  dose 
given.  With  the  larger  doses  this  feature  is 
quite  marked  and  very  alarming  to  the  patient 
and  his  relatives  if  the  cause  is  not  explained. 
This  coloration  of  the  skin  and  mucous  mem- 
branes is  due  to  the  presence  of  the  dye  in  the 
circulation.  It  subsides  in  a few  hours  and  is 
entirely  gone  by  the  end  of  twenty-four  hours. 
A careful  watch  was  kept  on  these  twenty-five 
patients  as  to  their  pulse  rate,  temperature, 
urinalysis  and  blood  examination  before  and 
after  the  injections,  and  in  only  two  out  of  the 
thirty-two  injections  did  any  sign  of  reaction 
develop. 

The  first  was  in  a patient  forty-seven  years 
old  who  had  a pyonephrosis.  He  had  been  hav- 
ing frequent  chills,  running  a septic  fever  for 
several  days,  the  temperature  going  as  high  as 
103.5°  F.  He  was  critically  ill  and  seemed  to 
be  getting  worse.  Cultures  from  the  drain  in 
the  left  kidney  pelvis  and  from  the  urine 
showed  many  Gram  positive  staphylococci  and 
a few  Gram  positive  and  negative  bacilli.  A 
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1 per  cent  solution  of  gentian  violet  was  given 
slowly  into  a superficial  vein  of  the  elbow,  a 
dose  equivalent  to  5 mgm.  per  kilogram  of 
body  weight.  Toward  the  end  of  the  injec- 
tion the  patient  complained  of  a sensation  of 
faintness.  About  fifteen  minutes  later  he  had 
quite  a severe  chill,  the  temperature  rising  to 
105.2°  F.,  afterwards  returning  to  normal  in 
twelve  hours,  and  the  patient  seemed  im- 
proved. The  temperature  rose  again  to  103° 
F.  for  two  successive  evenings  and  then  re- 
mained about  normal.  It  is  not  certain  whether 
the  chill  following  the  intravenous  injection 
was  caused  by  the  injection,  or  whether  it  was 
merely  coincidental.  The  patient  had  been 
having  daily  chills,  though  not  so  severe,  and 
a few  minutes  previous  to  injection  the  drain- 
age tube  had  been  manipulated  in  an  attempt 
to  discover  a new  pus  pocket.  Whether  the 
chill  was  coincidental  or  not,  this  case  is 
recorded  as  a reaction  following  the  intra- 
venous use  of  gentian  violet.  The  patient  was 
later  discharged  from  the  hospital  decidedly 
improved. 

The  second  reaction  followed  the  intravenous 
use  of  gentian  violet  in  a man  thirty-eight 
years  old  who  had  multiple  recurring  boils  that 
could  not  be  controlled  by  the  ordinary  pro- 
cedures. He  received  two  doses  at  four-day 
intervals.  Each  was  equivalent  to  5 mgm.  per 
kilogram  of  body  weight,  and  each  was  given 
into  the  same  vein.  Following  the  first  in- 
jection the  patient  had  no  trouble,  and  showed 
improvement  in  the  boils.  In  order  to  insure 
a cure  a second  injection  was  given.  The  first 
and  second  doses  were  prepared  and  given 
alike,  with  the  exception  of  slightly  more 
rapid  injection  of  the  second  dose,  and  the 
gentian  violet  powder  for  the  second  dose  was 
only  allowed  about  fifteen  minutes  to  dissolve 
in  the  sterile  salt  solution,  whereas  the  first  was 
allowed  the  usual  half  hour  or  more.  During 
the  injection  the  patient  complained  of  feel- 
ing hot,  had  slight  nausea  and  a sensation  of 
constriction  about  the  throat.  The  rate  of  in- 
jection was  slowed  until  these  sensations  passed 
off.  No  infiltration  or  leakage  while  the  solu- 
tion was  being  injected  was  noted,  and  the 
patient  did  not  complain  of  any  stinging  or 
pain  about  the  point  of  injection.  He  returned 
home  a half  hour  after  the  injection  feeling 
perfectly  normal.  About  ten  hours  after  leav- 
ing the  hospital  the  patient  had  a very  slight 
chill  and  developed  in  his  lower  left  chest  a 


sharp  pain  which  was  increased  by  breathing. 
He  returned  to  the  hospital  the  following  day, 
and  examination  by  Dr.  O.  O.  Ashworth 
showed  a definite  early  pleurisy  at  the  left 
lower  chest.  The  patient  also  complained  of 
slight  soreness  about  the  site  of  injection.  After 
a few  more  days  the  soreness  in  the  arm  in- 
creased and  was  quite  definitely  confined  to  the 
vein  which  had  been  used  for  injection  for  a 
length  of  *15  cm.  from  the  site  of  injection. 
There  was  no  sloughing,  and  after  several  days 
the  acute  soreness  was  largely  relieved.'  Two 
weeks  following  injection  the  patient  left  the 
hospital  well  with  the  exception  of  slight  sore- 
ness and  induration  about  the  site  of  the  in- 
jection. Dr.  Ashworth,  who  treated  the 
pleurisy,  was  of  the  opinion  that  the  chest  con- 
dition and  the  intravenous  injection  were  coin- 
cidental, but  whether  this  be  true  or  not  is 
hard  to  determine  accurately,  as  it  is  possible 
for  the  pleurisy  to  have  been  caused  by  an 
infarct.  Why  the  periphlebitis  developed  is 
difficult  for  me  to  understand,  for  durincr’the 
injection  there  was  absolutely  no  evidence  of 
any  leakage  or  infiltration,  and  the  patient 
noticed  no  subjective  symptoms  at  the  site  of 
the  injection. 

Experimentally  and  clinically  I have  caused 
very  definite  infiltration  about  a vein  with  a 
1 per  cent  solution  of  gentian  violet,  and  it 
has  never  caused  any  trouble  except  very  slight 
tenderness  for  thirty-six  to  forty-eight  hours. 
The  most  plausible  explanation  for  the  de- 
velopment of  the  periphlebitis  is  this  case  is 
that  the  gentian  violet  powder  was  not  suffi- 
ciently dissolved  and  a small  amount  leaked 
out  around  the  needle  puncture.  This  caused 
a chemical  inflammation  about  the  vein  which 
extended  along  the  vein’s  lymphatics.  The 
gentian  violet  solution  was  filtered  through  six 
layers  of  surgical  gauze  before  it  was  admin- 
istered. The  lesson  I learned  from  this  case 
was  always  to  allow  at  least  a half  hour  for 
the  powder  to  thoroughly  dissolve,  and  to  use  a 
.5  per  cent  solution  instead  of  a 1 per  cent  solu- 
tion intravenously  to  insure  complete  solution. 

Failures 

As  mentioned  above,  there  were  five  out  of 
the  twenty-five  cases  where  there  was  no  im- 
provement following  the  use  of  intravenous 
gentian  violet.  A careful  study  of  these  cases 
shows  two  chief  reasons  for  no  improvement. 
The  most  common  is  that  of  a mixed  infection 
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or  one  where  Gram  positive  staphylococci  are 
either  not  present  or  not  predominant.  The 
second  cause  of  failure  is  seen  in  those  cases 
where  the  dye  in  the  blood  stream  cannot  reach 
the  infected  focus,  as,  for  instance,  large  areas 
of  necrosis  or  areas  where  the  blood  supply  is 
scant,  as  in  sloughs,  large  pus  pockets,  chronic 
necrotic  bone  and  joint  conditions.  Dyes  will 
only  affect  those  bacteria  which  are  accessible 
to  the  blood  or  lymph  streams.  This  fact  is 
well  shown  in  Case  2 of  the  illustrative  cases. 


Illustrative  Cases 

Case  1. — Staphylococcic  general  peritonitis. — 
Two  days  following  incision  and  drainage  of 
a large  abdominal  abscess,  Mrs.  J.  H.  S.,  thirty- 
two  years  old,  developed  signs  of  general  peri- 
tonitis. The  abdomen  became  distended  and 
rigid,  pulse  rose  to  110  per  minute,  tempera- 
ture to  102°  F.,  and  she  was  vomiting  foul,  dark 
material.  She  rapidly  grew  worse  in  spite  of 
the  usual  peritonitis  treatment,  and  her  condi- 
tion became  so  critical  that  the  patient’s  rela- 
tives were  notified.  A pure  culture  of  Gram 
positive  staphylococci  had  been  grown  from 
the  abscess  drainage,  and  as  a last  resort  gen- 
tian violet  was  injected  intravenously,  a dose 
equivalent  to  Qy2  mgm.  per  kilogram  of  body 
weight.  No  infiltration  was  present,  and  no 
reaction  followed.  Within  twenty-four  hours 
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Fig.  1 — Temperature  chart  of  first  illustrative  case  who  had 
a general  staphylococcic  peritonitis. 


the  pulse  rate  had  dropped  to  108,  the  tempera- 
ture was  normal,  and  the  patient  was  Arery  de- 
cidedly better  (Figs.  1 and  2).  The  patient 


Fig.  2 — Chart  of  pulse  rate  of  first  illustrative  case  who  had 
a general  staphylococcic  peritonitis. 


was  discharged  well  twenty-one  days  after  the 
injection. 

Case  2. — Suppurating  abdominal  wound , 
acute  cystitis , osteomyelitis  and  arthritis  of 
right  shoulder,  and  abscess  of  left  testicle. — 
Air.  R.  W.  A.,  aged  forty  years,  developed  a 
severe  suppurating  infection  of  an  abdominal 
wound,  with  septic  fever.  On  account  of  grow- 
ing a pure  culture  of  Gram  positive  staphylo- 
cocci from  the  wound,  and  the  lack  of  im- 
provement following  the  usual  wound  infection 
treatment,  30  c.c.  of  a 1 per  cent  solution  of 
gentian  violet  were  given  intravenously.  This 
dose  is  equivalent  to  5 mgm.  per  kilogram  of 
body  weight.  There  was  no  infiltration  or  re- 
action. The  temperature  at  the  time  of  injec- 
tion (noon)  was  102.4°  F.  Three  hours  later 
it  was  103°  F.,  and  sixteen  hours  later  98°  F. 
The  temperature  then  remained  normal  (Fig. 
3).  Both  general  and  local  conditions  were 
greatly  improved.  Cultures  taken  daily  after 
the  injection  were  negative.  Within  five  days 
a foul,  soggy,  suppurating  wound  was  clean 
and  healing  rapidly  by  healthy  granulations. 
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Two  weeks  after  this  the  patient  developed 
acute  cystitis,  acute  arthritis  of  the  right 
shoulder  and  an  abscess  of  the  left  testicle.  The 
abscessed  testicle  was  drained  and  part  of  the 
necrotic  material  removed.  Cultures  from 
this  material  and  from  the  urine  showed  a 
mixed  infection  containing  Gram  postive 
staphylococci  and  Gram  positive  and  negative 
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Fig.  3 — Temperature  chart  of  the  second  illustrative  case  who 
had  an  extensive  suppurating  abdominal  wound. 


bacilli  and  diplococci.  A second  dose  of  gen- 
tian violet  was  given  intravenously.  The 
preparation  and  dosage  was  the  same  as  that 
used  for  the  first  injection,  but  there  was  no 
appreciable  improvement. 

Two  and  a half  months  after  discharge  from 
the  hospital  he  returned  with  an  abscess  of  the 
right  axilla  which  apparently  communicated 
with  the  shoulder  joint.  This  was  incised  and 
drained.  The  patient  improved  very  slowly, 
and  he  began  to  have  a slight  rise  in  tempera- 
ture. Having  previously  grown  Gram  positive 
staplndococci  and  diplococci  from  the  abscess 
drainage,  40.6  c.c.  of  a 1 per  cent  solution  of 
gentian  violet  were  given  intravenously.  This 
dose  is  equivalent  to  7 mgm.  per  kilogram  of 
body  weight.  There  was  no  infiltration  or  re- 
action, and  the  patient  left  the  hospital  three 
days  afterwards  decidedly  improved. 

Eight  months  later  the  patient  again  re- 
turned with  a chronic  draining  osteomyelitis 
of  the  head  of  the  right  scapula.  Gram  posi- 


tive staphylococci  and  a feiv  bacilli  were  cul- 
tured from  the  drainage,  and  30  c.c.  of  1 per 
cent  gentian  violet  solution  (5  mgm.  per  kilo- 
gram of  body  weight)  were  given  intraven- 
ously. There  was  slight  infiltration  about  the 
needle  puncture,  and  no  reaction.  This  gave 
only  slight  improvement. 

This  case  showed  a very  rapid  and  remarkable 
cure  with  the  first  condition,  no  improvement 
with  the  second,  decided  improvement  with  the 
third,  and  only  slight  improvement  with  the 
fourth.  The  failure  of  improvement  after  the 
second  dose  was  due  partially  to  a mixed  infec- 
tion and  mostly  to  the  fact  that  the  dye  could 
not  reach  the  bacteria  in  the  large  necrotic 
abscess  cavity.  The  probable  explanation  for 
incomplete  cure  following  the  last  two  injec- 
tions is,  first,  that  the  patient  did  not  stay 
long  enough  to  have  repeated  doses,  and  second, 
because  of  foci  not  being  accessible  to  the  blood 
stream  causing  reinfection. 

Conclusion 

In  doses  varying  from  3 to  7 mgm.  per  kilo- 
gram of  body  weight,  properly  prepared  0.25  to 
1 per  cent  solutions  of  gentian  violet  may  be 
given  intravenously  with  safety.  In  sepsis 
where  Gram  positive  staphylococci  are  the  sole 
or  predominant  etiological  organisms  and 
where  the  bacteria  are  accessible  to  the  blood 
stream,  the  intravenous  use  of  gentian  violet 
is  justifiable,  indicated,  and  most  beneficial. 
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Visiting  Nurses,  Siam. 

Modern  public  health  work  is  being  carried 
on  in  Siam.  A special  school  for  visiting 
nurses  was  recently  opened  in  connection 
with  the  child-welfare  center  of  the  Siamese 
Red  Cross. 
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GLUCOSE  AND  INSULIN  IN 
OBSTETRICS.* 

By  WESLEY  WILLIAMS,  M.  D.,  Norfolk.  Va. 

Glucose  and  insulin  can  be  used  advantage- 
ousty  in  a wide  assortment  of  diseases  and 
often  with  dramatic  and  spectacular  benefit.  I 
will  mention  briefly  some  of  these : before  or 
subsequent  to  surgery  the  patient  may  not  be 
doing  so  well ; he  may  be  vomiting  intractably, 
or  may  have  an  acidosis  due  to  a concomitant 
starvation.  How  helpful  it  is  to  give  him  per 
os,  by  proctoclysis,  using  the  Murphy  drip  ap- 
paratus or  intravenously,  glucose ! What  a 
joy  it  is  to  see  him  improve;  in  vomiting  of 
children  there  may  be  an  urgent  need;  in  the 
toxemias  of -pregnancy ; in  eclampsia  the  need 
maj1,  be  no  less  acute. 

The  object  of  this  meeting  tonight  is  to  talk 
about  obstetrics,  so  I will  consider  the  use  of 
glucose  and  insulin  in  toxemia  of  pregnancy 
and  eclampsia.  Many  theories  have  been 
promulgated  in  explaining  the  etiology  of  toxe- 
mia of  pregnancy  and  its  kindred  disorders, 
and  in  order  that  the  wide  variation  of  causes 
may  be  appreciated,  I will,  in  passing,  call  at- 
tention to  some  of  them : auto-intoxication, 
biological  reaction  due  to  the  passing  of  pla- 
cental cells  into  the  maternal  circulation,  en- 
trance of  fetal  metabolic  products  into  the  ma- 
ternal circulation,  endocrine  disturbances,  die- 
tary alterations,  aberrated  liver  function,  et 
cetera.  No  one  can  say  with  impunity  that  any 
one  particular  cause  is  responsible;  perhaps 
more  than  one  factor  is  at  fault,  but  there  seems 
to  be  good  ground  for  the  assertion  that  a car- 
bohydrate deficiency  often  furnishes  the  excit- 
ing cause.  There  may  not  be  a relative  de- 
ficiency at  all  but  owing  to  the  greatly  enlarged 
and  growing  muscular  uterus,  fetus  and  pla- 
cental hypertrophy,  more  glycogen  is  needed. 
It  has  been  shown  that  the  fetal  tissues  and 
placenta  are  very  rich  in  glycogen.  It  is  a mat- 
ter of  common  knowledge  that  whenever  there 
is  a placental  overgrowth  as  occurs  in  twin 
pregnancy,  syphilis  or  hydatidiform  mole,  un- 
due toxemic  conditions  may  often  and  usually 
do  follow.  The  incessant  demand  for  car- 
bohydrate necessitates  an  unaccustomed  and 
abrupt  drain  upon  the  patient  who  is  called 
upon  at  no  time  other  than  pregnancy  to  supply 
the  glycogen  at  the  rate  needed  to  the  organs 
and  tissues  of  the  body.  Where  must  this  gly- 

*Read before  the  Norfolk  County  Medical  Society,  February 
23,  1925. 


cogen  come  from  that  is  so  urgently  and  badly 
needed?  It  is  principally  from  the  liver  and 
muscles.  What  are  the  functions  of  the  liver? 
One  of  its  salient  functions  is  the  formation  and 
storage  of  glycogen  out  of  carbohydrate  food. 
If,  as  in  pregnancy,  there  is  this  already  men- 
tioned, unusual  demand  for  glycogen,  and  if 
the  patient  does  not  eat  a proper  amount  of 
carbohydrate  food,  what  happens?  In  that 
event  pathological  changes  occur  in  the  liver 
that  if  permitted  to  continue  will  cause  the  pa- 
tient to  have  definite  and  manifest  symptoms. 
These  pathological  changes  in  the  liver  paren- 
chyma, such  as  cloudy  swelling,  fatty  infiltra- 
tion and  later  degeneration,  will  inevitably 
culminate  in  liver  necrosis  if  unchecked.  It 
has  been  shown  experimentally  and  abundantly 
at  autopsy  that  if  carbohydrate  food  is  fed  by 
mouth,  or  glucose  given  by  proctoclysis  or  in- 
travenously, improvement  in  the  liver  condi- 
tion rapidly  follow's  if  the  degenerative  process 
had  not  ended  in  necrosis. 

Let  us  consider  the  symptoms  of  toxemia  of 
pregnancy  and  its  modern  treatment.  It  is 
best  to  separate  the  cases  into  two  classes,  the 
mild  and  the  severe.  In  the  mild  cases  we  have 
nausea  and  vomiting  principally ; in  the  severe 
ones,  the  symptoms  are  more  devastating  and 
there  are  signs  of  albumin,  acetone  and  diacetic 
acid  in  the  urine.  The  acetone  and  diacetic 
acid,  evidences  of  a general  ketosis,  are  there 
because  there  had  been  consumed  and  meta- 
bolized an  inadequate  supply  of  carbohydrate 
and,  as  a result,  the  body  forces  in  self-defense 
informally  and  belligerently  attack  the  protein 
and  fat. 

In  the  mild  cases,  carbohydrate  is  fed  in 
suitable  quantity  and  at  frequent  intervals.  As 
I have  previously  alluded  to,  on  account  of  the 
growing  fetus,  hypertrophied  uterus  and  pla- 
centa, more  carbohydrate  is  needed  for  the 
body  needs.  Proteins  and  fats  are  reduced  ma- 
terially if  these  have  been  used  excessively  by 
the  patient.  Usually  the  patient  will  improve 
rapidly  and  soon  be  on  the  way  to  recovery; 
but  if  the  case  is  more  severe  and  the  patient 
is  vomiting  incessantly,  and  albumin,  casts,  ace- 
tone and  diacetic  acid  are  present,  the  patient 
in  starved  for  twenty-four  hours,  800  c.c.  of 
5 per  cent  glucose  and  2 per  cent  sodium  bicar- 
bonate is  given  by  proctoclysis,  the  stomach  is 
lavaged  with  the  stomach  tube  and  two  ounces 
of  magnesium  sulphate  left  in  the  stomach  at 
the  completion  of  the  lavage.  In  prolonged 
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vomiting  there  is  a reversed  peristalsis  and  the 
magnesium  sulphate  changes  the  direction 
back  into  its  normal  downward  course.  Intra- 
venously glucose  is  given,  300,  500,  even  1,000 
c.c.  of  a 10  per  cent  solution.  There  are  dis- 
advantages to  giving  normal  salt  solution,  for 
sodium  chloride  is  usually  retained  in  the 
blood  in  these  severe  cases  far  above  normal 
amounts.  This  is  obvious  if  one  pauses  a few 
moments  to  reflect;  if  the  systolic  blood  pres- 
sure is  above  185  m.m.  mercury,  it  is  a capital 
idea  to  remove  300,  500,  or  even  1,000  c.c.  of 
blood.  The  object  of  withdrawing  blood  is  the 
removal  of  toxic  products,  rather  than  to 
merely  lower  blood  pressure.  After  the  pre- 
liminary twenty-four  starvation,  food  should 
be  given  orally.  It  is  better  to  give  solid  food 
than  too  much  liquid  bulk  if  the  vomiting  is 
still  aggravating,  as  solids  are  retained  when 
liquids  are  vomited.  These  solids  should  be 
carbohydrate : crackers,  toast,  cakes,  pepper- 
ment  candy,  cold  bread,  while  a small  quantity 
of  cream  of  tartar  lemonade  in  the  proportion 
of  a drachm  to  a pint  respectively  is  a very 
important  adjunct.  Cream  of  tartar  has  a 
favorable  effect  on  the  alimentary  canal  and 
kidneys.  The  proctoclysis  of  glucose  and  soda 
can  be  repeated  every  eight  hours  and  the  in- 
travenous glucose  injected  every  twenty-four 
hours.  It  is  very  likely  that  with  the  adequate 
supply  of  carbohydrate  absorbed  from  the 
mouth,  bowel  and  blood  stream,  the  patient  will 
show  immediate  and  continuous  improvement, 
but,  if  she  does  not,  there  is  no  other  course 
left  than  to  bring  about  a therapeutic  abortion. 
There  is  no  doubt  that  many  cases  aborted 
could  be  relieved  by  palliative  and  conservative 
measures. 

During  the  last  few  years,  the  intravenous 
route  for  furnishing  medicines  to  a patient  has 
grown  in  popularity  tremendously.  In  my 
mind  the  treatment  of  syphilis  by  the  various 
salvarsans  did  much  to  popularize  this  route. 
In  the  course  of  human  events,  it  is  quite 
natural  that  men  should  concentrate  their 
minds  on  the  feasibility  of  administering  an 
easily  absorbable  food  directly  into  the  blood 
stream.  Glucose  was  naturally  selected. 

A number  of  physicians  in  giving  glucose  in- 
travenously have  reported  reactions.  It  is  not 
necessary  to  obtain  a reaction,  and  to  avoid 
such,  every  precaution  should  be  taken : the 
glucose  should  be  of  the  best  quality.  Merck’s 
Highest  Purity  is  that  preferred  by  many;  it 


is  dissolved  in  freshly  distilled  water,  filtered, 
then  sterilized.  If  these  precautions  are  fol- 
lowed carefully,  a reaction  will  be  a rare  oc- 
currence. 

Let  us  pass  onward  to  the  consideration  of 
a more  serious  illness — eclampsia.  Try  to  pic- 
ture the  patient  vomiting,  comatose,  convuls- 
ing, blood  pressure  high,  acidosis.  What  is  to 
be  done ? Instantly  two  widely  diverse 
methods  of  treatment  enter  into  your  thoughts, 
— the  radical  and  the  conservative.  In  the 
radical  method,  forcible  dilatation  of  the  cer- 
vix is  resorted  to  and  a rapid  delivery  conse- 
quently effected.  This  used  to  be  the  method 
“par  excellence,”  but  in  more  recent  years  the 
pendulum  has  swung  to  the  conservative  plan, 
with  tabulation  of  better  results.  Various  con- 
servative plans  are  practiced  in  the  world  at 
large,  but  the  Stroganoff,  Dublin  and  AVilliams’ 
features  embody  what  are  apparently  best.  I 
believe  it  discreet  to  appropriate  the  salient, 
stellar  points  of  each  and  combine  all  three 
methods.  The  patient  should  be  in  a room  to 
herself  with  the  attendance  of  a special  nurse, 
if  possible,  morphia  gr.  V>  hypodermically 
should  be  given  and  repeated  in  the  same  or 
smaller  dose  according  to  the  then  existing 
need;  if  there  is  much  frothing  at  the  mouth, 
atropine  sulphate  gr.  1/150  can  be  profitably 
included  in  the  hypodermic.  The  patient  is 
kept  on  her  side  in  order  that  any  mucus  pres- 
ent in  her  mouth  will  run  out,  consequently 
lessening  the  danger  to  aspiration  pneumonia ; 
gastric  lavage  is  done  and  two  ounces  magesium 
sulphate  left  in  the  stomach  just  before  remov- 
ing the  stomach  tube.  A soap-suds  enema  is 
given  and  by  proctoclysis  5 per  cent  glucose 
and  2 per  cent  soda  is  allowed  to  run  in  slowly. 
200  to  500  or  even  1,000  c.c.  of  blood  is  removed. 
Whitridge  AVilliams  advocates  the  removal  of 
large  quantities  of  blood,  and  says  that  gener- 
ally we  remove  too  little.  If  the  blood  pres- 
sure tumbles  to  around  100  m.m.  mercury  and 
the  pulse  becomes  concomitantly  fast,  he  has 
not  found  that  a real  disadvantage.  250,  500 
or  even  1,000  c.c.  of  a 10  per  cent  glucose  solu- 
tion is  given  intravenously,  and  repeated  every 
twenty-four  hours  for  the  time  being.  If  the 
patient  is  doing  badly  and  no  improvement  is 
obvious  after  a painstaking  and  thorough  trial 
of  the  conservative  method,  it  is  expedient  to 
bring  on  a therapeutic  abortion  and  deliver  in 
the  easiest  manner.  As  a rule,  however,  this 
course  can  be  averted  if  statistics  are  correlated 


146 

and  followed.  As  the  patient  improves,  feed 
her  carbohydrates,  as  outlined  previously.  As 
a result  of  this  carbohydrate  metabolism,  im- 
portant changes  are  occurring  in  the  liver  ware- 
house. The  depleted  supply  is  being  replen- 
ished and  the  destructive  process  is  halted,  even 
stopped  completely,  unless  necrosis  has  already 
ensued. 

It  was  conjectured  that  the  rate  of  absorption 
of  the  glucose  from  the  blood  stream  would 
serve  as  a criterion  of  liver  improvement.  If 
the  glucose  was  quickly  absorbed  and  con- 
verted into  glycogen,  it  would  mean  that  the 
liver  had  not  lost  its  function;  and,  conversely, 
if  the  sugar  did  not  promptly  disappear,  it 
could  only  point  out  that  the  liver  cells  were 
so  badly  damaged  and  its  function  of  storing- 
glycogen  so  greatly  restricted,  even  lost,  that 
the  patient  was  in  a very  serious  condition  and 
a lethal  exodus  might  be  expected  to  ensue. 

Certain  investigators  studied  this  problem 
diligently  in  relation  to  normal  pregnant 
women  and  toxic  cases.  So  far  as  possible,  all 
cases  were  placed  under  the  same  general  con- 
ditions, and  in  each  case  the  same  quantity  of 
glucose  was  given  intravenously  and  a definite 
time  limit  allotted  in  each  case  for  it  to  run  in. 
Frequent  blood  sugar  readings  were  made. 
Just  before  the  injection  of  glucose,  a blood 
sugar  was  taken,  five  minutes  later  another 
was  done,  in  thirty  minutes  a third,  one  hour 
later  a fourth,  and  in  another  hour  a fifth 
blood  sugar.  Of  course  No.  1 blood  sugar 
serves  as  a control,  while  No.  2 represents  the 
peak  of  the  blood  sugar  after  the  intravenous 
injection  of  the  glucose;  No.  3 shows  the  re- 
duction in  blood  sugar  thirty  minutes  after 
No.  2,  Nos.  4 and  5 show  whether  or  not  the 
blood  sugar  has  returned  to  normal  during  the 
allotted  intervals.  Bloods  2 and  3 are  con- 
sidered the  most  significant  because  they  indi- 
cate the  greatest  amount  of  reduction  in  blood 
sugar  accomplished  by  the  liver  and  tissues  in 
thirty  minutes.  The  blood  sugar  was  deter- 
mined by  the  Folin-Wu  and  the  modified  Folin- 
Wu  procedures. 

In  the  normal  and  border-line  toxic  cases  of 
pregnancy,  it  was  found  that  the  difference  be- 
tween blood  sugars  No.  2 and  No.  3 generally 
fell  within  the  limits  of  68  and  106  mgms.  of 
sugar.  In  the  toxic  cases,  if  this  difference  was 
as  low  as  50  mgms.  sugar,  it  meant  that  the 
liver  was  functioning  badly  and  not  absorbing 
the  sugar.  If  this  difference  was  below  40 
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mgms.  sugar,  it  meant  that  death  was  in- 
evitable. 

The  object  in  making  these  blood  sugar  de- 
terminations was  to  study  the  liver  changes 
and  the  need  of  the  body  for  carbohydrate.  No 
valuable  time  was  lost,  nor  was  anything  left 
undone  that  might  benefit  the  patients.  After 
the  experimental  data  had  been  obtained,  the 
blood  sugar  readings  on  other  patients  were 
later  dispensed  with. 

In  these  toxic  cases  much  can  be  accom- 
plished when  glucose  and  soda  are  administered 
by  proctoclysis;  much  more  is  accomplished 
when  glucose  is  given  intravenously  should  the 
occasion  justify  it.  Inasmuch  as  glucose  is  so 
badly  needed,  it  is  expedient  to  venture  one 
step  further  and  give  insulin  hypodermically 
in  order  that  the  glucose  may  be  more  promptly 
utilized.  It  seems  cei'tain  that  in  these  toxic 
cases  there  is  a marked  impairment  of  carbo- 
hydrate metabolism.  Insulin  causes  the  rapid 
utilization,  i.  e.,  the  burning  of  glucose  in  the 
body.  The  metabolism  of  fats  and  their  inter- 
mediary products,  acetone,  diacetic  acid,  Beta- 
oxybutyric  acid,  is  to  a large  extent  dependent 
on  the  metabolism  of  carbohydrate.  It  is 
graphically  stated  that  fats  burn  in  the  flame 
of  carbohydrates.  Since  insulin  increases  the 
combustion  of  carbohydrates,  it  also  increases 
that  of  fats  and  the  mentioned  intermediary 
metabolic  products,  which  are  of  extreme  im- 
portance in  causing  acidosis  or  ketosis. 

The  remarkable  and  dramatic  results 
achieved  with  insulin  in  clearing  up  diabetic 
acidosis,  even  coma,  are  also  observed  when 
insulin  is  given  hypodermically  along  with 
glucose  intravenously  in  non-diabetic  acidosis, 
regardless  of  the  cause,  whether  post-operative 
or  in  ketosis  due  to  intractable  vomiting  of 
pregnancy. 

Regarding  the  method  of  treatment  as  es- 
pecially appertains  to  glucose  and  insulin,  a 
brief  consideration  is  necessar}^.  Up  to  1,000 
c.c.  of  a 10  per  cent  glucose  solution  is  con- 
venient to  use,  as,  with  it,  the  patient  receives 
a much  needed  supply  of  fluid  along  with  the 
glucose.  The  solution  should  be  run  in  slowly 
and  kept  warm.  About  fifteen  minutes  after 
the  injection  has  been  started,  ten  units  of  in- 
sulin is  given  hypodermically  and  repeated  at 
intervals.  One  unit  of  insulin  causes  the  utiliza- 
tion of  from  2 to  3 grams  of  glucose.  If  100 
grams  of  glucose  is  given  in  1,000  c.c.  of  water, 
30  units  of  insulin  could  be  safely  given.  For 
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safety’s  sake,  an  excess  of  glucose  should  be 
given  to  prevent  a possible  hypoglycemic  reac- 
tion or  insulin  shock. 

Medical  knowledge  and  technique  are  ever 
changing.  There  has  been  so  much  written 
since  its  epoch  making  discovery  that  in  re- 
viewing the  literature  concerning  insulin  in  the 
medical  journals  at  my  command,  I was  sur- 
prised to  find  that  insulin  was  being  increas- 
ingly used  in  other  fields  and  pastures  than 
diabetes  by  eminent  authorities.  When  asked 
by  our  chairman  to  read  a paper  on  obstetrics, 
I decided  to  weave  together  glucose  and  insulin 
in  an  appropriate  manner. 

Like  Columbus  who  even  died  never  realizing 
that  he  had  discovered  an  unknown  western 
continent — America — for  he  believed  that  what 
he  discovered  was  India,  so  Banting  and  his 
associates  in  their  early,  historical  and  memora- 
ble work  perhaps  never  conceived  how  great  a 
discovery  they  had  made  and  what  revolu- 
tionary changes  would  be  evolved  in  the  treat- 
ment of  other  conditions  than  diabetes.  I feel 
certain  that  future  literature  will  be  richer  in 
newer  facts  along  this  line. 

C12  New  Monroe  Building. 


THE  TREATMENT  OF  DIABETES  BY  THE 
COUNTRY  DOCTOR.* 

By  I.  K.  REDD.  M.  D„  Atlee,  Va 

In  selecting  a subject  for  the  first  paper  to 
he  read  before  the  Hanover  County  Medical 
Society,  I have  chosen  one — The  Treatment  of 
Diabetes  by  the  Country  Practitioner — which  I 
hope  will  prove  of  practical  value  to  every 
member  of  the  Society. 

The  discoveries  in  the  field  of  medicine  in 
the  past  twenty  years  have  not  been  acci- 
dental, nor  have  they  been  handed  down  to  us 
by  old  Indian  medicine  men,  nor  are  they  the 
dream  children  of  druggists,  as  some  of  our 
newspaper  advertisements  would  lead  us  to 
believe.  They  have  been  made  in  experimental 
laboratories  designed  for  that  purpose  by  hard 
working,  scientific  men  and  women,  often  after 
years  of  research.  The  discovery  of  insulin  by 
Banting  is  a good  example,  salvarsan  b}^ 
Ehrlich  is  another.  The  fact  that  these  new 
gland  extracts,  serums,  drugs,  etc.,  have  been 
elaborated  in  research  laboratories  by  techni- 
cians, rather  than  by  practitioners,  often  means 
that  there  must  be  special  apparatus,  elaborate 
laboratory  equipment  and  ofttimes  specially 

*Read  before  the  Hanover  County  Medical  Society. 


trained  men  to  administer  them,  and  this 
means  hospitalization  and  expense  for  the  pa- 
tient, which  sometimes  he  cannot  meet.  The 
country  doctor,  then,  must  find  a way  to  sim- 
plify or  modify  the  technique  to  meet  the  re- 
quirements of  his  limited  time  and  equipment, 
in  order  that  his  patients  can  have  the  ad- 
vantages they  deserve. 

The  use  of  insulin  in  the  treatment  of  dia- 
betes is  really  a hospital  procedure,  the  amount 
and  frequency  of  dosage  being  governed  by 
the  blood  sugar.  The  blood  sugar  test  is  com- 
plicated, necessitating  a micro-colorimeter, 
which  is  a very  expensive  instrument.  It  can 
be  used,  however,  not  with  as  exact  dosage  or 
results,  but  with  enough  accuracy  to  relieve 
the  patient  and  allow  him  to  enjoy  life  with- 
out being  in  constant  dread  of  an  acute  ace- 
tone poisoning. 

I wish  bi'iefly  to  run  over  the  chemistry  of 
diabetes,  to  show  why  and  when  insulin  is  in- 
dicated, and  how  it  can  be  used  in  our  practice. 
The  pancreas  is  functionally  a gland  of  botli 
internal  and  external  secretion,  and  in  its  so- 
called  “Islands  of  Langerlians”  it  possesses 
tissue  elements  embryologically  and  function- 
ally distinct  from  that  of  its  glandular  acini 
which  are  concerned  with  the  production  of  its 
external  secretion.  These  islands,  called  the 
“insular  apparatus,”  are  believed  at  present  to 
produce  normally  a hormone  which  is  essen- 
tial to  the  adequate  control  of  glycogenesis  and 
the  formation  and  elimination  of  acetone 
bodies  in  the  human  organism.  They  are  lo- 
cated in  the  tail  of  the  pancreas  and  an  ex- 
tract made  from  that  portion  of  the  pancreas 
of  animals  is  called  insulin. 

In  the  digestion  of  carbohydrates  the  sugars 
are  absorbed  as  glucose,  which  is  converted 
into  glycogen  by  this  hormone,  which  is  our 
natural  insulin,  and  absorbed  by  the  tissues. 
In  the  absence  of  insulin  the  tissues  are  un- 
able to  absorb  glucose  as  such.  There  is  an 
excess  in  the  blood,  which  is  eliminated  by  the 
kidneys  and  we  have  diabetes.  The  tissues  be- 
come starved  with  plenty  of  food  at  hand  which 
they  cannot  assimilate.  The  body  fats  are  then 
called  on  to  make  up  the  deficiency  and  in  their 
metabolism  we  have  as  a by-product  acetone 
which  breaks  up  into  diacetic  acid  and  ketone 
bodies,  and  these  are  systemic  poisons.  This 
condition,  acute  acetonemia,  is  responsible  for 
most  of  the  deaths  in  diabetics.  By  giving 
manufactured  insulin,  to  take  the  place  of  the 
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natural  product,  we  prevent  this  condition,  or, 
when  it  exists,  relieve  it  if  it  hasn’t  advanced 
too  far. 

Insulin,  therefore,  has  not  surplanted  diet  in 
the  treatment  of  diabetes,  but  it  is  used  in  se- 
lected cases  only.  In  mentioning  diet  with 
which  we  are  all  familiar,  I wish  to  call  atten- 
tion to  a little  book  published  by  W.  B. 
Saunders  & Co.,  called  “A  Primer  for  Diabetic 
Patients.”  It  contains  a description  of  dia- 
betes, the  technique  for  qualitative  sugar  test, 
insulin  therapy,  and  very  serviceable  diet  lists, 
menus  and  recipes  for  diabetics,  put  in  a form 
that  the  layman  can  understand.  Each  of  my 
patients  is  given  this  book  and  they  take  a 
great  deal  of  interest  in  it.  In  a short  time 
they  become  good  diabetic  dietitians.  It  also 
saves  the  doctor  considerable  explanation  and 
detail. 

For  convenience  as  to  method  of  treatment, 
I wish  to  divide  diabetics  into  three  classes, 
with  a report  of  a case  in  each  class.  These 
cases  are  all  white  women  between  the  ages  of 
55  and  65,  married,  with  children,  none  of  them 
having  any  other  trouble  complicating  the 
diabetes,  and  all  have  lived  in  about  the  same 
social  and  economic  environment  their  entire 
lives. 

In  the  first  class  I have  placed  those  cases 
which  are  either  early,  mild,  or  both.  These 
patients  have  a fair  tolerance  for  sugar  but 
are  easily  overwhelmed,  do  not  show  acetone, 
and  on  proper  diet  clear  up  in  from  one  to 
six  months.  They  respond  nicely  to  diet  and 
do  not  need  insulin.  In  this  class  I report 
Mrs.  A.  M.,  age  57.  She  complained  of  head- 
ache and  polyuria,  her  urine  showing  sugar 
only.  This  patient  was  given  a primer  and, 
under  treatment,  was  symptom  free  in  three 
weeks,  her  urine  was  sugar  free  in  two  months 
and  has  remained  so  for  the  past  eight  months, 
specimens  having  been  examined  weekly.  She 
is  now  on  a liberal  diet.  These  cases  are,  of 
course,  easily  dealt  with  and,  with  co-opera- 
tion, become  sugar  free  and  remain  so. 

In  the  second  class  I have  placed  cases  of 
longer  standing,  which  finally  clear  up  under 
dietetic  treatment  in  from  six  months  to  sev- 
eral years.  They  may  show  an  occasional  trace 
of  acetone  which  clears  up  on  the  administra- 
tion of  soda.  They  have  a low  sugar  tolerance, 
but  enough  to  save  their  body  fats.  These  pa- 
tients should  be  placed  in  a hospital,  given  in- 
sulin until  sugar  free  and  their  tolerance  esti- 


mated, after  which  they  are  more  easily  kept 
sugar  free;  but  with  only  an  occasional  trace 
of  acetone,  which  responds  to  treatment,  it  is 
reasonably  safe  to  treat  them  at  home.  In  this 
class  I report  Mrs.  L.  S.  R.,  age  60.  She  com- 
plained of  weakness,  polyuria  and  polydipsia, 
voiding  about  four  gallons  of  urine  in  twenty- 
four  hours.  Her  urine  was  loaded  with  sugar 
and  a trace  of  acetone,  which  cleared  up  on 
the  administration  of  soda.  On  diet,  in  the 
first  three  weeks  her  urinary  output  was  re- 
duced to  two  gallons  in  twenty-four  hours. 
Her  urine  showed  sugar  with  an  occasional 
trace  of  acetone  for  two  years,  with  gradual 
improvement  as  to  amount  and  decreasing 
thirst.  She  became  sugar  free  and  has  re- 
mained so  for  the  past  year.  The  amount 
voided  in  twenty-four  hours  is  between  three 
and  five  pints.  She  eats  freely  of  five  per  cent 
and  two  tablespoonsful  of  ten  per  cent  vege- 
tables twice  daily.  This  case  would  have  im- 
proved far  more  rapidly  had  she  been  given 
insulin  and  rendered  sugar  free  in  the  begin- 
ning, but  at  the  time  it  was  not  in  general  use. 
She,  however,  was  never  in  danger  of  acetone 
poisoning,  and  treatment  at  home  was  entirely 
within  the  limits  of  safety. 

This  brings  us  to  class  three,  and  here  we 
find  the  dangerous  cases.  These  patients  have 
so  low  a tolerance  that  on  a most  cai'eful  diet 
they  slowly  become  weaker,  lose  weight  and 
finally  die  from  acetone  poisoning.  Soda  when 
taken  in  large  quantities  does  not  i-elieve  this 
condition  and  the  urine  cannot  be  alkalinized. 
Insulin  is  the  only  hope  for  these  patients  and 
the  sooner  given  the  better.  The  method  of 
administration  I will  outline  under  the  case 
report.  Mrs.  E.  G.,  age  63,  was  first  seen  in 
August,  1923.  She  complained  of  weakness 
and  loss  of  weight,  thirty  to  forty  pounds,  in- 
creased thirst  and  urinary  output,  which  con- 
dition she  stated  began  in  June.  Her  urine 
was  loaded  with  sugar,  acetone  and  diacetic 
acid,  twenty-four  hour  output  was  two  gal- 
lons. Under  diet  and  soda  her  symptoms  im- 
proved  and  her  daily  output  dropped  to  six 
or  seven  pints,  acetone  was  present  in  almost 
every  specimen  examined,  and  I was  unable  to 
alkalinize  her  urine.  I urged  her  after  sev- 
eral months  of  treatment  to  go  to  a hospital 
and  have  her  tolerance  worked  out,  but  she 
refused.  Her  condition  l’emained  unchanged, 
with  no  loss  of  weight  for  eight  months  until 
April  10th,  when  I was  called  to  see  her  for  se- 
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vere  nausea  and  vomiting.  Her  face  was  flushed, 
breath  fruity,  and  she  vomited  every  few 
minutes.  I insisted  on  talcing  her  to  a hos- 
pital but  she  refused,  so  I started  soda  by  rec- 
tum, milk  of  magnesia  b}'  mouth,  and  an  ice 
cap  to  her  abdomen.  I saw  her  four  hours 
later  and  she  was  drowsy,  taking  short  naps 
every  little  while.  Her  husband  then  con- 
sented to  her  removal,  and  she  arrived  at  St. 
Luke’s  Hospital  in  complete  coma  ten  hours 
after  her  nausea  began.  She  was  referred  to 
Drs.  J.  G.  Nelson  and  S.  W.  Budd,  of  the 
McGuire  Clinic.  On  admission  her  blood 
sugar  was  400  mg.  per  100  c.c.  (100  mg.  nor- 
mal). She  was  given  400  grains  glucose  and 
120  grains  bicarbonate  of  soda  by  rectum  and 
forty  units  insulin  by  hypodermic,  and  this 
was  repeated  every  six  hours  for  the  first 
twenty-four  hours,  when  it  was  discontinued 
on  account  of  rectal  irritation.  She  began  to 
improve  after  twelve  hours  and  in  twenty-four 
hours  was  conscious  but  not  entirely  rational. 
She  was  put  on  soft  diet  (sugar  free)  for  three 
days  and  her  tolerance  worked  out  and  found 
to  be  nil.  On  forty  units  of  insulin  a day  a 
diet  was  worked  out  which  allowed  her  to  eat 
liberally  of  five  per  cent  and  moderately  of 
ten  per  cent  vegetables.  Her  blood  sugar 
dropped  to  150  mg.  per  100  c.c.  in  six  days, 
acetone  absent  in  five  dajTs,  when  she  was  cut 
to  ten  units  of  insulin  twice  daily.  An  in- 
teresting complication  in  this  case  was  noted 
when  the  acetone  disappeared;  her  urine  was 
loaded  with  granular,  hyaline  and  waxy,  casts, 
but  these  disappeared  in  several  days  and  have 
never  recurred.  This  condition  was  due  to 
renal  irritation  by  acetone  bodies.  On  return- 
ing home  after  two  weeks  in  the  hospital,  her 
daughter  was  taught  to  do  a qualitative  test 
for  sugar.  She  was  equipped  with  a spirit 
lamp,  two  ounces  each  of  Fehling’s  solutions 
A and  B,  and  test  tubes,  and  was  directed  to 
examine  a specimen  voided  before  breakfast 
each  morning.  If  sugar  was  present,  she  was 
to  give  ten  units  (Yo  c.c.)  of  insulin  before 
breakfast  and  supper  of  that  day.  If  the 
urine  was  negative  she  was  to  get  no  insulin 
that  day.  For  this  she  used  a I.Y2  c.c.  glass 
syringe,  needles,  and  alcohol.  She  mastered 
this  technique  very  quickly,  and  since  then  the 
whole  family  delight  in  giving  “hypos”  and 
doing  urinalyses.  She  uses  the  iletin  put  up 
by  Lilly  in  5 c.c.  ampules,  twenty  units  to  the 
c.c.  This  preparation  keeps  well  and  does  not 


have  to  be  kept  on  ice.  The  cost  is  $1.20  per 
ampule.  Since  her  return  she  has  gained  ten 
pounds,  her  urine  contains  sugar  three  or  four 
days  in  a week  and  she  gets  insulin  on  those 
days,  but  there  has  never  been  a trace  of  ace- 
tone or  diacetic  acid.  Fler  output  is  between 
two  and  three  pints  in  twenty-four  hours.  She 
is  cautioned  against  a hypoglycemia  by  watch- 
ing for  the  following  symptoms;  if,  after  tak- 
ing a dose  of  insulin,  she  feels  faint  or  has 
dyspnea,  she  is  to  eat  cane  sugar  until  relieved. 
She  has,  however,  never  had  to  do  this.  Her 
skin  has  never  been  irritated  by  the  “hypos.” 
She  does  her  own  house  work  and  requires  less 
insulin  when  taking  exercise  than  when  quiet. 

This  woman  would  certainly  have  died  with- 
out insulin,  and  although  we  are  supposed  to 
govern  dosage  by  daily  blood  sugar  tests,  this 
is  impossible  in  country  practice,  so  with  daily 
urinalyses  we  have  been  able  to  keep  her  as 
near  sugar  free  as  safety  will  permit.  I check 
up  on  their  sugar  tests  from  time  to  time  and 
find  them  correct.  I believe  that  after  a period 
of  rest  of  her  “insular  apparatus,”  it  will  in- 
crease its  function  and  she  can  discontinue 
insulin.  Had  this  patient  gone  to  the  hos- 
pital earlier,  as  advised,  she  would  have  saved 
considerable  expense,  shortened  her  stay  by 
more  than  a week,  and  missed  a close  call  to 
pass  into  “that  bourne  whence  no  traveler  re- 
turns.” These  people  are  not  educated  or 
trained  in  anj^  special  work;  they  are  just  plain 
farmers  of  ordinary  intelligence,  as  we  all 
have  in  our  practice,  and  yet  they  are  capable 
of  taking  care  of  this  old  lady  and  making  life 
more  comfortable  for  her  at  a cost  of  about 
$1.00  per  week. 


INTRAPERITONEAL  SALINE  INJEC- 
TIONS IN  INFANCY.* 

By  MARTIN  LASERSOHN,  B.  S.,  M.  D.,  Richmond,  Va. 

Instructor  in  Medicine,  Medical  College  of  Virginia. 

In  view  of  the  rather  striking  beneficial 
effects  of  the  introduction  of  saline  into  the 
abdominal  cavity  in  dehydrated  infants,  and 
in  view  of  the  recorded  experiences  of  those 
who  have  used  this  method  of  treatment,  it  is 
surprising  to  see  how  few  general  practitioners 
and  others  who  treat  sick  infants  use  this 
therapeutic  measure.  It  may  be  that  this  pro- 
cedure has  not  been  sufficiently  emphasized  in 

♦From  the  Department  of  Pediatrics  of  the  Medical  College  of 
Virginia,  and  the  Hospital  Division  of  the  Medical  College  of 
Virginia,  Richmond,  Va. 

From  the  Pediatric  Service  of  Dr.  St.  George  T.  Grinnan. 

Read  before  the  Richmond  Academy  of  Medicine,  November 
21,  1924. 
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the  literature  and  for  this  reason  does  not  have 
a widespread  use.  It  may  be,  too,  that  the 
symptoms  arising  from  the  loss  of  water  con- 
tent are  not  as  obvious  as  many  other  condi- 
tions and  symptoms.  It  may  also  be  that  the 
symptoms,  though  recognized,  do  not  appear 
to  be  as  important  as  they  really  are.  Again, 
too,  it  is  in  very  recent  years  that  dehydration, 
though  secondary,  has  been  shown  to  be  a 
definite  clinical  entity  requiring  definite  treat- 
ment. The  importance  of  this  condition  has, 
however,  been  emphasized  in  the  year  just 
passed.1 

Symptoms  and  Signs  of  Dehydration 

Infants  are  subjected  in  greater  number,  and 
to  a greater  degree,  to  severe  dehydration  be- 
cause of  the  prevalence  and  severity  of  gastro- 
intestinal upsets.  Vomiting  and  diarrhea 
represent  the  two  chief  avenues  by  which 
water  escapes  from  the  system;  at  the  same 
time  they  represent  the  closed  avenues  by  which 
water  is  unable  to  enter  the  body  for  absorp- 
tion and  consequent  utilization. 

An  infant  who  has  been  the  subject  of  severe 
diarrhea  and  of  vomiting  presents  a rather 
characteristic  picture.  He  usually  is  an  athrep- 
tic  infant,  underweight,  malnourished  looking, 
with  loose  skin  and  prominent  bones.  He  lies 
on  his  back  uttering  an  occasional  feeble  cry. 
Some  are  so  weak  that  they  go  through  the 
facial  movements  of  a cry  without  uttering  a 
sound.  The  skin  is  very  pale;  in  severe  cases 
gray  colored.  It  hangs  in  loose  folds  and  feels 
dry.  On  pinching  the  skin  it  is  seen  to  stay 
pinched  for  a moment  or  two  and  then  slowly 
straighten  out.  This  dry  feel  to  the  skin  is 
noted  everywhere,  and  this  lack  of  normal 
elasticity  is  pathognomonic  of  dehydration. 
The  eyes  appear  sunken,  and  in  the  more  ad- 
vanced cases  a film  is  seen  on  the  conjunctivae. 
The  fontanelles  are  sunken,  sometimes  very 
markedly  so.  The  mouth  is  held  open  and  is 
very  dry;  the  lips  are  often  red  in  appearance. 
The  pulse  is  rapid  and  may  be  markedly  irregu- 
lar. The  temperature  may  be  subnormal,  or 
a fever  may  be  present.  The  respirations  are 
rapid;  in  the  more  severe  cases  they  are  deep 
and  labored  and  costal  in  type  resembling  the 
Kussmaul  type  of  breathing.  The  output  of 
urine  is  nil.  Severe  collapse  with  cold  extremi- 
ties, very  low  temperature,  ashen  gray  skin, 
expressioidess  face,  and  staring  eyes  are  end 
stages. 

1.  Editorial,  J.  A.  M.  A*  gl  ;Soi-«4d  (August  25),  1923. 


Explanation  of  Symptoms 

Marriott2  has  shown  that  the  effects  of  loss 
of  water  from  the  body  are  explainable  on  the 
basis  of  the  resultant  desiccation  of  the  blood, 
or  anhydremia.  In  the  anhydremic  state  there 
is  an  increase  of  the  total  solids  of  the  blood 
and  in  the  dried  weight  of  a unit  volume  of 
the  blood.  The  specific  gravity  of  the  blood  is 
increased,  and  there  is  an  increase  in  the  red 
blood  cell  count  and  a corresponding  increase 
of  the  hemoglobin  percentage. 

Marriott  also  states  that  serum  protein  not 
infrequently  increases  50  per  cent  in  concen- 
tration. In  the  later  stages  of  anhydremia,  a 
decrease,  however,  in  the  concentration  of 
hemoglobin  and  protein  occurs,  even  though 
the  body  weight  and  blood  volume  determina- 
tions may  indicate  a further  loss  of  water. 
This  has  been  said  to  be  an  indication  of  de- 
struction of  blood  corpuscles  and  serum  pro- 
teins. 

The  deep  and  labored  respiration  is  an  evi- 
dence of  the  acidosis  that  occurs  when  desicca- 
tion of  the  blood  takes  place.  Further  evi- 
dences of  an  acidosis  being  present  are  the  facts 
that  there  are  a diminished  alkali  reserve,  car- 
bon-dioxide content,  and  bicarbonate  combin- 
ing power  of  the  blood.  This  acidosis  is  ex- 
plainable, in  part,  on  the  fact  that  there  is  a 
functional  disturbance  of  the  kidney  with  very 
little  or  no  output  of  urine.  As  a result,  there 
is  a lack  of  excretion  of  the  acids  normally  ex- 
creted, the  predominating  acid  being  acid- 
phosphate.  An  excess  of  inorganic  phosphate 
is  demonstrable  in  the  blood.  There  is  also 
probably  an  over  production  of  acids  in  the 
tissue,  a result  of  suboxidation.  The  kidney 
disturbance  also  explains  in  part  the  increase 
of  the  total  non-protein  nitrogen  of  the  blood 
as  well  as  the  urea. 

The  abnormal  respiration  then  is  explain- 
able on  the  basis  of  this  acidosis.  The  high 
non-protein  nitrogen  and  the  anuria  are 
analogous  to  a uremic  state  and  explain  the 
twitchings  and,  in  the  later  stages,  the  con- 
vulsions of  these  patients.  The  urine,  when 
obtained,  shows  albumin  and  casts.  Infants 
with  severe  anhydremia  are  sometimes  sent  into 
the  hospital  with  a diagnosis  of  nephritis  be- 
cause the  doctor  has  found  an  abnormal  urine, 
or  because  the  mother  has  noticed  that  the 
child  does  not  wet  the  napkin.  A definite  ne- 
phritis, however,  cannot  be  said  to  be  present 

2.  Marriott,  W.  McKim,  Phys.  Reviews,  3:275-294  (April), 
1923. 
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in  these  cases,  because  few  of  these  kidneys 
show  any  pathological  changes  and  because, 
with  the  establishment  of  normal  water  con- 
tent, the  urine  is  again  obtainable  in  normal 
amounts  and  examination  for  albumin  and 
casts  is  negative. 

The  peculiar  gray  color  of  these  patients  has 
been  shown  by  Marriott  to  be  due  to  a com- 
pensatory constriction  of  the  peripheral  arte- 
rioles and  a greatly  reduced  volume  flow  of  the 
blood.  The  color  of  these  patients  invariably 
gets  better  when  the  volume  of  the  blood  is 
restored. 

The  loss  of  weight  in  these  infants  is,  of 
course,  explainable  on  the  basis  of  the  deple- 
tion of  the  system  of  a considerable  amount  of 
water,  and  on  the  basis  that,  due  to  the  vomit- 
ing and  diarrhea,  there  has  been  little  food  in- 
take. Malnutrition,  with  loose  skin,  prominent 
bones,  sunken  eyes  and  depressed  fontanelle 
result. 

The  fever  that  these  patients  show  may  be 
due  to  a concomitant  infectious  process,  such  as 
in  the  ears,  respiratory  apparatus,  or  bowel. 
Newly  born  dehydrated  infants,  however,  show 
fever  which  disappears  as  soon  as  the  dehydra- 
tion is  alleviated.  This  is  the  so-called  “de- 
hydration fever,”  and  has  been  mistaken  for  a 
number  of  things,  such  as  birth  injuries  and 
infections.  It  has  been  explained  on  the  basis 
that  due  to  the  loss  of  water,  there  is  a dimin- 
ished amount  of  water  left  for  evaporation, 
the  reduction  bein<r  so  exeat,  that  there  is  not 
enough  left  to  remove  the  heat  of  metabolism 
and  fever  then  occurs.  “Water  is  the  central 
factor  in  the  regulation  of  bodily  heat,”— it  is 
the  one  liquid,  above  all  liquids,  that  is  fitted 
for  temperature  equalization  and  regulation 
due  to  its  qualities  as  regards  specific  heat,  heat 
of  evaporation,  and  conductivity.3 

At  post  mortem,  infants  that  have  died  with 
the  condition  under  discussion  show  very  dry 
tissues  and  skin,  and  very  dry  serous  cavities. 
As  a general  rule  they  make  very  clean  autop- 
sies. One  gets  the  impression,  even  as  the 
various  blood  vessels  are  cut,  that  there  is  a 
decreased  amount  of  blood  and  body  fluids. 

Reasons  for  Giving  Saline 
Intraperitoneallt 

Having  decided  that  a condition  of  anhy- 
dremia  is  present,  and  that  it  needs  to  be  re- 
lieved, the  question  then  comes  up  as  to  how  it 
would  be  best  to  bring  the  water  content  up 

3.  Editorial,  J.  A.  M.  A.,  82:1200  (April  12),  1924. 


to  normal  in  as  quick  and  effective  and  safe  a 
way  as  possible.  On  account  of  the  vomiting, 
and  because  of  the  small  amount  of  water  that 
such  sick  and  weak  infants  take  by  mouth 
anyway,  this  route  can  be  used  very  little  and 
with  barely  much  effect.  Some  advocate  giv- 
ing water  by  mouth  by  gavage,  but  when 
vomiting  is  present  and  when  there  is  great 
prostration,  this  method  is  found  to  be  not 
satisfactory.  The  insertion  of  a tube  through 
the  nose  or  mouth  to  the  stomach,  and  the 
giving  of  water  by  the  drop  method  in  this 
tube  is  also  inefficient  in  many  cases  because  of 
the  vomiting,  and  because  of  the  necessity  of 
keeping  the  tube  in  the  nose  or  mouth  for  a 
prolonged  period. 

The  condition  calls  for  a lot  of  water  im- 
mediately. Rectal  administration,  on  account 
of  the  diarrhea  and  slow  limited  absorption, 
is  obviously  very  ineffectual.  Fluids  given 
subcutaneously  are,  in  severe  cases,  almost  im- 
perceptibly absorbed;  in  others  very  slowly 
absorbed,  and  then  only  in  small  amounts.  In 
milder  cases  from  50  c.c.  to  100  c.c.  of  saline 
can  be  put  under  the  skin  of  the  scapulae  with 
some  benefit,  but  in  most  cases,  on  account  of 
the  poor  circulation  and  the  poor  absorption, 
one  finds  the  results  not  very  striking,  so  that 
in  severe  cases  requiring  quick  restoration  of 
the  blood  volume  this  method  is  not  effectual. 

Intravenous  injections  are  sometimes  impos- 
sible, and  often  very  difficult,  and  not  without 
danger.  It  is,  too,  rarely  possible  to  inject  a 
sufficient  amount  of  saline  intravenously  to  give 
the  desired  effects  without  throwing  too  great 
a burden  on  the  already  impaired  circulation. 
For  these  reasons,  and  because  of  its  advant- 
ages and  safety,  saline  is  given  intraperi- 
toneally.  First  used  by  Blackfan  and  Maxcy1 
at  the  suggestion  of  Dr.  Howland  who  saw  it 
used  on  the  service  of  Professor  Garrod  at 
St.  Bartholomew’s  Hospital  in  London,  the 
method  has  found  widespread  application  and 
enthusiastic  support. 

The  Method 

The  area  of  injection  is  the  lower  abdomen 
in  or  close  to  the  midline.  x\fter  cleansing  the 
skin  with  iodine  and  then  alcohol  the  needle, 
connected  with  the  receptacle  containing  the 
saline,  is  inserted  into  the  abdominal  cavity  at 
an  oblique  angle  through  the  linea  alba,  or, 
better  still,  just  to  the  right  or  left  of  this  line. 

4.  Blackfan  and  Maxcy,  Am.  J.  Dis.  Child.,  15:19-28,  Jan., 
1918. 


152 


VIRGINIA  MEDICAL  MONTHLY. 


[June, 


As  the  skin  and  subcutaneous  tissues  are  raised 
with  the  left  hand,  the  needle  is  pushed  into 
the  wall  with  the  right  hand  until  the  sense 
of  resistance  that  the  abdominal  wall  gives  has 
been  overcome.  A needle  such  as  is  ordinarily 
used  to  take  blood  for  the  Wassermann  test 
does  very  well.  The  sterile  graduated  glass 
container,  into  which  the  warm  saline  has 
been  put,  is  now  raised  three  or  four  feet  above 
the  abdomen  and  the  saline  is  allowed  to  run 
in. 

The  infant  apparently  suffers  some  pain 
when  the  needle  is  put  in,  and  a lesser  amount 
when  the  needle  is  x’emoved,  but  very  often 
falls  asleep  while  the  saline  is  running  into 
the  abdominal  cavity.  Upon  removal  of  the 
needle  a sterile  piece  of  gauze,  held  firmly  in 
place  by  a wide  piece  of  adhesive,  is  applied 
to  the  puncture  wound.  The  needle  is  with- 
drawn when  the  abdomen  becomes  slightly  dis- 
tended (that  is,  when  the  abdomen  is  on  a 
level  with  the  costal  margins)  ; should  too 
much  saline  be  put  in,  as  evidenced  by  respira- 
tory embarrassment,  some  of  the  fluid,  occa- 
sionally as  much  as  20  per  cent,  can  be  removed 
by  lowering  the  cylinder  or  flask  containing 
the  fluid  to  a level  below  that  of  the  abdomen. 
In  this  way,  by  syphoning,  fluid  drop  by  drop 
or  in  a slow  stream  runs  back  into  the  flask. 
The  pressure  that  has  been  produced  by  the 
occasional  injection  of  too  much  fluid  can  often 
thus  be  removed. 

Amount  Injected 

In  very  small  infants  the  amount  injected  is 
50  c.c. — 100  c.c.  In  small  infants  100  c.c. — 150 
c.c.  is  injected,  while  in  larger  infants  150  c.c. — 
300  c.c.  is  injected.  300  c.c.  should  be  the  maxi- 
mum injected  at  one  time  for  larger  infants, 
while  for  smaller  infants  not  more  than  200 
c.c.  should  be  injected  at  one  time.  As  a rule, 
one  injects  20  c.c.  or  25  c.c.  for  each  pound  of 
body  weight.  Injections  may  be  repeated  every 
ten  to  twelve  hours  without  harm. 

It  is  very  difficult  to  injure  the  intestine  with 
the  needle.  It  is  perhaps  conceivable,  that  by 
extremely  faulty  technique,  bowel  puncture 
would  be  possible  by  pushing  the  needle  so  deep 
that  it  would  catch  a portion  of  the  intestine 
against  the  spine  and  posterior  abdominal  wall. 
The  abdomen  in  such  infants  is  usually  very 
much  sunken,  so  that  the  spinal  column  can  be 
very  easily  felt;  such  a mishap  as  just  de- 
scribed would,  however,  seem  most  unlikely. 


JBackes5  reports  four  cases  of  peritonitis  fol- 
lowing injection.  In  the  literature  I can  find 
no  other  reported  cases  of  such  mishaps  and 
I have  never  seen,  either  clinically  or  at  autopsy, 
a case  of  peritonitis  following  the  injection  of 
saline  into  the  abdominal  cavity.  Those  who 
hax^e  written  on  this  subject  only  commend  the 
harmlessness  of  injecting  saline  intraperi- 
toneally  and  the  good  results  that  follow. 
McLean  and  Lang6  state  that  “injection  of 
fluid  into  the  peritoneal  cavity  in  dehydrated 
infants  is  a simple  method  of  procedure  which 
in  our  hands  has  had  no  undesirable  effects.” 
Aikman7  states  that  the  peritoneal  route  of  the 
injection  of  fluids  proved  superior  to  all  other 
methods  because  of  the  ease  and  rapidity  of 
administration,  the  volume  of  fluid  that  can 
be  given  at  one  time,  and  the  certainty  that  no 
fluid  will  be  lost.  Gittings  and  Donnelly,8  in 
a comparison  of  different  methods  of  intro- 
ducing Avater,  state  that  the  mouth  and  intra- 
peritoneal  routes  are  the  only  methods  that 
permit  of  the  safe  and  painless  administra- 
tion of  water  in  sufficient  amounts  to  be  of  real 
Aralue.  Daxdson,9  in  writing  of  its  application 
to  dehydrated  cases  in  bacillary  dysentery 
says,  “this  procedure  has  undoubtedly  saved 
many  lives.” 

Absorption  of  Fluid 

The  absorption  of  fluid  injected  intraperi- 
toneally  is  quite  rapid.  Blackfan  and  Maxcy 
noted  that  after  the  injection  of  200  c.c.  of 
fluid  six  hours  before  death  in  an  infant  weigh- 
ing, twenty  pounds,  only  20  c.c.  of  fluid  was 
found  post-mortem.  This  infant  had  also  re- 
ceived 250  c.c.  of  fluid  eighteen  hours  before 
death.  Denzer  and  Anderson10  state  that  their 
OAvn  post-mortem  findings  show  that,  as  a rule, 
all  but  a comparatively  small  amount  of  the 
injected  fluid  was  absorbed  at  the  end  of 
twent3r-four  hours.  Quite  recently,  I injected 
75  c.c.  of  normal  saline  into  the  abdominal 
caATity  of  a moribund  infant.  This  patient  died 
eight  and  one-half  hoars  later  and  at  autopsy 
the  abdominal  cavity  \ras  found  dry. 

Dandy  and  Rountree11  found  that  from  40 


5.  Backes,  Munchen.  Med.  Wchnschr.,  68:1082,  (part  2)  1921. 

6.  McLean  and  Lang,  Am.  J.  Dis.  Child.,  19 :359-369,  May, 
1920. 

7.  Aikman,  J„  J.  A.  M.  A.,  74:244-245,  Jan.  24,  1920  . 

8.  Gittings  and  Donnelly,  Am.  J.  Dis.  Child.,  23:124-131,  Feb., 
1922. 

9.  Davison,  W.  C.,  Medicine,  1 :465,  Nov.,  1922. 

10.  Denzer  and  Anderson,  Am.  J.  Dis.  Child.,  21 :565-574, 
June,  1921. 

11.  Dandy  and  Rountree,  Ann.  Surg.,  59:587-596  (April),  1914. 
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per  cent  to  60  per  cent  of  phenolsulphonephtha- 
lein  solution  was  absorbed  in  one  hour  after  its 
injection  into  the  abdomen. 

Denzer  and  Anderson,10  after  the  insertion 
of  capillary  tubes  into  the  abdominal  cavity, 
made  taps  at  stated  intervals  after  the  ad- 
ministration of  fluid.  Observations  were  made 
on  solutions  of  different  composition ; physio- 
logic saline,  Ringer's  solution,  and  hypotonic 
salt  solution.  From  these  studies  they  con- 
clude that  absorption  is  variable,  taking  place 
from  twelve  to  forty-eight  hours.  These 
authors  also  studied  the  reaction  of  the  peri- 
toneum by  observing  the  total  and  differential 
cell  count  of  the  fluids  obtained.  They  find 
that  there  is  evidence  of  a very  mild  inflam- 
matory reaction  of  a sterile  type  which,  how- 
ever, does  not,  as  they  state,  contraindicate  the 
repetition  of  an  injection.  Our  own  autopsies 
show  no  gross  inflammation  whatever,  the  clean 
site  of  the  needle  tract  being  the  only  evidence 
of  an  injection  having  been  made. 

Results 

The  results  obtained  are  in  most  cases  most 
gratifying  and  at  times  dramatic.  A severely 
dehydrated  child  lying  practically  comatose 
with  deep,  labored  breathing,  poor  color,  cold 
extremities  and  dry  mouth  and  skin  will  often, 
after  one  injection  or  perhaps  a series  of  two, 
three  or  four  injections  respond  beautifully. 
The  tongue,  lips  and  skin  become  moist,  the 
anxious  expression  disappears,  the  eyes  appear 
less  sunken  and  brighter,  the  urine  begins  to 
be  secreted  again,  the  temperature  becomes 
more  normal  and,  in  general,  the  infant  looks 
brighter,  stronger,  and  better,  the  response 
being  not  unlike  the  recoA’ery  from  acute  shock. 

The  following  case  picked  from  a number 
of  such  infants,  illustrates  the  symptoms  and 
signs  of  the  subject  under  discussion,  the 
severity  of  the  condition  when  it  is  well 
marked,  and  the  response  that  such  infants 
frequently  make  to  this  type  of  treatment. 
It  must  be  kept  in  mind,  however,  that  the 
restoration  of  water  lost  is,  of  course,  but  the 
first  concern,  for  proper  food  must  necessarily 
be  supplied  as  soon  as  possible.  Before  this 
can  be  done  the  anhvdremia  must,  however,  be 
righted  so  that  bodily  functions  may  go  on 
properly. 

Case  1. — Age  two  months,  full  term,  spon- 
taneous delivery.  Weight  at  birth  said  by 
mother  to  be  nine  and  one-half  pounds  (4.3 


kilos).  Mother’s  health  good;  has  had  no  mis- 
carriages. Fed  on  breast  for  four  days,  then 
given  diluted  cow’s  milk  to  which  sugar  was 
added.  Never  weighed  more  than  nine  and  one- 
half  pounds.  Three  weeks  before  admission 
infant  started  with  a watery  diarrhea  with 
vomiting  of  formula,  and  fever.  The  vomit- 
ing, and  especially  the  diarrhea,  became  gradu- 
ally worse.  No  blood,  but  some  mucus  noted  in 
the  stools  at  times. 

Examination  showed  the  infant  to  be  very 
small,  weighing  only  five  pounds  and  four 
ounces  (2.3  kilos),  emaciated,  dry,  and  very 
sick  looking.  It  looked  extremely  prostrated. 
The  extremities  and  body  in  general  were  cold. 
The  skin  was  gray,  bloodless  in  appearance 
and  dry.  On  pinching  the  skin,  which  hung 
loosely  in  folds,  it  remained  pinched  for  an 
appreciable  time.  The  fontanelle  was  sunken, 
the  eyes  open  and  deeply  set.  The  cry  was 
very  feeble;  a sound  could  barely  be  heard. 
The  breathing  was  deep  and  labored.  The  pulse 
was  rapid  and  markedly  irregular.  The  ab- 
domen was  sunken ; the  spleen  not  palpable  but 
the  liver  easily  felt  just  below  the  costal  mar- 
gin. The  mouth  and  throat  were  dry,  but 
showed  no  ulceration  or  inflammation.  The 
lungs  showed  nothing  unusual.  The  tempera- 
ture on  admission  was  97  degreees  Fahrenheit. 

On  the  evening  of  admission  (at  6 P.  M.) 
100  c.c.  of  physiologic  saline  was  injected  into 
the  abdomen  as  described  above.  At  8 P.  M., 
60  c.c.  of  water  was  put  into  the  stomach  by 
tube ; soon  after  this  gavage  about  half  of  this 
was  vomited.  At  10  P.  M.  gastric  gavage  was 
again  attempted,  but  because  the  fluid  put  into 
the  stomach  was  almost  immediately  vomited, 
and  because  the  saline  put  into  the  abdominal 
cavity  four  hours  previously  seemed  to  have 
been  almost  entirely  absorbed,  as  evidenced  by 
the  fact  that  the  abdomen  was  again  flat,  100 
c.c.  of  saline  was  again  injected  intraperi- 
toneally. 

The  next  day  the  infant  seemed  brighter  and 
stronger  though  it  still  appeared  quite  sick. 
It  had  had  four  green,  fluid  stools  durin<r  the 
night.  At  9 A.  M.  it  was  given  one  ounce  of 
its  formula  (lactic  acid  milk  and  Karo  syrup 
mixture)  by  gavage  which  it  retained.  At  11 
A.  M.  it  Avas  again  given  saline  intraperi- 
toneally,  this  time  125  c.c.  From  this  day  on 
recovery  was  rapid.  Vomiting  stopped  and  the 
diarrhea  gradually  subsided.  On  the  third  day 
of  admission  the  cry  Avas  fairly  vigorous,  the 
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color  of  the  skin  was  good,  and  the  skin  was 
moist.  All  feedings  were  retained  and  the 
baby  nursed  quite  energetically.  The  respira- 
tion became  normal  in  type  and  the  tempera- 
ture became  normal.  On  admission  the  weight 
was  five  pounds  and  four  ounces  (2.38  kilos). 
One  week  later  it  was  five  pounds  and  eight 
ounces  (2.50  kilos)  ; two  weeks  later  it  was 
six  pounds  and  two  ounces  (2.78  kilos).  One 
month  after  admission  it  weighed  seven  pounds 
(3.18  kilos),  and  on  discharge,  seven  weeks 
after  admission,  the  patient  weighed  seven 
pounds  and  thirteen  ounces  (3.56  kilos).  It 
had  gained  two  and  one-half  pounds  (1.1 
kilos). 

Use  in  Burns 

Underhill12  and  his  collaborators  have  re- 
cently shown  that  a very  severe  and  fatal  an- 
hydremia  may  occur  in  burned  patients.  This 
is  especially  true  of  those  in  whom  a large 
area  of  skin  has  been  destroyed.  The  blood 
becomes  concentrated  because  fluid  is  poured 
out  in  large  amounts  on  the  surface  of  the  in- 
jured areas;  there  is  a resultant  concentration 
of  the  blood  with  increased  hemoglobin  per- 
centages and  red  blood  cells  and  other  evi- 
dences. These  writers  report  very  striking  and 
very  successful  results  when  the  blood  volume 
is  brought  within  normal  limits  in  these  se- 
verely burned  patients.  They  are  enthusiastic 
enough  to  say  that,  with  forcing  fluids,  “the 
vast  majority  of  badly  burned  patients  ulti- 
mately recover.”  Whether  this  be  too  enthusi- 
astic or  not,  only  further  reports  can  say ; 
Underhill’s  laboratory  findings  and  results, 
however,  are  very  striking.  At  any  rate,  his 
work  warrants  considerable  attention.  So  far 
we  have  had  the  opportunity  to  give  water  in 
a severely  burned  child  by  the  intraperitoneal 
route  but  once. 

Case  2. — A two  and  one-half  year  female 
child  in  good  health  accidentally  fell  backward 
into  a pot  of  hot  grease,  while  playing  about 
on  the  floor,  burning  her  buttocks,  thighs  and 
genitals.  The  burns  were  treated  locally  by  the 
family  physician.  The  next  day  the  patient 
was  suddenly  seized  with  convulsions,  and  the 
hospital  ambulance  was  called.  In  the  ambu- 
lance, and  upon  entry,  the  child  had  a series 
of  generalized  convulsions  tonic  in  character. 
There  was  no  previous  history  of  convulsions 
and  the  family  history  was  negative.  The 

12.  Underhill,  F.  P.,  Carrington,  G.  L.,  Kapsinow,  R.  and 
Pack,  G.  T.,  Arch.  In t.  Med.,  32:21-49,  July,  1923. 


mother  offered  the  remark  that  the  convulsion 
might  be  uremic  as  the  urine  was  very  scanty 
since  the  accident.  On  entry  to  Dooley  Hos- 
pital for  Children  the  patient  was  unconscious, 
cold,  pale.  The  pulse  was  weak  and  thready. 
Large  burns  through  the  superficial  fatty  layer 
were  present  on  the  buttocks,  thighs,  genitals. 
An  attempt  was  made  to  give  water  by  stom- 
ach tube,  but  this  was  brought  up  by  the  pa- 
tient ten  minutes  later.  The  veins  were  all 
collapsed.  It  was  then  decided  to  give  the  pa- 
tient fluids  by  the  intraperitoneal  route.  At 
6 :20  P.  M.,  300  c.c.  of  normal  saline  was  in- 
jected intraperitoneally.  Since  entry,  at  4:30 
P.  M.  convulsions  were  almost  continuous  and 
there  was  a convulsion  just  previous  to  the' 
injection.  At  7 P.  M.  the  patient  was  still  un- 
conscious but  appeared  better,  color  returning, 
pulse  countable  (rate  120  per  minute)  and  res- 
piration 36  per  minute.  There  had  been  no 
convulsions  since  the  administration  of  saline. 
At  8 P.  M.,  400  c.c.  of  water  was  put  into  the 
stomach,  which  was  immediately  vomited. 
200  c.c.  of  water  was  then  put  doivn  again  by 
tube;  this  was  retained.  The  next  morning  the 
improvement  in  the  patient  was  truly  remark- 
able. She  was  conscious,  talkative,  and  wanted 
breakfast.  Improvement  from  then  on  was 
steady  and  uneventful.  The  only  other  treat- 
ment was  electric  bake  to  the  burned  areas. 

One  case  or  one  series  of  cases  do  not,  of 
course,  prove  a point.  The  presence  of  other 
factors,  and  the  tendency  of  a human  being  to 
get  well  even  without  treatment,  or  sometimes 
despite  treatment,  makes  one  very  careful  about 
drawing  conclusions  that  may  be  incorrect. 
We  know,  however,  that  treatment  in  some 
conditions  does  affect  the  disease  and  in  some 
instances  cures  it.  The  prompt  and  remarkable 
result  in  this  case  would  seem  to  recommend 
this  route,  when  indicated,  as  a most  satisfac- 
tory method  of  treating  large  burns  according 
to  the  recommendations  of  Underhill. 

Conclusions 

1.  Dehydration,  with  the  resulting  anhy- 
dremia,  is  a very  important  clinical  entity  with 
a rather  characteristic  clinical  appearance 
which  should  be  immediately  treated  with 
large  doses  of  water. 

2.  Saline  given  intraperitoneally  is  the  best 
method  for  combating  this  condition  in  infancy 
because  it  is  very  effectual,  harmless,  easily 
done,  and  frequently  the  only  route  by  which 
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water  can  be  introduced  and  retained  in  large 
enough  quantities  to  do  any  good.  The  absorp- 
tion is  quick  and  the  alleviation  of  symptoms 
very  striking. 

3.  The  reasons  for  giving  saline  in  this  man- 
ner are  on  a sound  basis. 

4.  From  the  work  of  Underhill  and  others, 
and  the  case  here  reported,  restoring  water  to 
the  system  in  severe  burn  cases  seems  most  im- 
portant and  well  worthy  of  trial.  In  infancy, 
for  the  reasons  stated,  the  intraperitoneal  route 
is  recommended. 

5.  The  more  Avidespread  use  of  injecting 
saline  into  the  abdominal  cavity  in  dehydrated 
babies,  whatever  be  the  cause,  is  urged. 


SUBDELTOID  BURSITIS.* 

By  FRED  M.  HODGES,  M.  D.,  Richmond,  Va. 

The  subdeltoid  or  subacromial  bursa  is  one 
of  the  largest  in  the  body,  being  from  tAvo  to 
three  inches  in  diameter.  The  under  surface  is 
attached  to  the  tuberosity  of  the  humerus  and 
the  spinatus  tendons;  the  upper  surface  to  the 
acromion,  the  coraco-acromial  ligament,  and 
the  under  surface  of  the  deltoid.  It  does  not 
communicate  Avith  the  joint.  In  extreme  ab- 
duction it  passes  up  practically  under  the  acro- 
mion. 

Subdeltoid  bursitis  is  probably  the  most  fre- 
quent cause  of  disability  in  the  shoulder  area. 
Trauma  is  usually  the  direct  or  contributory 
cause  of  the  condition.  No  one  has  yet  proven 
an  infectious  origin  of  the  lesion,  though  many 
have  reported  relief  of  symptoms  following 
the  removal  of  some  focus  of  infection,  as  an 
abscessed  tooth,  etc.  Frequently,  however, 
when  for  one  reason  or  another  some  focus  of 
infection  was  not  removed,  the  symptoms 
cleared  up  in  just  as  short  a time.  A few  have 
removed  material  at  operation  that  was  sup- 
posed to  be  inflammatory  in  type,  but  could 
isolate  no  organism.  In  all  probability  infec- 
tion is  occasionally  the  cause  of  bursitis;  but 
in  the  majority  of  cases,  trauma,  with  tearing 
of  the  tendons  of  the  supra-  or  infra-spinatus 
muscles  followed  by  necrosis  of  the  tissues  and 
a deposition  of  calcium  carbonate  and  phos- 
phate, occurs. 

The  lime  salt  deposit  is  often  adherent  to  the 
under  surface  of  the  bursa.  The  two  surfaces 
of  the  bursa  may  be  adherent  or  in  the  early 
stage  there  may  be  a serous  effusion  followed 

*Read  at  the  fifty-fifth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Staunton,  October  14-17,  1924. 


by  a villous  overgroAvth.  The  deposit  may  be 
single  or  multiple,  close  to  or  some  distance 
from  the  tuberosity,  and  may  be  a solid  hard 
mass  or  semi-fluid.  The  changes  are  more 
metabolic  than  infectious. 

Brickner  and  Codman  have  repeatedly  found 
the  calcification  .in  the  spinatus  tendons  just 
beneath  the  bursa.  The  bursal  walls  are  ex- 
tremely thin,  and  they  believe  that  instances 
reported  of  removal  of  the  material  from  the 
bursa  itself  are  due  to  a technical  error  in 
cutting  through  the  bursa  and  allowing  the 
lime  salt  deposit  to  pass  out  through  the 
bursa. 

The  condition  may  be  chronic,  subacute, 
acute,  or  very  acute.  In  the  chronic  cases  com- 
plete abduction  or  rotation  causes  pain.  This 
type  may  last  for  months  or  years.  In  the 
subacute,  the  symptoms  are  exaggerated  but 
there  is  no  violent  pain  except  when  there  is 
forced  rotation  or  abduction.  In  the  acute 
type,  the  pain  is  severe  and  more  or  less  con- 
stant but  does  not  reach  the  violent  paroxysms 
noted  in  the  very  acute.  In  the  very  acute,  the 
pain  is  extreme.  The  patient  sits  hugging  the 
arm  to  the  side,  the  slightest  motion  causing  a 
paroxysm  of  violent  almost  unbearable  pain. 
The  pain  may  be  most  severe  in  the  area  of  the 
bursa,  but  frequently  it  extends  from  the  spine 
to  the  fingers.  Rarely  is  there  much  if  any 
swelling  over  the  area  of  the  bursa.  The  area 
feels  hot  to  the  touch,  but  there  is  no  redness. 
This  type  usually  lasts  from  four  to  eight  days. 
The  extreme  pain  is  evidently  due  to  a neuritis, 
as  shown  by  the  rapid  atrophy  which  occurs  in 
the  muscles  of  the  shoulder  girdle,  particularly 
of  the  scapula.  Within  a few  days’  time  this 
atrophy  may  be  very  distinct. 

During  the  last  three  years  we  haAre  had 
twenty-six  cases  of  bursitis.  The  majority  of 
these  showed  a definite  deposit  of  lime  salts 
close  to  the  tuberosity  of  the  humerus.  A few 
giving  no  symptoms  have  been  accidentally 
discovered  in  chest  and  other  routine  examina- 
tions. In  a few  cases  with  marked  symptoms 
there  has,  however,  been  no  calcification  pres- 
ent. In  some  of  these  the  x-ray  shoAvecl  a 
definite  white  line  along  the  cortex  of  the 
humerus  just  over  and  above  the  tuberosity. 
This  must  have  been  due  to  an  irritation  of 
the  periosteum  at  this  point.  In  three  cases, 
calcification  in  the  area  of  the  spinatus  ten- 
dons followed  this  x-ray  evidence  of  irriatation 
in  this  area.  In  every  case  where  there  has 
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been  a severe  acute  attack,  the  deposit  of  lime 
salts  has  disappeared  entirely  in  from  ten  days 
to  two  months’  time.  In  two  patients  who  had 
had  symptoms  for  more  than  a year,  rapid  ab- 
sorption of  the  salts  followed  an  acute  exacer- 
bation. In  two  cases  the  condition  was  bi- 
lateral, with  large  calcified  areas  in  both 
shoulders.  In  no  case  has  there  been  a second 
attack  in  the  same  shoulder.  In  our  series 
there  were  about  twice  as  many  occurring  in 
men  as  in  women;  and  of  the  twenty-six  cases, 
ten  were  physicians.  We  have  been  unable  to 
explain  such  a marked  frequency  among  the 
medical  profession. 

In  the  acute  and  especially  the  very  acute 
cases,  large  doses  of  morphin,  local  applications 
of  ice,  and  gentle  massage,  using  the  palm  of 
the  hand,  give  the  most  relief.  Large  doses  of 
atophan  seem  to  shorten  the  attack.  Above  all 
else,  do  not  under  any  circumstances  use  heat. 
Nearly  every  case  we  have  seen  has  been  made 
much  worse  by  the  use  of  heat.  A baking  ma- 
chine is  certainly  a contraption  of  the  devil  in 
this  disease. 

No  acute  case  should  be  operated  upon,  since 
in  a large  majority  of  these  the  deposit  will 
be  entirely  absorbed  following  the  attack,  and 
within  a short  time  the  shoulder  is  practically 
normal.  In  the  chronic  cases  where  there  is 
a marked  deposit  of  salt,  the  removal  of  this 
evidently  gives  the  most  prompt  and  lasting  re- 
sult. Many  patients  with  bursitis  have  marked 
limitation  of  abduction  and  rotation  of  the 
arm  following  any  one  of  the  different  varie- 
ties, unless  they  are  made  to  abduct  the  arm  at 
least  once  daily  in  the  chronic  cases,  and  just 
as  soon  as  the  severe  symptoms  subside  in  the 
acute  cases.  Where  this  is  not  done,  a forcible 
breaking  up  of  adhesions  later  is  necessary. 

Conclusions 

1.  Subdeltoid  bursitis  is  the  most  common 
cause  of  shoulder  disability. 

2.  In  the  chronic  cases  with  calcification, 
operation  gives  the  most  prompt  and  lasting 
relief. 

3.  In  the  acute  and  very  acute  type,  opera- 
tion is  not  necessary,  and  in  the  large  majority 
of  cases  absorption  of  the  lime  salts  occurs. 
This  is  followed  by  no  limitation  of  the 
shoulder  movement. 

4.  In  many  instances  the  x-ray  shows  a 
white  line  along  the  cortex  of  the  humerus  just 
over  and  above  the  greater  tuberosity,  prior  to 
any  deposit  of  lime  salts. 


5.  In  the  acute  and  very  acute  cases,  large 
doses  of  morphin,  local  applications  of  ice,  and 
gentle  massage  give  most  relief.  Heat  in  any 
form  almost  invariably  makes  the  condition 
worse. 
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PNEUMOPERITONEUM  IN  THE  TREAT- 
MENT OF  TUBERCULOUS  PERITO- 
NITIS.* 

By  W.  NELSON  MERCER,  M.  D„  Alexandria,  La. 

In  the  past  the  treatment,  as  a last  resort,  of 
ascitic  tuberculous  peritonitis  consisted  of 
coeliotomy  with  removal  of  the  exudate,  ex- 
posure of  the  peritoneum  to  the  air  for  a short 
time,  and  closure  of  the  wound. 

Results  following  this  method  were  fairly 

•Read  by  title  at  the  fifty-fifth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Staunton,  October  14-17,  1924. 
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successful  in  removing  the  symptoms  in  about 
50  per  cent  of  cases.  But  among  the  others  less 
fortunate  in  the  ultimate  outcome,  the  shock 
incident  to  the  operation  and  the  effect  of  a 
general  anesthetic,  usually  ether,  caused  a pro- 
longed period  of  convalescence,  and  in  some 
cases  an  increase  of  activity  in  the  lungs  with 
fatal  termination. 

Within  recent  years  the  value  of  intraperi- 
toneal  air  or  oxygen  inflations  for  the  treat- 
ment of  tuberculous  peritonitis  has  been 
demonstrated  by  Godwin,  Bainbridge,  Stein, 
Mattick,  and  Gilbert.  These  clinicians  have 
found  that  all  of  the  beneficial  results  are  ob- 
tained by  this  much  simpler  and  more  logical 
method,  without  the  attendant  harmful  effects 
produced  by  the  more  difficult  technic  of  a 
major  operation  on  a patient  whose  resistance 
is  already  much  lowered  by  the  generalized 
tuberculous  disease. 

Eeffardins  the  causative  factor  in  the  bene 
ficial  effects  produced  in  tuberculous  perito- 
nitis by  injection  of  air  into  the  peritoneum, 
there  are  two  theories  which  are  worthy  of 
consideration : first,  the  mechanical  irritation 
due  to  the  distention  of  the  abdomen  by  a 
foreign  substance  (air),  causing  a reaction  of 
the  tissues  to  the  infecting  organism ; and, 
second,  the  chemical  action  produced  by  the 
air  or  some  of  its  elements  on  the  tubercle 
bacilli. 

The  technic  of  the  intraperitoneal  air  infla- 
tions is  simplicity  itself  when  practised  by  a 
careful  clinician,  as  follows:  The  patient  is 
given  a dose  of  castor  oil  eight  hours  pre- 
viously, followed  by  simple  enemas  until  clear 
just  before  the  inflation.  No  food  is  given 
within  six  hours  prior  to  inflation.  Patient 
empties  bladder  or  is  catheterized  at  time  of 
inflation,  and  is  placed  on  table  in  horizontal 
position.  Abdomen  is  sterilized  with  iodine 
and  the  point  for  puncture  is  frozen  with 
ethyl  chloride  spray.  A sterile  trocar  and 
cannula  are  inserted  one  and  one-half  inch 
below  and  to  the  left  of  the  umbilicus  and 
trocar  withdrawn.  To  hasten  the  flow  of  fluid 
from  the  abdomen  the  head  of  the  table  may 
be  raised.  After  all  the  exudate  has  been  re 
moved,  the  cannula  is  connected  with  rubber 
tubing  leading  from  a pneumothorax  appara- 
tus and  filtered  air  is  allowed  to  flow  into  the 
peritoneum  until  the  abdomen  is  dome-shaped 
and  liver  dulness  obliterated,  the  patient  being 
in  the  horizontal  position.  The  cannula  is 


withdrawn  when  the  abdomen  reaches  dome- 
shaped distention  and  the  patient  experiences 
some  discomfort.  Sterile  gauze  dressing  is  ap- 
plied to  wound.  Within  an  hour  X-ray  stereo- 
grams can  be  made  in  any  position. 

When  the  fluid  again  accumulates  and  the 
patient’s  condition  justifies,  usually  in  four  or 
five  days,  more  air  is  injected  as  described 
above  until  dome-shaped  distention  is  pro- 
duced. A different  point  of  punctui'e  should 
be  chosen  at  each  refill.  These  refills  of  air  are 
repeated  until  the  exudate  disappears  and  does 
not  return.  Usually  about  four  or  five  infla- 
tions are  necessary  to  produce  good  results. 
Some  discomfort  in  the  abdomen  may  be  pro- 
duced, but  after  the  first  twenty-four  hours  the 
patient  feels  a marked  improvement. 

The  amounts  of  air  injected  vary  according 
to  the  amount  of  fluid  removed.  For  example, 
in  a patient  who  had  3,000  c.c.  of  peritoneal 
exudate  removed,  1,500  c.c.  of  sterile  air  were 
injected  by  means  of  a pneumothorax  appara- 
tus immediately  afterward.  His  temperature 
dropped  from  101.5  to  normal  in  two  weeks 
after  three  aspirations  and  refills  at  intervals 
of  four  or  five  days  with  no  return  of  the  fluid 
after  the  second  week.  There  was  rapid  gain 
in  weight. 

Another  case  had  2,500  c.c.  of  fluid  with- 
drawn and  1,200  c.c.  of  filtered  air  injected 
with  almost  immediate  relief  of  abdominal 
symptoms  and  lowering  of  temperature  from 
101  to  99  in  forty-eight  hours.  Fluid  did  not 
return  after  the  second  aspiration  and  refill 
with  air.  Gastric  S3'mptoms  rapidly  disap- 
peared. There  was  gain  in  weight  also. 

The  length  of  time  necessary  to  effect  a cure 
of  tubemilous  peritonitis  by  this  simple 
method  of  intraperitoneal  air  inflations  is  gen- 
erally less  than  required  by  surgery,  helio- 
therapy, or  X-ray.  However,  after  removal  of 
the  fluid  and  injection  of  air  into  the  perito- 
neum as  described  above,  the  patient  may  con- 
tinue treatment  with  exposures  to  ultraviolet 
or  X-ray,  if  desired. 

Summary 

1.  The  simplest,  safest,  and  most  logical 
method  of  treating  tuberculous  peritonitis  with 
ascites  consists  in  removing  the  fluid  with  a 
cannula  followed  by  injection  of  filtered  air 
into  the  peritoneal  cavity  by  means  of  a pneu- 
mothorax apparatus. 

2.  This  method  can  be  repeated  as  often  as 
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necessary  until  all  fluid  disappears,  and  with- 
out harmful  effects  upon  the  patient. 

3.  This  method  is  worthy  of  universal  prac- 
tice among  patients  with  ascitic  tuberculous 
peritonitis,  as  it  offers  a better  prospect  of  cure 
within  as  short  a time  as  coeliotomy,  helio- 
therapy, and  X-ray  without  the  dangers  of  a 
surgical  operation  and  its  sequelae. 
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SOME  OBSERVATIONS  IN  THE  DISE\SES 
OF  THE  THYROID  GLAND.* 

By  JANVIER  W.  LINDSAY,  M.  D., 

E.  CLARENCE  RICE,  M.  D„ 
and 

MAURICE  A.  SELINGER,  M.  D„ 

Washington,  D.  C. 

This  paper  is  based  on  our  observations  in 
connection  with  the  examination  of  1,346  pa- 
tients and  the  determination  of  the  basal  meta- 
bolic rate  1,691  times.  The  instruments  used 
were  the  Sanborn  Benedict  and  Jones  Meta- 
bolimeter. 

In  no  other  branch  of  medicine  has  there 
been  greater  interest  shown  during  recent  years 
than  in  diseases  of  the  ductless  glands.  The 
recent  discovery  of  insulin  by  Banting  and 
Best  is  especially  noteworthy.  While  much. of 
endocrinology  is  still  a veritable  wilderness  and 
some  fire  a broadside  of  various  gland  prepara- 
tions into  the  patient  with  little  or  no  damage 
or  effect,  we  can  point  with  a certain  degree  of 
pride  as  to  our  knowledge  of  diseases  of  the 
thyroid  gland. 

The  studies  in  the  physiology  and  chemistry 
of  the  thyroid  gland  have  been  the  basis  of  all 
our  advances  in  the  recognition  of  its  diseases 
and  we  have  but  to  mention  such  matters  as 
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clinical  calorimetry,  the  isolation  of  thyroxin 
and  the  accepted  relationship  of  iodine  to  the 
production  of  goiter  as  a trinity  which  has 
been  largely  responsible  for  this. 

For  the  purpose  of  the  clinician  we  can 
classify  diseases  of  the  thyroid  gland  as  fol- 
lows : 

I.  Simple  goiter — 

a.  Colloid  goiter 

b.  C37stic  colloid  goiter 

c.  Adenomatous  goiter 

d.  Fibrous  goiter. 

II.  Goiter  with  thyrotoxicosis — 

a.  Exophthalmic  goiter  (hyperplasia) 

b.  Toxic  adenoma. 

III.  Malignant  tumors — 

a.  Mesothelioma 

b.  Carcinoma 

c.  Sarcoma. 

IV.  Hypothyroidism — 

a.  Physiological  hypothyroidism 

b.  Congenital  hypothyroidism 

c.  Secondary  hypothyroidism. 

V.  Acute  thyroiditis. 

Simple  Goiter 

In  the  consideration  of  simple  colloid  goiter, 
it  is  now  recognized  that  its  prevention  is 
largely  a matter  of  supplying  the  necessary 
amount  of  iodine  to  the  organism,  it  having 
been  found  by  Marine  and  Kimball1  that  three 
grains  of  iodide  salt  for  ten  days,  repeated  in 
six  months,  prevented  simple  goiter  in  girls  in 
practically  all  cases.  McClendon  and  Williams2 
have  shown  that  simple  goiter  is  indirectly 
proportional  to  the  lack  of  iodine  in  the  soil 
and  water  of  the  community.  Many  cities 
where  simple  goiter  is  endemic  are  taking  vari- 
our  measures  such  as  described  to  prevent  this 
condition,  with  excellent  results.  Here  in 
Washington  where  goiter  in  school  children  is 
not  prevalent,  the  family  physician  should  be 
especially  alert  to  note  enlargements  of  the 
thyroid  gland  and  institute  iodine  therapy. 

The  majority  of  the  patients  referred  to  ns 
with  simple  goiters  were  of  the  female  sex,  be- 
tween the  twelfth  and  twenty-fifth  year.  The 
basal  metabolic  rate  was  usually  normal  and 
occasionally  below  normal.  The  administra- 
tion of  iodine  usually  caused  the  reduction  of 
the  size  of  the  gland.  In  diffuse  vascular  col- 
loid goiter,  Plummer3  states  that  the  adminis- 
tration of  thyroxin  as  well  as  iodine  will  reduce 
the  size  of  the  gland  to  a great  degree  within 
twenty-four  hours.  The  indiscriminate  use  of 
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iodine,  desiccated  thyroid  gland,  or  thyroxin, 
in  all  types  of  enlargement  of  the  thyroid  gland 
is  to  be  condemned,  for  the  type  of  goiter  to 
which  this  form  of  therapy  is  applicable  is  the 
diffuse  colloid  goiter.  The  administration  of 
desiccated  thyroid  gland  to  a patient  with  an 
adenoma  may  give  rise  to  toxic  symptoms.  V e 
have  observed  several  patients  in  whom  this 
condition  was  produced  by  the  administration 
of  thyroid  gland  and  in  one  case  subsequent 
removal  of  the  organ  was  necessary.  Before 
attempting  the  medicinal  treatment  of  a sup- 
posed non-toxic  goiter,  the  patient  should  be 
thoroughly  examined  for  evidence  of  intoxica- 
tion and  in  all  cases  an  estimation  of  the  basal 
metabolic  rate  gives  one  the  best  index  of  the 
presence  or  absence  of  this  condition.  Every 
effort  should  be  made  to  remove  foci  of  infec- 
tion, for  these  are  important  factors  in  the 
production  of  goiters  and  the  resultant  exhaus- 
tion of  the  tissues  of  thyroxin.  Clinicians 
should  not  be  content  with  the  diagnosis  of 
“goiter,”  but  should  endeavor  to  assign  the  con- 
dition to  its  proper  classification. 

Goiter  With  Thyrotoxicosis 

Differentiation  of  Types.  In  the  past  the 
differentiation  of  the  two  major  diseases  of  the 
thyroid  gland  causing  toxic  symptoms,  viz., 
adenoma  with  hyperthyroidism  and  exophthal- 
mic goiter,  was  not  often  made,  but  our  knowl- 
edge of  these  conditions  has  increased  to  such 
an  extent  that  an  improper  diagnosis  should 
rarely  be  made.  Statistics  from  the  Mayo 
Clinic4  show  that  with  proper  facilities  it  is 
possible  to  correctly  diagnose  toxic  adenoma  in 
89  per  cent  of  all  cases  and  exophthalmic  goiter 
in  from  97  to  99  per  cent  of  all  cases. 

In  order  that  a patient  may  receive  the 
proper  treatment  an  accurate  diagnosis  must  be 
made.  Certain  drugs  are  indicated  in  one  dis- 
ease, but  are  harmful  in  the  other,  and  one  type 
of  radical  treatment  is  applicable  to  one  con- 
dition and  contraindicated  in  the  other. 

The  symptoms  of  either  disease  after  they  are 
well  developed  are  so  well  known  as  not  to 
need  mention,  however,  we  should  stress  the 
fact  that  the  average  duration  of  an  adeno- 
matous goiter  prior  to  producing  symptoms  of 
thj^rotoxicosis  is  eighteen  3rears;  for  the  exoph- 
thalmic goiter  three  to  five  years;  the  age  at 
which  toxic  symptoms  appear  being  forty-six 
for  the  toxic  adenoma,  and  between  thirty-five 
and  thirty-seven  for  the  other.  The  latter  is 
usually  decidedly  more  toxic  and  degenerative 


changes  in  the  various  organs  are  usually  more 
marked.  The  surface  of  the  thyroid  gland  in 
the  toxic  adenomatous  type  is  usually  rougher 
and  more  nodular  than  in  exophthalmic  goiter ; 
however,  the  absence  of  enlargement  of  the 
gland  should  not  cause  one  to  dismiss  either 
diagnosis,  for  either  condition  may  occasionally 
exist  with  little  or  no  enlargement  of  the  organ, 
and  it  is  not  infrequent  to  find  a substernal  or 
intrathoracic  goiter  on  roentgen  ray  examina- 
tion,— a fact  which  strongly  emphasizes  the 
importance  of  X-ray  examination  of  every  pa- 
tient in  whom  hyperthyroidism  is  suspected  or 
demonstrated.  These  points  just  mentioned 
are  of  great  service  in  arriving  at  an  accurate 
diagnosis. 

From  information  from  physicians  referring 
patients  to  us  and  from  our  personal  observa- 
tions on  122  cases  of  hyperthyroidism,  we  have 
been  able  to  compile  certain  figures  of  interest. 
One  hundred  and  nine  (109)  or  89.3  per  cent 
of  the  patients  observed  were  females,  which 
is  somewhat  higher  than  the  usual  figures 
given.  In  Table  I we  have  shown  the  numeri- 
cal differences  between  the  two  types  of  toxic 
goiter  at  the  time  of  the  patient’s  first  meta- 
bolism test.  Our  series  does  not  have  the  bene- 
fit of  the  report  on  the  microscopical  examina- 
tion of  the  gland,  as  many  patients  did  not 
come  to  operation,  so  a certain  error  in  diag- 
nosis may  be  expected. 


TABLE  I. 

ADENOMA  WITH  HYPERTHYROIDISM 


Males 

Females 

Total 

Age 

B.M.R. 

Pulse 

Weight 

9 

50 

59 

36.6 

+42% 

96.4 

lbs. 

122.3 

15.2% 

84.8% 

EXOPHTHALMIC  GOITER 


Males 

Females 

Total 

Age 

B.M.R. 

Pulse 

Weight 

4 

6.3% 

59 

93.7% 

63 

39.4 

+64.9% 

104.5 

111.5 

Treatment.  The  matter  of  treatment  has 
been  a mooted  question,  there  being  those  who 
champion  the  use  of  the  roentgen  ray  and 
radium,  those  who  feel  that  surgery  is  superior 
to  other  procedures  and  some  who  feel  that 
rest  and  medical  treatment  offer  practically 
as  much  benefit  as  the  other  two.  We  have 
endeavored  to  approach  this  subject  with  an 
open  mind  and  give  our  opinion  as  to  the  best 
method  to  be  used  in  the  various  diseases. 

For  the  proper  consideration  of  the  two  con- 
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ditions  it  must  be  assumed  that  a toxic  adenoma 
represents  a hyper-functioning  organ,  while 
the  hyperplastic  type  of  goiter  represents  this 
plus  a perversion  of  function,  involving  the  en- 
tire gland. 

All  agree  that  medicinal  treatment  and  rest 
are  essential  in  the  treatment  of  hyperthyroid- 
ism by  any  method,  but  in  our  observations  we 
have  failed  to  note  a case  in  which  this  method 
afforded  permanent  relief.  Temporarily  the 
results  obtained  may  seem  good,  but  when 
observed  over  long  periods  the  symptoms 
usually  return.  Spontaneous  recovery  in  ex- 
ophthalmic goiter  occasionally  occurs.  The 
figures  given  in  Tables  II  and  III  on  thirteen 
cases  treated  in  this  manner  will  bear  out  the 
previously  made  statements. 

In  the  treatment  of  adenoma  with  hyper- 
thyroidism, we  believe  that  partial  thyroidec- 
tomy as  soon  as  the  patient  is  in  a condition  for 
it  is  superior  to  the  use  of  the  roentgen  ray. 
Excellent  results  are  obtained  by  the  latter 
method;5  however,  those  obtained  by  operation 
are  decidedly  more  certain,  the  results  more 
permanent  and  the  risk  exceedingly  low’,  inas- 
much as  degenerative  changes  are  usually  less 
marked  in  this  disease  than  in  exophthalmic 
goiter. 


If  the  hypothesis  be  correct  that  toxic  aden- 
oma is  the  result  of  pure  hyperthyroidism, 
then  the  removal  of  the  greater  part  of  the 
gland  should  and  usually  does  give  prompt 
abatement  of  all  symptoms  with  little  prob- 
ability of  return  provided  both  lobes  are  re- 
moved in  part.  To  remove  only  the  nodular 
portion  of  the  gland  is  to  invite  a second  opera- 
tion at  a later  date.  Preliminary  ligation  of 
one  of  the  thyroid  arteries  is  rarely  necessary. 


TABLE  II. 

ADENOMA  WITH  HYPERTHYROIDISM 


Treatment 

Cured 

Im- 

proved 

Unim- 

proved 

Died 

Roentgen  ray  .... 

7 

10 

6 

0 

23  cases 

30.4% 

43.5% 

26.1% 

0.0% 

Operation 

13 

2 

2 

1 

18  cases  

72.2% 

11.1% 

11.1% 

5.6% 

Medical 

3 

1 

2 

3 

9 cases 

33.3% 

11.1% 

22.2% 

33.3% 

The  figures  given  in  Table  II  and  the  curves 
plotted  in  Chart  I will  illustrate  these  points. 
The  surgical  mortality  by  cases  in  this  disease 
at  the  Mayo  Clinic6  in  1922  was  3.48  per  cent. 
The  mortality  rate  for  the  entire  country  would 
be  somewhat  higher.  In  the  inoperable  cases 


Adenoma  of  Thyroid  Gland  with  Hyperthyroidism.  Course  of  8 cases  treated  medically  indicated  by  dot-dash  line. 
Course  of  23  cases  treated  with  roentgen  ray  indicated  by  solid  line. 

Course  of  11  cases  treated  surgically  indicated  by  broken  line. 
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the  roentgen  ray  should  be  used  along  with 
other  treatment.  The  use  of  iodine  in  these 
patients  is  to  be  avoided,  as  its  administration 
serves  to  aggravate  all  symptoms. 

If  the  exophthalmic  goiter  represents  a hyper- 
functioning thyroid  gland  plus  a perversion  of 
its  function  involving  the  entire  gland,  it  is 
doubtful  if  operation  entirely  solves  the  prob- 
lem for  the  relief  of  symptoms.  Cases  treated 
by  either  roentgen  ray  or  operation  respond  in 
a similar  manner  and  those  followed  for  a 
period  of  years  are  found  to  be  in  much  the 
same  condition  at  the  end  of  that  time.'  While 
the  basal  metabolic  rate  falls  more  rapidly 
after  operation  than  after  the  use  of  the 
roentgen  ray,  the  end  result  in  our  opinion  is 
approximately  the  same.  The  low  mortality 
rate  for  those  using  the  roentgen  ray  as  com- 
pared to  a mortality8  of  from  5 to  8 per  cent 
for  the  entire  country  is  decidedly  in  favor  of 
the  non-operative  treatment. 


TABLE  III. 

EXOPHTHALMIC  GOITER 


Treatment 

Improved 

Unimproved 

Died 

Roentgen  ray 
39  cases 

32 

82.0% 

5 1 

12.8%  l 

Of  other  causes 
2 

5.1% 

Opefation 

14  cases 

10 

71.4% 

2 

14.2% 

2 

14.2% 

Medical 

2 

1 

1 

5 cases 

60.0% 

20.0% 

20.0% 

We  believe  that  the  results  given  in  Table 
III  are  quite  representative  of  the  work  done 
in  the  average  general  hospital.  It  is  in  such 
hospitals  that  there  is  no  standard  technique 
for  the  treatment  of  this  condition  and  each 
surgeon  may  employ  the  method  which  he  con- 
siders best,  or  the  roentgen  ray  may  be 
utilized.  The  results  obtained  in  certain 
specialized  clinics  of  this  country  prove  beyond 


CHART  II. 

Exophthalmic  Goiter. 

Course  of  10  cases  treated  surgically  indicated  by  broken  line. 
Course  of  39  cases  treated  by  roentgen  ray  indicated  by  solid  line. 
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a doubt  that  the  relief  of  a sufferer  from 
thyrotoxicosis  depends  upon  his  choice  of  a 
medical  advisor. 

The  surgical  treatment  of  exophthalmic  goi- 
ter is  the  method  of  choice,  provided  the  sur- 
geon has  had  special  training  in  the  medical 
and  operative  treatment  of  diseases  of  the 
thyroid  gland.  If  the  patient  cannot  have  ac- 
cess to  the  properly  trained  surgeon,  we  believe 
that  the  roentgen  ray  treatment  in  the  hands 
of  the  average  radiologist  is  to  be  advised,  in 
view  of  the  fact  that  the  mortality  rate  by  this 
method  is  practically  nil,  as  against  a death  rate 
of  over  TO  per  cent  in  our  series.  Under  such 
conditions,  we  believe  that  we  are  not  doing 
an  injustice  to  the  patient  to  advise  the  use  of 
the  roentgen  ray  at  the  beginning  of  treat- 
ment, with  the  understanding  that  operation 
should  be  submitted  to,  provided  the  first  five 
treatments  do  not  bring  satisfactory  results. 

Chart  II  illustrates  the  course  of  the  disease 
in  patients  treated  by  surgery  and  roentgen 
ray. 

The  use  of  iodine,  preferably  Lugol’s  solu- 
tion (liquor  iodi  compositus)  is  to  be  recom- 
mended in  all  cases.  The  results  obtained  by 
Plummer  and  Boothby9  and  those  at  the  Massa- 
chusetts General  Hospital10  are  remarkable  and 
have  enabled  them  to  further  reduce  the  mor- 
tality rate.  The  Mayo  Clinic  pre-operative 
mortality  has  been  reduced  nearly  one-half. 
The  chances  of  doing  harm  are  very  slight. 
No  dependence  should  be  placed  in  it  after 
using  the  drug  for  two  months.  Plummer  and 
Boothby9  point  out  that  the  use  of  iodine  causes 
a greater  drop  in  the  basal  metabolic  rate  than 
can  be  accounted  for  by  the  use  of  the  roent- 
gen ray  and  suggest  that  the  improvement 
ascribed  to  rest  by  Kessel,  Lieb,  Hyman  and 
Lande11 12  in  their  series  of  cases  treated  by 
rest  and  removal  of  foci  of  infection  was  due 
in  a measure  to  the  use  of  iodine. 

In  properly  evaluating  the  results  obtained 
by  treatment  in  this  disease,  we  must  remem- 
ber that  all  cases  have  periods  of  remission  and 
sometimes  spontaneous^  cure  themselves. 

While  ligation  of  one  or  more  of  the  thyroid 
arteries  is  seldom  necessary  in  the  adenoma 
with  hyperthyroidism,  preliminary  to  removal 
of  a portion  of  the  gland,  it  is  sometimes 
necessary  to  utilize  this  procedure  in  view  of 
the  severe  degrees  of  thyrotoxicosis,  and  the 
basal  metabolic  rate  with  the  physical  findings 
are  necessary  to  be  taken  into  account  before 


deciding  on  the  procedure  to  be  employed.  As 
a rule,  a rate  exceeding  plus  60  per  cent  pre- 
clucles  any  interference  other  than  a single  or 
a double  ligation.  For  a partial  thyroidectomy 
the  rate  should  be  as  low  as  40  per  cent,  and 
certainly  not  above  plus  50  per  cent.  As  stated 
before,  a thorough  physical  examination  with 
roentgen  raj'  examination  of  the  thorax  should 
be  a preliminary  to  the  medical  or  surgical 
treatment  of  any  case  of  goiter. 

Too  great  dependence  should  not  be  placed 
in  the  basal  metabolic  rate,  for  alone  it  is  of 
little  value;  when  considered  with  the  other 
findings  it  is  always  of  extreme  value.  The 
physician  should  remember  that  the  basal  meta- 
bolic rate  represents  the  heat  production  of  the 
individual  as  compared  to  a normal  person  of 
the  same  height,  weight,  age  and  sex,  and  in 
a case  of  toxic  goiter  this  expression  can  be 
assumed  to  indicate  the  degree  of  toxicity. 

Food  Requirements.  Greater  attention 
should  be  paid  to  the  matter  of  diet,  and  the 
food  requirements  should  be  adjusted  to  the 
needs  of  the  individual,  which  in  most  cases 
is  from  50  to  100  per  cent  above  normal.  A 
rate  of  plus  50  per  cent  indicates  that  the 
patient  should  have  between  75  and  100  per 
cent  more  food  than  a normal  person  at  rest 
would  consume.  The  report  from  the  meta- 
bolism station  usually  gives  the  minimal  heat 
production  in  calories  per  twenty-four  hours, 
and  that  can  be  taken  as  a basis  of  the  prepara- 
tion of  an  adequate  diet.  While  much  larger 
amounts  of  food  are  indicated,  it  should  not  be 
given  to  such  a point  that  the  appetite  is  de- 
stroyed. 

Malignant  Tumors 

Our  experience  with  malignant  changes  in 
the  thyroid  gland  has  been  limited,  our  series 
including  but  one  case,  female,  age  seventy- 
three,  with  carcinoma  of  the  thyroid  gland  and 
all  symptoms  of  hyperthyroidism  and  a basal 
metabolic  rate  of  plus  32  per  cent.  The  condi- 
tion was  inoperable  and  the  patient  subse- 
quently died. 

Hypothyroidism 

Hypothyroidism  occurs  oftener  than  one  sus- 
pects, and  so  gradual  is  the  let  down  in  the  gen- 
eral condition  of  the  patient  that  he  does  not 
perceive  it  and  frequently  the  diagnosis  is 
made  in  the  course  of  a routine  examination 
for  some  other  condition.  It  is  interesting  that 
quite  the  opposite  is  sometimes  suspected,  for 
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we  have  seen  several  cases  referred  to  the 
roentgenologist  and  surgeon  for  treatment  of 
hyperthyroidism  when  hypothyroidism  was  the 
cause  of  the  patient’s  disability.  The  import- 
ance of  estimating  the  basal  metabolic  rate 
prior  to  the  institution  of  any  form  of  treat- 
ment in  a suspected  case  of  hyperthyroidism  is 
emphasized.  We  have  seen  a number  of  pa- 
tients with  some  symptoms  of  hyperthyroid- 
ism, but  a normal  or  subnormal  rate,  suffer  the 
removal  of  portions  of  the  thyroid  gland  with 
resultant  production  of  hypothyroidism  and 
low  basal  metabolic  rate. 

Desiccated  thyroid  gland  in  the  treatment  of 
obesity  should  not  be  given  unless  the  patient 
be  known  to  be  one  with  hypothyroidism.  By 
far  the  greater  number  of  over-weight  persons 
are  not  hypothyroid  individuals  and,  while 
their  weight  can  certainly  be  reduced  with 
desiccated  thyroid  gland,  the  basal  metabolic 
rate,  pulse  rate,  etc.,  just  as  certainly  go  up. 
In  one  case  which  we  observed  the  physician 
disregarded  the  findings  of  the  metabolist  and 
the  patient’s  rate  rose  to  82  per  cent  above  nor- 
mal with  symptoms  of  hyperthyroidism. 

Thyroxin  or  the  desiccated  thyroid  gland 
(LT.  S.  P.  IX)  are  the  drugs  of  choice  in  hypo- 


that  a greater  portion  may  be  destroyed  in  the 
stomach  than  of  the  dried  gland.  These  drugs 
should  be  given  on  an  empty  stomach  to  pro- 
mote absorption. 

The  fact  that  continuation  of  X-ray  treat- 
ment in  sufficient  dosage  may  convert  a hyper- 
into  a hypothyroid  individual  is  quite  as  strik- 
ing evidence  of  the  effectiveness  of  this  thera- 
peutic agent  as  the  similar  result,  not  infre- 
quently observed  following  surgical  removal 
of  the  gland.  One  case  of  true  and  well  de- 
veloped myxoedema  following  thyroidectomy 
twelve  years  ago  appears.  Our  lowest  rate  in 
myxoedema  was  minus  44  per  cent,  which 
failed  to  materially  change  after  the  adminis- 
tration of  thyroxin,  although  the  clinical  im- 
provement was  quite  marked. 

The  greatest  difficulty  in  the  treatment  of 
this  disorder  is  the  inability  to  make  the  patient 
continue  the  use  of  the  drug  prescribed  even 
though  the  results  are  brilliant. 

Summary 

1.  The  accurate  differential  diagnosis  of 
the  various  diseases  of  the  thyroid  gland  is 
essential  for  their  proper  treatment. 

2.  The  proper  care  of  the  patient  requiring 
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CHART  III. 

Course  of  hypothyroidism  in  30  cases  treated  with  thyroxin  or  desiccated  thyroid  gland. 


thyroidism.  Thyroxin  is  the  active  principle 
of  the  thyroid  gland  and  can  be  accurately 
assayed,  which  cannot  be  said  of  the  desiccated 
gland,  although  this  preparation  in  the  9th  re- 
vision of  the  U.  S.  Pharmacopoeia  is  standard- 
ized according  to  the  amount  of  organically 
combined  iodine,  which  should  be  0.2  per  cent. 
The  unofficial  preparation  should  not  be  pre- 
scribed. Thyroxin  has  one  disadvantage  in 


surgical  treatment  demands  that  the  surgeon 
should  have  had  special  training  in  the  medi- 
cal as  well  as  the  surgical  treatment  of  thyroid 
diseases. 

3.  Toxic  adenoma  of  the  thyroid  gland  is 
best  treated  by  partial  thyroidectomy. 

4.  In  the  average  general  hospital  where  no 
standardized  technique  is  carried  out,  the  mor- 
tality rate  from  thyroidectomy  in  exophthalmic 
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goiter  is  sufficiently  high  as  to  recommend  the 
use  of  the  roentgen  ray  in  preference  to  sur- 
gical intervention. 

5.  To  those  treating  diseases  of  the  thyroid 
gland,  the  basal  metabolic  rate  is  essential  in 
making  a differential  diagnosis,  determining 
the  severity  of  the  condition  of  those  patients 
suffering  from  toxic  goiter,  estimating  their 
food  requirements  and  evaluating  the  results 
obtained  by  the  various  methods  of  treatment. 
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HERNIA  OF  THE  LIVER  INTO  THE 
UMBILICAL  CORD — REPORT  OF  A 
CASE. 

By  GEORGE  H.  REESE,  M.  A.,  M.  D„  Petersburg,  Va. 

Hernia  of  the  liver  alone  into  the  umbilical 
cord  is  a very  rare  abnormality.  Associated 
with  herniation  of  other  viscera,  it  occurs  about 


three  times  as  often;  while  simple  herniation 
into  the  cord  of  intestines  only  is  not  such  a 
rare  occurrence. 

Hernia  of  the  liver  into  the  cord  in  some 
form  is  said  to  occur  once  in  every  5,184  births. 
Hernia  of  the  liver  only,  being  about  three 
times  as  rare,  would  seemingly  occur  about 
once  in  15,000  births. 

From  the  limited  number  of  cases  found  in 
literature,  it  is  evident  that  only  a small  num- 
ber of  these  freaks  are  reported.  In  the  lists 
of  those  reported  that  the  writer  has  secured, 
it  is  impossible  in  many  instances  to  gain 
any  definite  information  regarding  the  details 
of  the  hernia. 

These  hernias,  like  all  others,  occur  in  all 
degrees  and  sizes,  ranging  from  a small  portion 
of  the  viscus,  to  extrusion  of  the  entire  organ. 
In  the  severer  forms  associated  with  herniation 
of  other  viscera,  the  patient  is  practically  even- 
trated— the  condition  being  in  substance  an 
exstrophy  of  the  abdomen,  associated  at  times 
with  partial  exstrophy  of  the  thoracic  cavity. 
Chadwick,  quoted  by  Warren,  describes  sev- 
eral museum  specimens,  showing  the  heart  in- 
volved in  the  extruded  mass. 

These  hernias  are  covered  by  the  remains  of 
the  dilated  cord,  consisting  of  a thin  layer  of 
Wharton’s  jelly  and  a thin  glistening  inner 
membrane  continuous  with  the  peritoneum. 

This  condition  is  often  associated  with  other 
congenital  stigmata,  cleft  palate  and  eye  de- 
fects being  in  the  foreground. 

The  embryological  cause  of  these  cases  is 
said  to  revert  to  a time  between  the  sixth  an  1 
twelfth  weeks  of  foetal  life.  Up  to  that 
period  of  intrauterine  development,  the  cord 
next  to  the  foetal  body  normally  contains  por- 
tions of  the  intestinal  tract.  To  quote  Bullard, 
“at  this  time  the  umbilical  vesical  should 
atrophy,  the  intestines  recede  into  the  abdomi- 
nal eavitv.  the  umbilical  rintr  contract  and  the 
omphalomesenteric  duct  be  closed.”  Failure 
of  this  physiological  process  to  evolve,  or  some 
interference  with  its  evolution  is  said  to  be  the 
cause  of  these  congenital  hernias. 

Why  the  liver  should  break  away  from  its 
usual  anchorage  and  be  found  floating  prac- 
tically outside  the  abdominal  cavity,  is  not  here 
explained. 

Ritterhaus,  quoted  by  Keene,  notes  153  cases 
of  congenital  hernia  into  the  cord  up  to  the 
beginning  of  1907.  Of  these,  thirteen  were 
hernia  of  the  liver  alone.  Since  that  date  ac- 
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cording  to  an  abstract  of  the  literature  on  this 
subject  made  for  the  writer  by  the  Editor  of 
the  -Journal  A.  M.  A.,  only  one  additional  case 
of  hernia  of  the  liver  alone  has  been  reported — 
that  of  E.  L.  Caudill,  of  Narrows,  Virginia. 
These  with  the  one  here  reported  brings  the 
known  total  to  fifteen.  These  patients  have 
been  treated  in  various  ways  ranging  from 
antiseptic  compresses,  strapping  and  ligation, 
to  radical  operation. 

Of  the  nine  cases  of  liver  hernia  subjected 
to  radical  operation,  four  lived*and  five  died — 
a mortality  of  55  per  cent.  The  six  treated  by 
compresses,  strapping  and  ligation  recovered. 
These  were  from  a table  reporting  only  cases 
cured.  Those  operated  upon  were  given  this 
treatment  at  periods  ranging  from  one  hour  to 
twelve  days  after  birth.  Some  of  them  had 
become  infected  while  temporizing  measures 
were  in  progress. 

Some  authors  recommend  delaying  the  opera- 
tion until  the  second  day  or  later,  but  to  do 
so  would  seemingly  invite  additional  danger 
of  infection. 

'I'lie  mortality  of  all  classes  of  congenital 
hernia  into  the  cord,  regardless  of  the  method 
of  treatment,  is  given  by  Keene  as  30  per  cent. 
Most  of  these  cases  were  considered  hopeless 
until  the  advent  of  modern  surgery. 

The  tables  from  which  the  preceding  infor- 
mation was  gleaned  contain  reports  of  cases  of 
over  one  hundred  years  ago.  Some  of  the 
tables  reported  only  cases  cured.  Hence,  ab- 
solute accuracy  in  estimating  mortality  and 
morbidity  is  impossible,  and  judgment  must  of 
necessity  be  narrowed  down  to  better  known 
cases  of  modern  times. 

The  case  the  writer  wishes  to  report  was 
that  of  a full  term  male  child,  weight  about 
seven  pounds,  delivered  by  Cesarean  section  on 
account  of  pre-partum  eclampsia. 

The  mother  was  a mulatto  primipara,  seven- 
teen years  of  age,  physically  quite  robust,  with 
a congenital  glaucoma  of  the  left  eye,  and  a 
negative  Wassermann.  When  admitted,  she 
was  given  morphine  gr.  14  with  hvoscine  gr. 
1/150  in  hope  of  controlling  convulsions;  but 
when  the  futility  of  this  was  evident,  she  was 
sent  to  the  operating  room  and  quickly  de- 
livered. 

The  hernia  in  the  child  was  noted  during 
delivery,  and  as  soon  as  the  mother  was  dis- 
posed of,  a careful  inspection  of  this  was  made. 
It  consisted  of  a livid  mass  about  three  inches 


in  diameter,  projecting  into  the  much  thinned 
cord  which  led  from  the  summit  of  the  mass. 
The  hernia  projected  through  the  abdominal 
wall  about  two  inches. 

Realizing  that  something  had  to  be  done,  and 
that  any  form  of  ligation  or  strapping  was  out 
of  the  question,  the  patient  was  prepared  for 
immediate  operation.  As  he  had  been  con- 
siderably narcotized  by  the  morphine  and 
hvoscine  given  his  mother,  the  operation  was 
was  started  without  any  additional  anaesthetic, 
after  bathing  the  abdomen  well  with  alcohol. 

The  sac  was  first  opened  for  inspection  of  its 
contents,  and  a short  survey  revealed  the  en- 
tire mass  to  be  the  liver,  dome  forward  un- 
attached to  anything  except  the  cord  and  to 
this  only  by  a cob-web  like  filament  of  tissue 
arising  from  the  crest  of  the  liver.  The  vessels 
of  the  cord  were  re-tied  where  they  entered  the 
liver,  the  sac  cut  away  from  the  margin  of  the 
opening,  care  being  taken  to  denude  the  edge 
of  the  abdominal  wall.  As  this  proceeded  the 
edges  of  the  wound  were  picked  up  by  forceps. 
The  liver  was  then  shoved  back  into  its  normal 
position.  When  the  cord  was  removed  a hole 
was  left  that  seemed  hopeless.  Clearly  any 
ordinary  method  of  closure  promised  but  little 
hope  of  success.  Finally,  it  was  decided  to  try 
a purse-string  suture  introduced  from  the 
peritoneal  side  to  the  subcutaneous  tissue,  for 
the  following  reasons : 

1st.  To  reduce  as  far  as  possible  the  size  of 
the  opening,  which  might  permit  of  an  ordi- 
nary abdominal  closure,  protected  by  a good 
tension  suture. 

2nd.  To  bring  as  much  muscle  and  fascia  as 
possible  toward  the  miclline,  to  serve  as  a basis 
for  a future  operation,  should  any  be  neces- 
sary. 

3rd.  Because  of  the  realization  that  any  form 
of  suturing  was  liable  to  cut  out  at  least  in  part, 
and  that  a suture  from  the  peritoneal  side,  on 
account  of  the  rapid  reparative  action  of  the 
peritoneum,  while  cutting  might,  if  not  in- 
fected, be  followed  fast  enough  by  plastic  exu- 
date to  fill  the  gap  produced. 

4th.  A suture  here,  though  under  tension  and 
cutting,  would  be  less  liable  to  be  followed  by 
infection  than  skin  sutures. 

Accordingly,  with  a curved  needle  and 
iodized  catgut  a deep  purse-string  suture  was 
placed  nearly  one-half  inch  below  the  inner 
margin  of  the  wound,  from  the  peritoneum  to 
the  subcutaneous  tissue.  When  this  was  com- 
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pleted,  gentle  efforts  were  made  to  close  the 
opening,  the  baby  being  flexed  and  tension  on 
the  suture  ends  maintained.  The  opening 
gradually  narrowed  and  to  the  surprise  of 
every  one  concerned,  closed.  As  this  was  more 
than  had  beeen  anticipated,  in  spite  of  the 
horrible  pucker  of  the  wound  edges,  it  was 
decided  very  shortly  to  let  well  enough  alone. 
The  skin  edges  were  straightened  out  as  best 
they  could  be,  and  approximated  with  a silk- 
worm gut.  Over  this  was  placed  the  dressing, 
held  by  adhesive  straps  completely  encircling 
the  body,  applied  from  the  hips  up  forcibly 
enough  to  produce  considerable  pressure,  with 
a double  purpose  in  view : 

1st.  To  take  all  possible  tension  off  the 
sutures. 

2nd.  To  keep  the  liver  up  where  it  belonged 
in  the  hope  that  it  would  stay  there. 

All  this  was  done  without  anj^  other  anaes- 
thetic than  the  morphine  and  hyoscine  the  boy 
had  received  from  his  mother.  Not  one  cry 
nor  whimper  escaped  him  during  the  opera- 
tion, nor  did  he  seem  to  be  in  any  degree 
shocked. 

The  next  day  his  temperature  was  102  per 
rectum.  It  decreased  until  it  became  normal 
on  the  third  day.  On  the  seventh  day  the 
lower  straps  were  cut,  the  dressing  gently  ele- 
vated and  the  wound  inspected.  It  showed  no 
signs  of  infection.  The  dressings  were  re- 
placed and  strapped  as  before,  and  removed  on 
the  eleventh  day.  By  this  time  a readjustment 
had  taken  place  in-  the  appearance  of  the 
wound.  It  was  seen  to  be  a vertical  scar.  The 
skin  sutures  were  removed;  the  wound  dusted 
with  zinc  stearate,  and  the  dressing  reapplied 
as  in  the  first  instance.  On  the  fourteenth  day 
all  dressings  were  removed.  The  wound  was 
completely  healed,  seemed  to  have  a solid  front 
and  presented  no  evidence  whatever,  except  a 
vertical  scar,  of  having  been  the  site  of  a 
hernia. 

On  the  twenty-second  day,  both  mother  and 
child  were  sent  home  alive  and  well. 

The  child  developed  glaucoma  of  the  left 
eye  about  two  months  after  birth,  and  about, 
two  months  later  influenza,  f o 1 lo  w e d by 
broncho-pneumonia,  from  which  he  died. 

In  conclusion,  the  writer  would  urge  im- 
mediate radical  operation  for  these  cases.  The 
field  at  birth  is  more  nearly  sterile  than  it  will 
ever  be  afterward.  The  nervous  system  is  not 
yet  so  sensitive  to  stimuli,  and  the  danger  of 


shock  is  small.  After  operating,  be  certain  to 
apply  a dressing  that  will  relieve  all  tension 
on  the  stutures.  Many  good  operations  have 
been  rendered  abortive  by  imperfect  dressings, 
while  mediocre  surgery  has  frequently  been 
crowned  by  success  simply  because  the  dress- 
ings completed  the  operative  design. 
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CHOLECYSTOSTOMY  VERSUS 
CHOLECYSTECTOMY. 

By  B.  M.  BAKER,  M.  D.,  Norfolk,  Va. 

When  I think  about  gall-bladder  disease,  I 
am  very  pleasantly  reminded  of  my  good  old 
friend  and  patient,  John  Turner  by  name, 
eighty-five  years  of  age.  Some  ten  years  or  more 
ago  he  sought  my  aid  because  he  was  suffer- 
ing from  “dyspepsy  and  misery  in  his  stom- 
ach.” The  ordinary  survey,  history,  examina- 
tion and  X-ray  aid,  brought  me  to  the  point 
when  I was  forced  to  tell  John  that  he  must 
part  with  his  gall-bladder.  This  caused  him 
to  look  sad  and,  without  saying  very  much,  he 
left  me.  Not  long  after,  however,  he  returned 
saying,  “Doctor,  God  knows  sump’n  will  hev  ter 
be  did  wid  my  stommick.”  When  I repeated 
my  former  statement  about  his  gall-bladder,  he 
looked  up  and  said,  “Doctor,  ah  suttenly  duz 
like  dem  ‘greens’  an’  ah  hates  to  gib  ’em  up.” 
Well,  I replied,  what  makes  you  think  you’ll 
have  to  give  them  up?  His  answer  was,  “You 
can't  eat  ‘greens’  wid  no  gall-bladder,  kin  yer?” 
Upon  reassuring  him  that  the  gall-bladder 
was’nt  a necessity  in  the  eating  of  ‘greens,’  he 
was  at  once  a happy  man,  and  said,  “If  dat’s  so, 
jes’  go  ’haid  an’  do  whut  yer  gwine  do,  but  I 
sho’  did  alius- think  dat  culler’d  folks  an’  cows 
had  ter  hev’  an  onusual  big  gall-bladder  to 
he’p  em  dejest  all  de  ‘greens’  dey  eat.  An’ 
anywajq  please  don’  fergit,  when  yea  is  in  dat 
locality,  ter  fix  things  right  so  dere  won’  be 
no  question  ’bout  my  stommick  talcin’  keer  uv 
collards  too.” 

Because  of  the  very  prompt  and  satisfactory 
response  to  a letter  sent  to  the  heads  of 
prominent  surgical  clinics,  I am  armed,  I trust, 
with  a compilation  of  facts  from  men  worth 
while.  As  expuessed  by  one  of  these  gentlemen, 
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“The  truth  is  to  be  found  somewhere  between 
the  two.” 

That  the  gall-bladder  is  supplied  to  the 
human  being,  and  some  of  the  inferior  animals, 
for  some  good  purpose,  there  can  be  no  doubt 
in  my  mind.  In  other  words,  it  has  a useful 
function  without  question,  but  it  has  been 
clearly  demonstrated  that  we  can  all  get  along 
without  the  organ,  and  are  we  not  better  off 
with  the  bile  flowing  directly  from  the  liver 
cells  through  the  liver  ducts  to  the  intestines 
than  to  continue  using  a diseased  gall-bladder 
with  the  inflammation  starting  as  it  does  in  its 
mucosa,  and  which,  if  unchecked,  Avill  lead, 
without  doubt,  to  subsequent  pathology  in 
deeper  tissues? 

We  are  a little  hazy  from  a physiological 
standpoint  as  to  the  normal  function  of  the 
gall-bladder.  From  an  embiyological  point  of 
view,  it  seems  that  in  some  species  it  can  be  well 
done  without,  and  that  in  man  it  is  a specialized 
development  in  the  evolutionary  scale.  Animal 
experiments  on  its  removal  would  tend  to  indi- 
cate that  no  ill  effects  result,  and  this  is  based 
upon  a great  mass  of  experimental  observa- 
tions. 

On  the  other  hand,  the  gall-bladder  Can  be 

J CD 

quite  definitely  shown  to  undergo  slow  and, 
more  or  less,  rhythmic  contractions  which  can 
only  be  interpreted  as  being  for  the  express 
purpose  of  expelling  the  contained  bile  into 
the  duodenum.  As  to  Avhether  it  adds  or  sub- 
tracts from  the  bile  by  the  process  of  secretion 
or  absorption,  nothing  of  real  value  can  be 
said.  Certainly  at  the  end  of  the  common  duct 
there  is  a sphincter  guarding  the  orifice,  and 
this  is  supplied  with  nerves  in  connection  with 
those  to  the  bladder  itself,  whereby  a reciprocal 
innerA-ation  is  the  result  (alternate  excitation 
and  inhibition). 

HoweArer,  poor  is  the  physiologist  who  can- 
not realize  that  just  as  truly  is  medicine  and 
surgery  indispensable  to  him,  and  certainly 
gall-bladder  surgery  is  a case  in  point. 

The  results  of  operative  procedures  are  just 
as  conclusive,  if  not  more  so,  than  the  labori- 
ously and  scientifically  controlled  laboratory 
observations.  Since  it  has  been  demonstrated 
that  we  can  get  along  very  comfortably  with- 
out a gall-bladder,  physiologists  can  take  this 
as  substantial  evidence  that  whateArer  their  ob- 
servations point  to,  we  all  must  consider  the 
gall-bladder  a specialized  reservoir  and  not  an 
indispensable  one.  If  the  results  of  cholecystec- 


tomy Avere  the  reA'erse,  then  we  would  have  to 
boAv  to  the  physiologist  and  say  that  he  was 
justified  in  maintaining  a specialized  function 
for  the  organ. 

A revieAV  of  the  literature  from  many  of  the 
most  reliable  clinics  brings  out  the  fact  that  in 
all  early  gall-bladder,  duct  and  low  grade  pan- 
creatic diseases,  and  where  there  are  no  contra- 
indications, unquestionably  the  bladder  re- 
moval is  the  operation  of  choice.  The  trend  of 
action  for  years  has  been  steadily  moving  in 
this  direction  and  the  predominance  of  re- 
movals over  drainage  is  so  great  that  there  can 
be  little  doubt  of  its  Avisdom  in  the  hands  of 
competent  surgeons. 

1.  It  is  more  suitable  for  more  conditions. 

2.  It  is  the  operation  of  the  early  stages  of 
gall-bladder  disease. 

3.  It  can  be  done  without  drainage  and, 
therefore,  the  convalescence  is  much  shortened. 

(May  I digress  a little  by  asking  for  free 
discussion  of  the  point  as  to  whether  these 
operations  can  be  safely  done  without  drain- 
age, made  necessary  by  difficulty  of  prompt 
and  satisfactory  healing  of  the  upper  abdomen, 
and  the  prevention  of  possible  hernia,  and  cau- 
tion about  haAfing  the  stitches  in  long  enough 
to  get  firm  union  ? ) 

4.  It  accomplishes  more. 

5.  It  is  followed  by  few  adhesions. 

6.  It  makes  the  likelihood  of  secondary 
operations  less,  which  is  attended  with  great 
difficulties  in  the  upper  abdomen. 

Cholecystostomy,  or  gall-bladder  drainage,  is 
indicated  where  cholecystectomy  is  impractica- 
ble in  advanced  gall-bladder  disease  when  com- 
plicated by  advanced  liver,  gall-bladder,  duct 
and  pancreatic  disease,  and  especially  in  those 
cases  where  jaundice  is  present.  It  is  indi- 
cated where  hurry  in  operating  is  necessary, 
especially  in  complicated  cases,  viz.,  in  the 
Arery  acute  cases,  to  tide  over  a crisis,  and  as 
a forerunner  of  a subsequent  cholecystectomy. 
It  is  indicated  where  there  is,  or  where  it  is 
believed  there  probably  will  follow,  a stenosis 
of  the  common  duct,  and  in  the  presence  of 
deep-seated  and  far-advanced  disease  of  the 
duct,  liver  and  pancreas,  in  which  conditions 
there  is  greater  necessity  for  more  prolonged 
and  thorough  drainage.  It  is  further  indi- 
cated in  the  far-advanced  and  obstruction  cases 
to  eliminate  the  question  of  the  possible  diffi- 
cult and  dangerous  procedure  of  re-construc- 
tive work  on  the  common  duct  subsequently. 
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This  brings  us  to  the  question  of  gall-blad- 
der drainage  and  whether  it  shall  be  internal 
or  external,  and,  if  internal,  the  mode  of  pro- 
cedure. Recently  Dr.  John  Deaver  has  ex- 
perimented along  this  latter  line.  He  claims 
for  it  more  satisfactory  and  more  prolonged 
drainage,  lessening  the  likelihood  of  more 
rapid  and  extensive  pathology  taking  place  be- 
cause of  the  thorough  drainage.  Of  course, 
this  is  new  and  time  has  not  elapsed  for  a 
thorough  test,  but  with  a gall-bladder  whose 
tissue  is  still  sufficiently  healthy  and  with 
patulous  hepatic  and  cystic  ducts,  I see  no  rea- 
son why  the  procedure  of  anastomosis  to 
stomach  or  intestine  should  not  be  feasible  and 
satisfactory,  as  claimed  by  Dr.  Deaver. 

I cannot  leave  this  subject  without  bringing 
out  clearly  what  is  held  to  by  great  men  in  our 
profession,  namely,  the  difficult  and  question- 
able procedure  of  draining  the  gall-bladder 
or  ducts  satisfactorily  with  a rubber  tube  and, 
if  so,  then  the  suggestion  of  Dr.  Deaver  for 
internal  drainage  in  certain  cases  by  anasto- 
mosis is  the  more  indicated. 

Now,  one  more  point,  and  I am  through.  In 
the  advanced  and  serious  cases,  especially  the 
ones  accompanied  with  jaundice,  the  matter  of 
estimating  the  percentage  of  liver  function  is 
most  important  in  the  choice  of  your  surgical 
procedure. 

I am  indebted  to  the  Chief  of  the  Pathologi- 
cal Laboratory  of  Lankenau  Hospital,  Dr. 
Riemann,  for  the  following  brief  explanation 
of  hepatic  function : 

“An  accurate  estimation  of  hepatic  function 
is  of  equal,  and  as  we  have  come  to  believe,  or 
greater  importance  than  an  estimation  of  kid- 
ney function.  The  tests  which  have  been  de- 
vised for  determining  the  functional  ability 
of  the  kidney  are  eminently  satisfactory  from 
the  practical  point  of  view,  but  unfortunately 
those  which  have  been  revised  for  the  same 
purpose  concerning  the  liver  have  not  given 
the  results  which  are  necessary  for  an  accurate 
decision.  There  are  probably  a number  of  rea- 
sons for  this.  The  chief  function  of  the  kid- 
neys, as  far  as  we  know,  is  excretion,  and  this 
product  of  excretion  can  be  accurately  collected 
and  analyzed;  furthermore,  the  kidney  deals 
chiefly  with  end-products,  and  our  knowledge 
of  the  metabolism  of  end-products  is  far  more 
complete  than  our  knowledge  of  the  inter- 
mediate products  of  metabolism  with  which  the 
liver  has  a good  deal  to  do.  There  is  no  one 


who  will  deny  that  the  function  of  the  kidney 
is  complicated;  the  function  of  the  liver  is 
much  more  so,  because  it  is  concerned  not  only 
in  excretion  but  also  in  secretion.  Substances 
are  sent  by  the  liver  in  two  directions,  bile  to- 
ward the  intestines,  and  sugar,  urea,  etc.,  to- 
ward the  blood.  The  liver  is  greatly  concerned 
in  carbohydrate  metabolism,  but  it  also  has  to 
do  with  the  metabolism  of  proteins  and  fats. 
In  order,  therefore,  to  make  an  appraisal  of 
the  functions  of  the  liver,  we  must  necessarily 
examine  its  ability  in  regard  to  all  of  these  fac- 
tors. We  need  hardly  call  attention  to  the 
difficulties  in  collecting  all  the  bile,  and  if  all 
is  not  collected  over  a given  test  period,  the  re- 
sults, of  course,  are  necessarily  inadequate. 
There  is  a probability  that  if  one  function  is 
diminished,  others  are  apt  also  to  be  affected, 
but  we  have  no  proof  of  it  any  more  than  we 
have  of  the  relative  suppression  of  function 
of  one  to  the  other;  furthermore,  there  is  al- 
ways the  possibility  that  one  function  may  be 
impaired  and  the  others  scarcely  interfered 
with.  In  brief,  the  quantitative  relations  are 
entirely  unknown,  and,  in  addition,  the  relative 
importance  to  the  organization  as  a whole  of 
the  individual  functions  is  also  unknown  to 
any  mathematical  degree.  Furthermore,  the 
liver  has  a very  large  margin  of  safety,  as  large 
as.  if  not  larger  than,  most  other  organs  of  the 
bod}r.  This  means  that  for  any  test  to  be  of 
value,  the  results  must  indicate  wide  differences. 
From  these  considerations,  it  is  clear,  therefore, 
that  examination  with  one  substance  or  an- 
other, as,  for  example,  phenoltetrachlorphtha- 
lein,  can  give  results  which  are  short  of  the 
theoretical  and  also  of  practical  desirability. 
AYe  feel  that  allowing  the  patient  to  remain  in 
bed  for  a few  days  while  careful  examinations 
are  made  of  those  constituents  of  the  blood 
which  are  ordinarily  examined  under  several 
different  circumstances,  diet,  water  intake,  etc. 
together  with  functional  tests  of  the  urine,  are 
more  valuable  than  one  single  test  applied  di- 
rectly to  the  liver.  In  our  hands  phenoltetra- 
chlorphthalein,  if  relied  upon  with  nothing 
else,  is  liable  to  prove  disappointing,  but  if 
used  in  conjunction  with  the  other  data,  it  has 
a definite  auxiliary  use.” 

Discussion. 

Dr.  R.  L.  Payne,  in  connection  with  the  question 
of  drainage,  said  that,  when  practicable,  he  used  as 
a substitute  for  internal  drainage,  an  operation  in 
which  the  gall-bladder  itself  was  opened  and  at- 
tached to  the  peritoneum,  forming  a temporary  fis- 
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tula.  He  also  brought  out  the  fact  that  closing  the 
abdomen  without  drainage  after  cholecystectomy  had 
not  been  found  a satisfactory  procedure. 

Dr.  W.  B.  Martin  brought  out  the  fact  of  rarity  of 
gall-bladder  diseases  in  the  negro,  especially  to  the 
formatiop  of  stones. 


THE  DETERMINATION  OF  ACTIVITY  IN 
PULMONARY  TUBERCULOSIS. 

By  DEAN  B.  COLE,  M.  D.,  Richmond,  Va. 

The  term  “active”  is  so  extensively  used  in 
connection  with  pulmonary  tuberculosis  that 
it  has  all  but  become  the  one  qualifying  phrase. 
Formerly  we  heard  a great  deal  about  incipient 
tuberculosis  and  arrested  tuberculosis,  but  now 
the  all-absorbing  topic  in  connection  with  tu- 
berculosis is  that  of  activity.  For  several  years 
I have  been  asking  physicians,  patients  and 
others  who  use  the  term  “active”  the  question, 
“What  do  you  consider  activity  in  tuberculo- 
sis?”, and  the  answers  would  till  a volume  if 
not  form  an  encyclopedia.  During  the  past 
year  I wrote  to  five  tuberculosis  clinicians,  who 
are  numbered  among  the  most  prominent  in 
America,  asking  each  of  these  the  same  ques- 
tion, “What  do  you  consider  activity  in  tuber- 
culosis?” Each  of  these  men  was  good  enough 
to  reply  and  explain,  but  they  failed  to  agree. 
However,  all  make  it  plain  that  activity  is  the 
wrong  road  to  recovery. 

In  the  diagnosis  and  treatment  of  pulmonary 
tuberculosis  the  physician  must  consider  not 
only  the  disease  but  the  patient ; and,  in  so  far 
as  the  patient  is  concerned,  the  activity  of  the 
disease  is  the  most  important  question.  All  of 
us  speak  glibly  and  profoundly  of  “activity,” 
but  few  of  us  care  to  define  it. 

In  the  Army  I have  seen  many  men  suffering 
with  tuberculosis  classified  as  inactive  because 
from  their  lungs  could  not  be  produced  suffi- 
cient or  satisfactory  rales.  Symptoms , unless 
severe,  were  given  but  little  consideration. 
And,  again,  patients  who  wex-e  apparently  well 
except  for  the  presence  of  tuberculous  rales, 
were  classified  and  frequently  treated  as  active. 

On  the  other  hand,  at  one  sanatorium  I have 
seen  one  patient  classified  as  active  and  another 
as  inactive  where  the  difference  in  symptoms 
was  no  greater  than  two  to  four  heart  beats 
per  minute  or  from  two-  to  four-tenths  of  a 
degree  in  temperature  throughout  an  observa- 
tion period  of  one  week.  However,  this  classi- 
fication is  only  one  of  the  factors  that  deter- 
mined the  treatment  of  each  individual.  Also, 
patients  in  whom  symptoms  were  sufficiently 


pronounced  to  be  almost  but  not  quite  enough 
for  a classification  of  active  are  classified  as 
“potentially  active,”  and  treated  accordingly. 
Systemic  symptoms,  such  as  afternoon  rise  in 
temperature  and  acceleration  of  pulse  rate,  are 
considered  only  in  relation  to  activity  or  de- 
gree of  activity,  and  not  as  diagnostic  criteria. 

Some  specialists  prefer  dividing  the  term 
“active”  into  “clinical”  activity  and  “pathol- 
ogical” activity;  the  former  being  in  terms  of 
the  patient  and  how  he  reacts  to  the  disease 
in  so  far  as  can  be  determined  by  clinical  symp- 
toms; and  the  latter  how  the  disease  affects  the 
patient  locally , as  shown  by  physical  find- 
ings, X-ray  examinations,  sputum  and  other 
analyses.  Most  clinicians  who  make  the  dis- 
tinction of  “clinical”  and  “pathological”  activ- 
ity, include  under  the  latter  any  change  taking 
place  in  the  lesion,  whether  for  better  or  for 
worse.  To  this,  Dr.  Krause  objects  and  per- 
haps correctly.  He  would  speak  of  a change 
in  the  lesion  for  better  as  retrogression , and 
for  the  worse,  “activity.” 

Writing  in  Nelson’s  Loose  Leaf  Medicine, 
Krause  says  in  part  as  follows:  “From  infec- 
tion to  detection  lesion  pursues  characteris- 
tically a halting  course;  there  are  periods  of 
progression  and  there  are  periods  of  retrogres- 
sion ; there  are  times  when  it  extends,  and  in- 
tervals when  it  remains  confined  to  certain 
limits.  But,  until  final  healing  occurs,  we  can  be 
certain  that  there  is  never  absolute  stasis;  at 
any  given  time  sclerosis  is  going  on  and  keep- 
ing ahead  of  necrosis,  or  necrosis  is  temporarily 
gaining  the  upper  hand;  and  throughout  the 
whole  period  of  its  existence,  every  lesion  has 
at  any  particular  time  its  own  peculiar  resist- 
ance or  accessibility  to  outside  influences,  to 
forces  or  stresses  to  which  it  may  be  subjected 
by  the  surrounding  tissues.  Because  of  con- 
tinually changing  local  or  constitutional  activi- 
ties, those  tissues  that  enclose  tubercles  are  ex- 
periencing wide  fluctuations  of  physiological 
(normal  or  pathological)  activity,  and  these 
will  be  reflected  upon  the  tubercle.  In  fact,  it 
cannot  be  otherwise.” 

Also  in  another  chapter  of  the  same  book, 
Dr.  James  Alexander  Miller  says  in  part  as 
follows:  “The  clinical  manifestations  of  the 
disease  divide  themselves  into  two  main  cate- 
gories, the  focal,  caused  by  the  lesions  in  the 
lung,  of  which  the  physical  signs  are  the  most 
important  evidence,  and  the  constitutional  or 
systemic,  which  are  indicated  by  the  symptoms 
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presented.  Of  the  two,  the  constitutional 
symptoms  are  the  most  important  both  for  the 
diagnosis  of  the  disease  and  for  the  apprecia- 
tion of  its  degree  of  severity  or  activity.” 

Dr.  Charles  Minor,  in  discussing  activity, 
says  in  part:  “I  would  try  to  deline  it  as  that 
condition  in  which  the  disease  is  making  prog- 
ress and  not  being  held  in  check  by  the  resist- 
ing powers  of  the  body.  This  is  only  safely 
estimated  by  the  symptoms  of  the  disease, 
though  to  the  experienced,  physical  signs,  like 
moist  rales,  progressively  newT  lesion-breath 
sounds,  advancing  percussion  changes,  signs  of 
softening  and  excavation,  are  a most  valuable 
adjunct.  In  a case  with  very  slight  and  lessen- 
ing symptoms,  we  can  greatly  discount  any  but 
the  most  pronounced  signs.  Whereas,  however 
good  the  signs,  advancing  symptoms  are  always 
serious.” 

Dr.  E.  R.  Baldwin,  on  the  other  hand,  says 
in  part,  “I  consider  all  forms  of  tuberculosis 
active  that  are  not  healed  so  that  the  ordinary 
wear  and  tear  of  life  has  no  further  effect  in 
arousing  reactions.  The  expression  “potenti- 
ally active”  has  been  adopted  by  the  staff  at  the 
sanatorium  here  and  I think  it  is  foolish  to 
discriminate  betweeen  pathological  and  clinical 
activity.” 

The  present  classification  of  the  United 
States  Veterans  Bureau  is  as  follows:  Active; 
non-active;  unimproved ; improved;  quiescent; 
apparently  arrested;  arrested;  apparently 
cured.  This  seems  to  me  as  an  attempt  to  get 
in  so  far  as  possible  a fool-proof  classification. 
However,  in  spite  of  this,  many  differences  and 
difficulties  arise.  It  may  make  a great  differ- 
ence to  a tuberculous  veteran  whether  he  is 
classified  as  active  or  quiescent.  I have  seen 
claims  disallowed  because  claimants  were  classi- 
fied as  quiescent  instead  of  active.  Also.  I have 
seen  some  whom  I classified  as  active  at  time 
of  examination  whose  claims  would  have  been 
disallowed  if  classified  otherwise.  These  men 
were  hospitalized  and  frequently  from  three  to 
six  weeks  elapsed  from  the  time  they  were 
examined  for  the  Veterans  Bureau  before  they 
were  admitted  into  a government  hospital ; dur- 
ing this  time  many^  of  these  men  were  resting,  as 
instructed,  and  by  the  time  of  admission  to  a 
government  hospital,  active  symptoms  had  sub- 
sided and  they  wei*e  properly  classified  as 
quiescent.  However,  there  is  a United  States 
Veterans  Bureau  regulation  number  20  B,  Sec- 
tion 7033,  which  is  as  follows:  “A  Diagnosis 


of  Active  Pulmonary  Tuberculosis  shall  be 
considered  as  established  Avhere  two  or  more 
of  the  following  findings  are  shown. 

(a)  Sputum  positive  for  tubercle  bacilli. 

(b)  Pleurisy  with  effusion. 

(c)  Cavity  or  pneumothorax  diagnosed  by 
stereogram  and  physical  examination. 

(d)  Active  tuberculous  lesion  evidenced  by 
definite  physical  findings,  indicating  a tuber- 
culous involvement,  most  characteristic  of 
which  are  typical  indeterminate,  localized,  per- 
sistent moist  l’ales  (commonly  called  crepitant 
and  subcrepitant  in  the  upper  lobes),  increased 
or  manifested  on  the  first  inspiration  after  a 
forced  expiration  followed  by  a cough. 

(e)  X-ray  findings,  of  which  Roentgeno- 
graph stereograms  manifesting  cottony  densi- 
ties, cirrhous  clouding  or  areas  of  rarefaction 
surrounded  by  annular  ring  shadows,  inter- 
preted as  cavities,  diagnostic  of  tuberculous  in- 
filtration, caseation  or  cavitation. 

(f)  Active  tuberculous  lesion  evidenced  by 
definite  toxaemia  of  probable  tuberculous 
origin,  manifested  by  one  or  more  of  the  fol- 
lowing symptoms:  fever,  loss  of  weight,  and 
rapid  ‘resting’  pulse.” 

The  above  Section  7033  is  from  the  United 
States  Veterans  Bureau  regulation  number 
20  B,  dated  January  5,  1923,  and  is  again 
quoted  under  United  States  Veterans  Bureau 
Regulation  No.  73,  dated  July  29,  1921,  which 
indicates  that  it  has  never  been  annulled.  How- 
ever, on  January  10,  1924,  was  issued  District 
Instructions  No.  339 — Re  :-Roentgenography  in 
the  Diagnosis  of  Phthisis,  one  paragraph  of 
which  is  as  follows : “The  activity  or  inactivity 
of  a tuberculous  lesion  is  to  be  determined  by 
symptoms,  as  neither  physical  signs  nor  radiog- 
raphy can  determine  this  point.  Physical 
signs  have  frequently  brought  out  lesions  and 
extensions  invisible  on  the  X-ray;  while  the 
latter  have  shown  only  rarely  ones  not  found 
by  the  former.  Although  the  value  of  the 
X-ray  in  the  diagnosis  of  early  tuberculosis 
still  remains  to  be  proven,  there  can  be  no  ques- 
tion as  to  its  advantages  in  showing  the  extent 
of  the  lesion  and  in  the  detection  of  encysted 
empyema  or  a partial  pneumothorax.”  Ob- 
viously the  same  author  did  not  write  both 
Section  No.  20  B and  District  Instructions  No. 
339.  It  is  also  very  apparent  that  one  or  both 
should  be  revised.  To  me  the  former  No.  20  B 
seems  a most  comprehensive  synopsis  of  the 
entire  problem  of  activity  in  tuberculosis. 
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Must  we  not  decide  if  the  disease  constitutes 
in  itself  a handicap?  Is  it  likely  to  handicap 
the  claimant  more  as  time  passes  or  will  the 
disability  become  less?  Admitting  the  diffi- 
culty, if  not  the  impossibility,  of  making  exact 
percentages  of  handicaps  from  tuberculosis 
such  as  are  made  in  cases  of  surgical  injuries, 
where  compensation  is  involved,  we  may  still 
determine  with  some  degree  of  proximation  if 
two  factors  are  kept  constantly  in  mind : First, 
the  disease  may  be  minimal  in  extent  and  yet 
give  rise  to  symptoms  so  pronounced  as  to 
make  immediate  treatment  necessary.  Second, 
at  the  time  of  examination  claimant’s  symptoms 
may  be  negligible  and  yet  physical  and  X-ray 
findings  may  show  a lesion  so  extensive  as  to 
involve  one  or  more  lobes,  even  all  lobes,  mak- 
ing claimant  potentially  active  at  all  times  until 
healing  takes  place.  After  all,  legislators  and 
others  who  use  the  term  active  in  connection 
with  tuberculosis  must  have  in  mind  physical 
handicap  caused  the  individual  by  the  disease 
rather  than  just  a difference  of  a few  heart 
beats  or  a little  temperature,  or  a few  rales  in 
the  chest  and  as  is  so  aptly  expi'essed  by  Dr. 
Baldwin’s  definition,  “I  consider  all  forms  of 
tuberculosis  active  that  are  not  healed  so  that 
the  ordinary  wear  and  tear  of  life  has  no 
further  effect  in  arousing-  reaction.” 

Medical  Arts  Building. 


VACCINIA  OF  EYELIDS  IN  AN 
UNVACCINATED  BOY 

By  CHARLES  A.  YOUNG,  M.  D.,  Roanoke,  Va. 

Ophthalmic  Literature  for  the  years  19:21 
(Vol.  17),  and  1922  (Vol.  18),  and  The  Oph- 
thalmic Year  Book  for  the  years  1923  (Vol. 
19),  and  1924  (Vol.  20),  i-eport  no  cases  of  vac- 
cina of  the  eyelids  in  unvaccinated  persons, 
although  The  Ophthalmic  Year  Book  of  1923 
(Vol.  19),  gives  the  following  abstracts  of  vac- 
cina of  the  eyelids  produced  by  auto-inocula- 
tion. 

In  Ball  and  Toomey’s  patient  (Vaccinia 
of  Eyelids  by  Homoinoculation.  J.  A.  M.  A. 
1922,  V.  79,  pp.  935-93G),  disturbance  about 
the  eyelids  were  noticed  on  the  inner  end  of 
the  left  upper  eyelid,  one  week  after  a first 
vaccination  upon  the  thigh.  It  consisted  when 
first  seen  of  a small  “pimple  tipped  with  a yel- 
low head.”  The  vesicle  grew  so  rapidly  that  it 
trebled  the  diameter  of  its  ba>se  within  two 
hours.  It  did  not,  however,  increase  in  height. 
The  areola  about  the  vesicle  spread  rapidly 


and  involved  both  eyelids  during  the  night.  A 
second  palpebral  vesicle  (on  the  lower  lid)  was 
first  noticed  about  two  weeks  after  the  appear- 
ance of  the  first.  Chemosis  developed  rapidly. 
Six  satellite  vesicles  appeared  several  days 
later,  with  preauricular  adenopathy.  There 
was  no  constitutional  involvement.  The  indi- 
cations were  that  there  would  be  no  scarring 
or  disfigurement,  except  a small  translucent 
stellate  scar  over  the  inner  end  of  the  upper 
palpebral  margin. 

Sedan  (Vaccinal  Ocular  Affections,  Ann. 
d'Ocul .,  1922,  V.  159,  pp.  604-610)  observed  a 
case  of  ocular  localization  of  vaccinia  in  a 
child  aged  six  months,  in  which  the  inocula- 
tion against  small-pox  was  conveyed  from  the 
thigh,  the  seat  of  vaccination,  to  the  eye.  The 
constant  presence  of  chains  of  streptococci  en- 
dangered the  making  of  a correct  diagnosis 
and  prognosis.  The  benign  nature  of  the  cor- 
nPal  complication  and  its  rapid  and  happy 
termination  was  of  especial  interest,  since  this 
conjunctival  infection  nearly  led  to  the  injec- 
tion of  an  autogenous  streptococcic  vaccine. 
Conjunctival  inoculation  is  apparently  less 
serious  than  that  of  the  cornea  direct. 

Robe  it’s  patient,  a ten  year  old  girl  (Intra- 
ocular Hemorrhage  Following  Vaccination,  A. 
J . 0 .,  1922,  V.  5,  p.  397),  after  vaccination  de- 
veloped a sore  on  the  left  lower  lid  similar  to 
the  one  on  the  arm.  The  cornea  became  hazy 
and  the  anterior  chamber  filled  with  blood. 
Present  vision  only  perception  of  light. 

Case  Report. 

C.  M.,  white  boy,  six  years  of  age,  referred 
to  me  December  1,  1924,  by  Dr.  W.  M.  Oteyj 
on  account  of  marked  swelling  and  inflamma- 
tion  about  right  eye. 

History. — On  November  25th,  parents  no- 
ticed a condition  which  they  thought  to  be 
styes  (one  lesion  on  the  middle  portion  of 
lower  lid  and  the  other  toward  inner  canthus 
of  upper  lid),  both  being  at  margin  of  lids. 
November  28th,  child  had  fever  and  lids  were 
more  swollen.  November  29th  and  30th,  child 
still  had  fever  and  both  lids  of  right  eye  and 
right  side  of  face  were  swollen. 

Patient  had  never  been  vaccinated,  but  had 
been  sleeping  with  his  brother,  who  was  vac- 
cinated during  the  first  week  in  November  and 
evidently  carried  the  virus  from  his  brother’s 
arm  to  his  own  eye. 

Examination. — When  first  seen,  on  the  night 
of  December  1st,  both  lids  of  right  eye  were 
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markedly  swollen  and  indurated,  with  upper 
lid  extending  for  a distance  of  six  m.m.  over 
the  lower  lid.  Upper  lid  has  four  confluent 
ulcerated  lesions,  covered  with  a dirty  grayish 
white  membrane.  On  lifting  upper  lid,  simi- 
lar lesions  were  seen  on  lower  lid,  all  the 
lesions  being  on  or  a little  below  the  margin 
of  the  lids.  Right  side  of  face  was  markedly 
swollen,  extending  from  the  lower  jaw  below, 
to  the  supra-orbital  region  above,  and  extend- 
ing backward  to  right  ear.  Pre-auricular  gland 
on  right  side  moderately  enlarged  and  tender 
to  pressure.  Seven  satellite  vesicles,  ranging 
in  size  from  one  and  one-half  to  three  m.m.  in 
diameter,  were  to  be  seen  on  forehead,  nose 
and  lids  of  left  eye,  three  of  them  being  um- 
bilicated. 

On  December  2nd,  being  unable  to  separate 
lids  and  examine  cornea,  Dr.  Otey  anesthetized 
the  patient.  With  retractors  the  lids  were 
forcibly  opened,  the  conjunctiva  was  found  to 
be  very  chemotic,  the  cornea  clear,  and  the 
pupil  two  and  one-half  m.m.  in  diameter.  Ex- 
amination on  December  3rd  showed  swelling 
of  lids  lessened,  no  change  in  the  chemosis, 
cornea  clear,  pupil  still  contracted  although 
atropine  had  been  instilled  during  past  twenty- 
four  hours.  On  December  4th,  there  w7as  no 
change  except  the  ulcers  were  covered  with  a 
thick  brown  crust.  The  cornea  was, clear,  and 
pupil  dilated.  Began  use  of  potassium  chlorate 
solution,  grains  5 to  the  ounce,  as  hot  fomen- 
tations. The  following  day,  December  5th, 
there  v7as  very  marked  improvement,  swell- 
ing w?as  much  lessened,  and  the  patient’s  lids 
opened  for  the  first  time  without  the  use  of 
retractors.  The  pupil  was  dilated,  and  a 
small  superficial  opacity  (one  and  one-half 
m.m.  in  diameter)  of  cornea  appeared  below 
pupil  and  3 m.m.  above  limbus.  The  opacity 
did  not  stain  with  fluorescein.  On  December 
6th,  chemosis  and  swelling  of  lids  were  much 
less  pronounced.  Opacity  of  cornea  was  then 
only  1 m.m.  in  diameter,  and  did  not  stain  with 
fluorescein.  Pupil  was  dilated.  On  December 
8th,  patient  could  open  lids.  There  was  very 
little  swelling  of  lids  and  conjunctiva.  Crusts 
had  been  thrown  off,  leaving  clean  saucer- 
shaped  idcers  at  lid  margins.  No  cilia  pres- 
ent in  ulcerated  areas.  Pupil  was  dilated, 
the  opacity  was  still  smaller  and  did  not 
stain  with  fluorescein.  On  December  11th, 
the  lids  could  be  opened  about  two-thirds,  both 
lids  being  slightly  swollen,  the  ulcers  were 


clean  in  appearance,  and  thei*e  was  no  crust- 
ing except  on  one  lesion  of  upper  lid  toward 
intei'nal  canthus.  Cornea  clear,  the  opacity 
having  been  absorbed.  Pupil  was  dilated. 
O.  D.  vision  (under  atropine)  with  plus  1.75 
S was  6/15.  O.  S.  vision  without  glasses  or 
cycloplegia  was  6/12.  On  December  31st,  right 
lower  lid  showed  a scar  at  the  ciliary  lxiargin 
about  three  and  one-half  m.m.  in  diameter  very 
similar  in  appearance  to  the  scar  seen  on  the 
arm  following  vaccination.  Right  upper  lid 
showed  a similar  scar  at  the  ciliary  margin,  this 
scar  being  two  and  one-half  m.m.  in  diameter. 
Cornea  was  then  clear,  and  the  pupil  active,  i'e- 
acting  to  light  and  accommodation.  There 
were  no  cilia  present  iix  the  site  of  the  scars. 

Diagnosis. — The  diagnosis  was  made  from 
the  presence  of  the  umbilicated  vesicles  on  the 
adjaceixt  skin  and  from  the  history. 

Treatment  Used. — Solution  of  atropine  sul- 
phate (1  per  cent),  one  drop  in  right  eye  three 
times  a day.  Hot  fomentations  of  potassium 
chlorate,  grains  five  to  the  ounce,  applied  con- 
tinually, as  recommended  in  Swanzy’s  Diseases 
of  the  Eye  (Werner),  page  574,  acted  almost 
miraculously.  Boric  acid  ointixient  was  applied 
to  lids  evei’y  four  hours. 

612  MacBain  Building. 

SOME  QUESTIONS  INVOLVED  IN  THE 
TREATMENT  OF  FIBROIDS  OF  THE 
UTERUS.* 

By  CHARLES  R.  ROBINS,  M.  D„  Richmond.  Va. 
Professor  of  Gynecology,  Medical  College  of  Virginia ; Gynecol- 
ogist, Hospital  Division ; Surgeon,  Stuart  Circle  Hospital. 

In  the  light  of  our  present  knowledge  and 
experience,  what  treatment  is  to  be  advised  in 
fibroid  tumor  of  the  uterus,  and  what  condi- 
tions should  lead  us  to  recommend  a special 
line  of  treatment?  Such  an  inquii’y  opens  up 
a rather  large  field  and  we  will  not  undertake 
at  this  time  to  cover  all  of  the  questions  in- 
volved. We  will,  however,  present  some  of  the 
problems  which  are  of  more  common  occur- 
i-ence,  and  in  which  various  reasonable  doubts 
may  exist  as  to  what  treatment  will  best  serve 
the  welfare  of  the  patient. 

The  first  inquiry  that  suggests  itself  is : 
Should  we  ever  tell  the  patient  that  we  would 
not  advise  any  treatment  for  the  condition 
found?  I believe  that  there  ai'e  cases  of 
fibroids  in  which  this  advice  should  be  fol- 
lowed. Unfortunately,  however,  such  cases 

‘Read  before  the  Richmond  Academy  of  Medicine,  March 
10.  1925. 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


173 


are  comparatively  infrequent.  But  in  cases 
where  the  fibroid  is  small  and  where  the  patient 
is  young  and  with  the  prospect  of  matrimony 
or  pregnancy,  and  if  the  fibroid  is  not  produc- 
ing symptoms  and  if  they  appear  to  be  located 
in  the  upper  portion  of  the  fundus,  especially 
if  they  are  subperitoneal,  the  patient  can  be 
told  that  the  tumor  at  present  is  small  and  of 
little  consequence  and  she  can  be  directed  to 
present  herself  at  intervals  for  examination  in 
order  that  we  may  determine  the  rate  of 
growth.  It  is  perfectly  possible  for  such  a 
uterus  to  become  impregnated  and  for  the  pa- 
tient to  be  delivered  without  operative  pro- 
cedure. When  it  becomes  apparent,  however, 
that  the  tumor  is  growing,  treatment  should  be 
instituted  before  the  pathology  becomes  too 
great. 

In  what  cases  is  myomectomy  to  be  advised? 
The  answer  to  this  question  involves  likewise 
consideration  of  age,  matrimony  and  preg- 
nancy. There  is  no  more  attractive  appeal  than 
to  be  able  to  remove  the  tumors  and  to  leave 
a functioning  organ  behind.  Under  many  cir- 
cumstances myomectomy  is  to  be  advised,  but 
we  have  always  to  remember  that  our  efforts  at 
conservatism  may  and  probably  will  be  dis- 
appointing. The  difficulty  here  is  that  the 
most  characteristic  thing  about  fibroids  of  the 
uterus  is  that  they  are  multiple,  and  while  we 
may  succeed  very  well  in  removing  all  of  the 
nodules  that  may  be  detected,  we  must  rest 
assured  that  others  are  doubtless  present  that 
cannot  be  detected,  that  will  grow  and  produce 
pathology  as  much  as  the  nodules  that  have 
been  removed.  It  is  not  an  uncommon  experi- 
ence to  find  that  in  one  or  two  years’  time  fol- 
lowing myomectomies  we  are  confronted  with 
a uterus  larger  and  more  nodular  than  it  was 
lit  the  time  of  the  original  operation.  In  my 
own  experience  it  has  been  quite  uncommon 
to  secure  permanent  results  from  myomectomy. 
However,  under  conditions  already  mentioned, 
it  may  seem  to  be  worth  while  to  avoid  radical 
operation.  I think,  however,  that  the  case 
should  be  fully  explained  to  the  patient  or  to 
her  family  so  that  there  may  be  no  embarrass- 
ing explanation  when  a second  operation  is 
called  for. 

In  this  connection,  I would  like  to  call  atten- 
tion again  to  a type  of  operation  suggested  by 
me  a few  years  ago.  I refer  to  the  operation 
of  reconstruction  of  the  u t e r u s.  It  will 
occasionally  happen  that  we  will  find  a case  of 


fibroids  in  which  this  operation  presents  great 
possibilities.  When  the  nodules  are  located  in 
the  central  portion  of  the  fundus  it  is  possible 
that  by  a V-shaped  resection  we  may  remove 
not  only  the  fibroid  nodule  but  the  adjacent 
tissue.  The  two  lateral  portions  of  the  uterus 
can  then  be  united  by  suture  and  a very  nearly 
normal  uterus  left.  We  will  then  have  a cavity 
continuous  with  the  cervix  and  the  Fallopian 
tubes.  I have  had  several  cases  in  which  this 
operation  has  been  performed  in  which  preg- 
nancy has  occurred  and  the  patient  has  carried 
the  child  to  term  and  had  a living  child.  One 
rather  interesting  aspect  of  the  case  to  me  is 
that  in  two  cases  which  I have  been  able  to 
trace  for  a period  of  years  there  does  not  ap- 
pear to  have  developed  any  further  nodules. 
It  may  be  that  there  is  something  in  removing 
the  adjacent  tissue  that  it  is  more  efficacious 
than  simply  cutting  out  the  fibroid  nodules. 

If  the  case  is  one  in  which  a hysterectomy  is 
indicated,  the  question  arises,  shall  we  do  a 
supra-vaginal  hysterectomy  or  shall  we  remove 
the  cervix  also.  I believe  that  the  preferable 
operation  is  to  make  the  hysterectomy  total  by 
removing  the  cervix.  The  reason  for  this  is 
that  the  cervix  when  detached  from  the  uterus 
serves  very  little  purpose.  It  rapidly  atrophies 
as  a rule  but  its  retention  introduces  a serious 
question.  Any  tissue  that  is  separated  from 
its  normal  connection  becomes  marooned  and* 
I am  quite  certain  is  liable  to  undergo  degen- 
eration. This  is  especially  true  if  the  cervix 
is  already  pathological,  either  as  a result  of 
laceration,  infection  or  any  other  condition. 

I have  had  cases  in  which  carcinoma  has  de- 
veloped in  such  a cervix.  My  rule,  therefore, 
is  to  remove  the  cervix  unless  there  is  some 
very  good  reason  for  leaving  it.  In  fat  women 
and  particularly  in  women  who  do  not  have  the 
uterine  attachments  relaxed  from  pregnancy, 
the  removal  of  the  cervix  is  sometimes  so  diffi- 
cult as  to  make  it  advisable  to  take  what  risk 
there  may  be  of  leaving  it  rather  than  to  do 
a dangerous  removal.  I have  found,  however, 
where  the  proper  technique  is  followed,  that  ir 
is  very  little  more  difficult  to  do  a total  hys- 
terectomy than  a supra-vaginal. 

Should  the  ovaries  be  removed  or  left  in 
when  a hysterectomy  is  performed?  This 
question  has  been  the  the  subject  of  consider- 
able debate,  and  it  is  probable  that  it  has  not 
been  settled  yet.  I am  inclined  to  believe,  how- 
ever, that  very  little  is  to  be  gained  by  saving 
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the  ovaries  after  menstruation  has  been  ended 
by  the  removal  of  the  uterus.  I believe  there 
is  very  intimate  connection,  as  far  as  the  well- 
being of  the  patient  is  concerned,  between  the 
function  of  the  ovaries  and  menstruation.  The 
two  to  me  appear  to  be  interdependent.  What 
I mean  to  say  about  this  is  that  the  secretion 
of  the  ovary  is  complemented  or  corrected  in 
some  way  by  the  menstrual  flow,  and  that  the 
two  make  a complete  cycle.  If  this  is  true,  I 
sincerely  believe  that  there  is  liable  to  be  more 
disturbance  if  the  ovaries  are  allowed  to  re- 
main and  the  uterus  removed  than  if  both  are 
removed  at  the  same  time.  I remember  quite 
recently  receiving  an  inquiry  concerning  a pa- 
tient on  whom  I had  done  a hysterectomy.  Her 
physician  felt  that  her  symptoms  had  been  in- 
duced by  the  removal  of  the  ovaries.  When, 
however.  I looked  up  her  record.  I found  that 
for  some  reason  the  ovaries  had  been  left  in 
in  her  case. 

This  leads  us  naturally  to  this  inquiry : What 
is  the  effect  upon  the  patient  of  the  removal 
of  the  uterus?  The  answer  to  this  is,  I believe, 
largely  contained  in  the  age  and  condition  of 
the  patient.  I can  only  speak  from  my  own 
experience.  For  some  years  I have  been  doing 
by  preference  total  abdominal  hysterectomy, 
including  the  removal  of  the  ovaries  in  cases 
where  I thought  it  indicated.  At  first  I was 
surprised  to  find  that  the  dire  things  that  I 
expected  as  a result  of  a necessary  operation 
did  not  occur,  so  that  now  my  feelings  and  ex- 
pectations have  changed.  I have  found  that 
where  a woman  has  been  married,  and  parti- 
cularly if  she  had  had  several  children  and  if 
she  is  approaching  the  period  of  the  meno- 
pause, that  such  an  operation,  by  anticipating 
the  menopause  for  a short  while,  is  not  likely 
to  produce  any  grave  symptoms.  It  is  true 
that  every  now  and  then  we  will  have  a case 
where  the  symptoms  are  aggravating  and 
annoying,  but  in  my  experience  this  is  the  ex- 
ception and  we  may  reasonably  inquire  if  these 
exaggerated  symptoms  may  not  be  due  to  some 
other  cause  rather  than  to  the  menopause.  In 
other  words,  in  unstable  types,  a small  cause 
may  produce  very  exaggerated  symptoms. 

We  next  have  to  consider  radiation  in  the 
treatment  of  fibroids,  either  by  radium  or 
X-ray,  or  combined.  I am  free  to  confess  that 
I am  a very  frank  admirer  of  this  method  of 
treatment  in  many  types  of  cases,  but  I have 
also  to  confess  that  I have  not  made  use  of  it 


very  largely  in  the  treatment  of  fibroids.  I 
have  often  thought  that  I would  go  over  the 
cases  of  fibroids  in  which  I have  operated  with 
a view  of  selecting  those  cases  in  which  radia- 
tion would  have  been  the  better  procedure. 
While  I have  not  done  this,  I am  rather  con- 
vinced that  the  proportion  of  cases  in  which 
radiation  is  indicated  is  comparatively  small 
when  the  total  number  of  fibroids  is  con- 
sidered. I do  not  believe  that  radiation  is 
going  to  supplant  operation,  but  rather  that 
it  will  be  reserved  for  certain  cases  where  for 
one  reason  or  another  it  is  particularly  indi- 
cated. There  is  no  difference  between  the  two 
as  far  as  the  results  secured  are  concerned. 
Radiation  for  fibroids  produces  the  menopause 
as  surely  as  operation,  so  to  that  extent  it  can- 
not be  considered  a conservation  procedure. 
The  mortality  rate  is  the  main  talking  point, 
but  I am  not  so  sure  that  this  discrepancy  is 
as  great  as  would  appear  on  the  surface.  In 
considering  the  mortality  rate  in  operation  for 
fibroid,  cases  of  all  sorts  and  descriptions  are 
included.  Many  of  these  would  be  totally  un- 
suitable for  any  other  method  of  treatment 
than  operative  on  account  of  the  complications 
that  exist.  We  have,  too,  to  consider  the  con- 
dition of  the  patient  following  radiation  just 
as  well  as  we  consider  the  condition  of  the  pa- 
tient following  operation.  Suppose,  as  is  most 
frequently  the  case,  there  are  other  conditions 
that  require  operation,  such  as  appendicitis,  ad- 
hesions, tubal  inflammation,  lacerations,  etc.,  it 
would  hardly  seem  reasonable  to  treat  the  uterus 
by  radiation  and  then  operate  for  the  other  con- 
dition. I believe  the  careful  examination  of 
patients  suffering  from  fibroids  and  analyses 
of  their  symptoms  will  demonstrate  that  there 
are  comparatively  few  cases  of  fibroids  pre- 
senting for  treatment  that  do  not  have  com- 
plications that  require  operation.  In  what  per- 
centage of  cases  is  the  fibroid  obliterated,  and 
in  what  is  it  merely  reduced  in  size,  and  is 
the  improvement  temporary  or  permanent? 
I think  we  have  also  to  consider  the  feelings 
and  sensations  of  the  patient  following  treat- 
ment by  radiation.  Every  now  and  then  I see 
such  a case  in  which  the  patient  complains  a 
great  deal  and  some  in  which  they  date  their 
symptoms  from  the  use  of  the  radium.  I do 
not  know  to  what  extent  such  symptoms  come 
on  following  this  line  of  treatment,  but  I have 
seen  some  in  which  they  apparently  were  quite 
severe. 
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I do  not  claim  in  this  paper  to  have  settled 
anything.  I have  simply  given  expression  to 
thoughts  that  have  occurred  to  me  in  dealing 
with  these  cases.  I have  had  such  a large  num- 
ber of  cases  that  have  been  treated  by  opera- 
tion and  that  have  not  only  had  the  tumor  re- 
moved but  their  health  restored,  and  have  en- 
tered into  the  activities  of  life  with  renewed 
vigor  and  youthful  enthusiasm,  that  I cannot 
feel  that  such  operative  measures,  as  have  been 
indicated,  are  to  be  accepted  as  a last  resort. 
I would,  therefore,  hesitate  to  adopt  as  a rou- 
tine any  other  procedure  until  I had  become 
convinced  that  it  would  offer  results  as  good. 
While  radiation  has  a distinct  field  of  useful- 
ness and  it  will  be  indicated  in  a certain  per- 
centage of  fibroids,  I do  not  believe  the  per- 
centage will  ultimately  prove  to  be  large; 
neither  do  I believe  that  it  will  ultimately  sup- 
plant operation. 


THE  ONE  SYMPTOM  THE  PUBLIC 
SHOULD  KNOW  IN  TYPICAL 
ACUTE  APPENDICITIS.* 

By  J.  E.  RAWLS,  A.  B„  M.  D..  F.  A.  C.  S.,  Suffolk,  Va. 
Senior  Surgeon  to  Lakeview  Hospital. 

Appendicitis  has  become  a household  word. 
It  is  talked  in  public  schools,  on  the  streets  and 
in  the  country. 

Some  feel  complimented  by  having  this 
popular  or  fashionable  disease.  A doctor  was 
called  in  to  see  one  of  his  fair  patients  and, 
after  thorough  history  and  physical  examina 
tion,  he  told  her  that  she  had  appendicitis; 
she  blushingly  replied,  “Doctor,  you  flatter 
me !” 

It  is  so  common  a subject  that  it  does  not 
cause  the  fear  and  fright  that  it  once  gave. 
This  is  due  to  the  fact  that  it  is  more  easily 
diagnosed  and  we  know  more  of  it  as  a disease. 
These  truths  are  becoming  common  every-day 
knowledge  and  information,  and  well  that  it 
is.  However,  with  this  information  the  mor- 
tality rate  is  still  increasing.  It  was  estimated 
in  1904  that  about  10,000  patients  died  of  ap- 
pendicitis annually  in  the  United  States.  It 
was  shown  some  days  ago  by  statistics  that  the 
deaths  had  gradually  increased  from  10,000  to 
16,000  during  the  past  two  decades  in  the 
United  States.  This  is  appalling  when  we 
realize  that  these  deaths  could  be  reduced 
almost  to  a minimum,  and  thus  restore  the  poor 

*Read  before  the  Southside  Virginia  Medical  Association,  at 
Norfolk,  March  10,  1925. 


victims  to  their  families,  friends  and  glorious 
life,  if  early  diagnosis  is  made  and  proper 
treatment  promptly  instituted.  Around  this 
truth  hangs  the  law  that  governs  those  that 
perish  in  acute  appendicitis . It  is  the  same 
law  that  governs  mortality  in  tuberculosis  and 
in  cancer.  Early  diagnosis,  early  proper  treat- 
ment and  your  death  rate  is  reduced  to  a mini- 
mum in  tuberculosis  and  in  cancer.  Delay  and 
cod-liver  oil  in  tuberculosis,  and  delay  and 
salves  in  cancer  play  the  same  role  in  the  prog- 
ress and  cure  of  these  diseases,  as  delay  and 
the  ice-bag  play  in  the  cure  of  acute  appendi- 
citis. Such  a course  of  management  inspires 
false  hope,  and  in  many  cases  passes  them  into 
the  beyond.  It  has  been  truly  said  that  when 
a patient  dies  of  appendicitis,  some  responsible 
person  has  made  a blunder. 

Our  aim  in  this  paper  is  an  attempt  to 
simplify  early  diagnosis  in  the  majority  of 
cases  that  proper  surgical  treatment  may  be 
promptly  executed.  It  is  not  so  much  as  to 
who  does  the  operation,  as  it  is  in  the  prompt- 
ness of  the  operation. 

The  late  John  B.  Murphy  wonderfully  sim- 
plified the  symptoms  and  signs  of  acute  appen- 
dicitis Avhen  he  reduced  them  to  four  and  in 
order  of  their  respective  appearance,  namely : 
pain,  nausea,  McBurney  point — local  tender- 
ness,— and  temperature.  To  this  he  later  added 
a laboratory  corroborative  test,  which  was  an 
increased  leucocyte  count. 

For  convenience,  we  will  discuss  these  symp- 
toms and  laboratory  test,  in  the  reverse  order 
named  in  the  foregoing : 

Leucocytosis.  This  is  not  pathognomonic  of 
acute  appendicitis.  We  find  a leucocytosis  in 
other  acute  inflammatory  abdominal  and  pel- 
vic conditions.  Usually  we  have  an  increased 
count  in  acute  appendicitis  within  the  first 
twenty-four  or  thirty-six  hours  after  onset, 
ranging  from  normal  to  30,000.  More  fre- 
quently we  find  the  count  from  12,000  to  20,000. 
However,  in  some  acute  cases  we  find  no  in- 
crease in  the  leucocyte  count  after  checking 
by  repeated  examinations.  Thus,  we  can  dis- 
miss leucocytosis  as  pathognomonic  of  acute 
appendicitis,  either  by  itself  or  in  combina- 
tion with  other  symptoms  and  signs. 

Temperature. — This  is  not  a constant  symp- 
tom in  acute  appendicitis.  The  late  John  B. 
Murphy  once  said  that  you  always  have  a fever 
in  acute  appendicitis.  Some  years  afterwards, 
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he  contradicted  this  by  saying  that  he  had  re- 
cently had  two  acute  appendiceal  conditions 
that  had  no  abnormal  temperature.  Besides 
the  lack  of  fever  in  some  cases,  there  are  many 
acute  abdominal  conditions  that  give  a rise  of 
temperature  not  connected  with  the  appendix. 
So  we  have  to  discard  the  temperature  as  a 
definite  symptom  pointing  us  to  the  acute 
pathological  appendix. 

McBurney  Point  Tenderness. — Any  pathol- 
ogy of  the  lower  end  of  the  cecum,  beginning 
of  ascending  colon  or  ureter  at  this  point  will 
give  tenderness  and  soreness  in  the  McBurney 
region.  On  several  occasions  have  we  operated 
for  an  acute  appendix,  and  on  opening  the 
abdomen  have  found  pathology7  with  the  fore- 
going organs,  the  appendix  not  being  guilty. 
One  case  is  especially  recalled  which  was  a 
small  post-cecal-colonic  abscess.  The  parts 
were  exposed  and  the  appendix  found  to  be 
normal  in  appearance  and  not  taking  part  in 
the  pathological  process.  This  as  a s}7mptom 
per  se  would,  therefore,  not  lead  us  to  the  accu- 
rate diagnosis  of  an  acute  appendix  in  all  cases, 
so  we  have  to  dismiss  this  as  an  absolute  sign  or 
symptom. 

Nausea  or  vomiting  is  a common  symptom  of 
gastro-intestinal  pathology;  also  of  pelvic  dis- 
eases. 

In  the  majority  of  our  cases  of  acute  appen- 
dicitis where  nausea  or  vomiting  was  a symp- 
tom. it  took  place  after  some  nauseating  remedy 
had  been  given  for  the  abdominal  pain.  The 
period  between  onset  of  the  disease  and  nausea 
or  vomiting  varied  with  the  length  of  time 
elapsed  after  some  remedy  was  administered; 
consequently  we  believe  it  is  largely  the  remedy 
and  not  the  disease  that  occasions  the  nausea  or 
vomiting.  So  we  dismiss  nausea  or  vomiting 
for  the  above  definite  reasons. 

Pain  as  a symptom  per  se  in  acute  appendi- 
citis would  mean  nothing.  Pain  or  modifica- 
tion of  pain  is  practically  common  to  all 
pathology  either  directly  or  reflexly.  Pain  is 
the  red  light  signal  of  danger,  and  thus  the 
great  preserver  and  savior  of  life.  Were  it  not 
for  pain  or  modification  of  pain,  we  would 
pass  out  without  warning. 

It  is  the  study  of  pain  as  to  the  nature,  loca- 
tion and  radiation  that  leads  us  to  the  diag- 
nosis of  many  pathological  entities.  In  about 
60%  to  70%  of  acute  appendiceal  conditions  we 
have  a very  definite  and  characteristic  pain. 
This  aching  or  pain  begins  in  the  epigastric 


or  umbilical  region  and  gradually  spreads  over 
the  entire  abdomen  in  the  course  of  two  or 
three  hours.  Then , in  about  six  to  twelve  hours 
from  the  onset , the  pain  settles  or  localizes  in 
some  definite  portion  of  the  abdomen , — usually 
in  the  loiver  light  quadrant , in  McBurney  re- 
gion. 

The  pain  thus  starting  and  localizing  in  our 
experience  is  pathognomonic  of  acute  appendi- 
citis in  eveiyr  case.  It  is  so  characteristic  that 
ymu  can  make  a diagnosis  with  such  a history 
in  100%.  You  can  diagnose  such  a case 
whether  you  see  the  patient  or  not.  In  fact, 
you  can  diagnose  it  over  the  phone  or  by  radio. 

The  public  is  generally  mislead  by  interpret- 
ing this  as  “indigestion.”  This  false  interpre- 
tation on  the  part  of  the  j^atient  and  family  is 
the  great  factor  that  produces  your  mortality 
in  acute  appendicitis. 

Tim  public  must  be  taught  this  one  symptom 
of  acute  appendicitis.  In  learning  this,  8,000- 
to  10.000  victims  of  this  disease  would  be  saved 
annually  in  the  United  States. 

The  place  to  teach  this  truth  is  in  the  public 
schools.  Some  months  ago  I was  talking  on 
this  line  to  a school  teacher  in  Norfolk,  Vir- 
ginia. I told  her  the  characteristic  symptom.. 
A few  months  thereafter  she  told  me  that  her 
room-mate  was  taken  with  this  characteristic 
pain.  She  immediately  sent  for  the  family 
physician,  and,  on  his  arrival,  at  once  diag- 
nosed the  condition  as  acute  appendicitis.  He 
had  her  operated  on  without  delay  and  the 
surgical  findings  confirmed  the  diagnosis.  Here 
in  the  school  is  where  the  knowledge  must  be 
disseminated,  and  you  will  get  results  by  sav- 
ing ignorant,  suffering  humanity. 

Conclusions 

1.  The  public  should  know  this  one  diag- 
nostic symptom,  namely,  that  a great  majority 
of  cases  begin  by  having  a general  abdominal 
pain  and,  in  the  course  of  six  to  eighteen  hours,, 
the  pain  and  soreness  become  localized  in 
lower  right  abdominal  quadrant;  or,  better,  in 
their  own  phraseolog37,  begins  by  having  “in- 
digestion that  caused  pain  all  over  the  stom- 
ach, and  in  six  to  eighteen  hours  this  pain  or 
soreness  settled  in  the  lower  right  side  of  the 
stomach.” 

2.  By  learning  this  one  symptom,  each  in- 
dividual would  not  only  save  himself  but  also 
his  friends,  and  thus  would  save  at  least  10,000- 
people  annually. 
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3.  This  knowledge  should  not  only  be 
taught  in  our  public  schools,  but  by  every 
means  possible, — even  broadcasted  periodically 
by  radio. 


THE  KAHN  TEST  AS  AN  AID  IN  DIAG- 
NOSIS OF  SYPHILIS.* 

By  KNOWLTON  T.  REDFIELD,  D.  V.  M.,  Roanoke,  Va. 

Director  of  Laboratories,  Jefferson  Hospital. 

The  Kahn  test  was  first  reported  in  May, 
1922,  and  largely  perfected  by  Dr.  Kahn,  of 
Michigan.  He,  like  many  serologists,  had  felt 
the  need  for  an  easier,  simpler  reaction  for 
syphilis  than  the  Wassermann,  with  its  many 
possibilities  of  error.  In  the  Wassermann  re- 
action, we  use  the  cholesterinized  antigen, 
which  is  recognized  as  being  the  most  sensitive 
of  the  three  antigens  in  general  use.  We  do 
this  to  avoid  false  negative  reactions. 

The  Kahn  antigen  is  titrated  with  normal 
sodium  chloride  and  to  this  is  added  the  pa- 
tient’s inactivated  serum.  This  is  shaken  for 
two  minutes  and  observed  for  evidence  of  a 
precipitate. 

The  Kahn  test  is  distinguished  from  other 
precipitation  reactions  by  these  salient  fea- 
tures: First. — The  serum  is  employed  without 
dilution,  Kahn  having  shown  that  diluting  the 
serum  with  sodium  chloride  delays  the  rapidity 
of  the  reaction.  Second. — The  antigen  is  pre- 
pared so  as  to  have  a high  antigenic  titre.  This 
is  attained  by  using  an  alcoholic  extract  of 
dried  heart  muscle,  previously  extracted  with 
ether,  thus  removing  fat  and  other  non-specific 
substances.  Third. — The  antigen  is  diluted 
with  approximately  the  smallest  amount  of 
sodium  chloride  that  will  hold  it  insolution, 
rendering  it  thereby  susceptible  to  precipita- 
tion when  mixed  with  a positive  serum. 
Fourth. — Anitgen  and  serum  are  employed  in 
that  relationship  which  will  result  in  a maxi- 
mum flegree  of  precipitation. 

Litterer.  of  Nashville,  in  a paper  read  be- 
fore the  Tennessee  Medical  Association  in 
April,  1923,  reviews  1,000  cases  with  the  fol- 
lowing opinion : “Agreement  with  the  Wasser- 
mann reaction  was  surprisingly  accurate  in 
view  of  the  simplicity  and  economy  of  ma- 
terial and  time,  and  the  test  should  be  used  with 
advantage  to  check  the  Wassermann  reaction, 
especially  in  doubtful  cases.”  He  doe-  not  feel 
that  the  test  should  supplant  the  Wassermann 
reaction,  but  that  the  two  should  be  run  con- 

*Read before  the  Clinic  of  Jefferson  Hospital,  Roanoke,  Va. 


jointly  to  insure  more  accurate  reports,  and 
that  it  certainly  deserves  serious  consideration 
on  the  part  of  serologists. 

Keim  and  Wile,  of  Michigan,  in  the  Journal 
A.  M.  A .,  of  Sept.  9,  1922,  report  350  cases 
showing  the  following:  First. — In  primary 

syphilis  there  was  an  agreement  of  66  2/3  per 
cent  of  the  cases  between  the  Wassermann  and 
the  Kahn,  the  remaining  33  1/3  per  cent  show- 
ing a distinct  sensitiveness  in  favor  of  the 
Kahn  reaction,  as  checked  by  clinical  evidence 
and  history.  Second. — Secondary  syphilis 
showed  an  agreement  in  50  per  cent  of  the 
cases,  the  balance  being  favorable  for  the  Kahn 
as  regards  sensitiveness.  One  of  these  patients 
had  just  completed  an  extensive  course  of 
treatment  with  arsphenamine  and  showed  a 
negative  Wassermann  but  a positive  Kahn. 
Third. — Of  nineteen  cases  of  tertiary  syphilis, 
excluding  cerebro-spinal,  the  Kahn  was  always 
positive  in  positive  cases,  though  in  the  late 
cutaneous  t}7pe,  the  Kahn  in  two  cases  only 
showed  a plus  two  reaction  while  the  Wasser- 
mann showed  a plus  four. 

In  cases  affecting  the  osseous  system,  the 
authors  report  six  cases — all  of  agreement. 

In  four  cases  of  visceral  syphilis,  the  Kahn 
consistently  ran  a plus  four  reaction,  though 
the  Wassermann  showed  one  plus  four  reaction, 
two  plus  two  reactions,  and  one  plus  one  re- 
action. 

In  cerebro-spinal  syphilis,  in  fifty-two  cases, 
all  of  which  were  done  with  blood,  the  Kahn 
again  compared  very  favorably.  There  was 
agreement  in  45  per  cent  of  the  cases,  the  bal- 
ance favoring  the  Kahn  reaction. 

In  congenital  syphilis  the  Kahn  was  slightly 
more  sensitive  than  the  Wassermann. 

In  latent  syphilis  the  authors  report  eighty 
cases,  21  per  cent  of  which  gave  spontaneous 
reactions  in  the  Kahn  test.  In  twenty-seven 
cases,  which  were  passed  as  cured  by  two  nega- 
tive WassermannS,  the  Kahn  test  gave  a posi- 
tive reaction  without  exception. 

Keim,  in  the  American  Journal  of  Syphilis , 
of  April,  1924,  reports  1,000  cases  in  which 
the  above  facts  and  percentages  were  almost 
duplicated,  and,  in  this  report,  he  concludes 
that  the  Kahn  reaction  is  even  more  sensitive 
and  more  highly  specific  than  he  had  pre- 
viously  reported. 

Young,  the  Director  of  Laboratories  of 
Michigan  Department  of  Health,  in  Journal 
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A.  M.  A.,  Nov.  11,  1922,  reports  the  following 
interesting  work: 

‘‘Before  adopting  this  test  routinely,  15,000 
reactions  were  done  in  conjunction  with  the 
Wassermann.  Though  showing  some  variation 
from  the  Wassermann,  these  tests  definitely 
proved  that  they  were  dealing  with  a method 
of  serum  diagnosis  for  syphilis  possessing  a 
high  degree  of  sensitiveness  and  specificity.” 

They  then  report  the  first  5,000  done  after 
official  adoption  of  the  test.  There  was  an 
absolute  agreement  in  93  per  cent  of  the  cases, 
a relative  agreement  in  6 per  cent,  and  an 
absolute  disagreement  in  1 per  cent.  Of  this 
1 per  cent  (fifty-one  cases  to  be  exact),  all 
were  in  wealdy  positive  sera,  and  all  had  a 
positive  history  and  clinical  evidence.  Four- 
teen cases  ran  a positive  Wassermann  with  a 
negative  Kahn,  while  thirty-seven  cases  ran 
a positive  Kahn  with  a negative  Wassermann. 

Holmes,  of  St.  Louis,  in  the  Journal  A.  M. 
A .,  July  28,  1923,  reports  1,000  cases,  which 
showed  a close  correlation  between  the  two 
tests  with  the  balance  in  favor  of  the  Kahn 
as  regards  sensitiveness,  especialK  in  treated 
cases. 

Detwiler,  of  Toronto,  in  the  Journal  A.  M. 
A.,  Sept.,  1923,  reports  2.000  cases.  Though 
feeling  it  was  not  the  equal  of  the  Wassermann 
reaction  in  their  hands,  he  says  the  following: 
“In  such  cases  (i.e.  plus  four  Wassermanns 
without  history  or  symptoms),  a confirmatory 
Kahn  is  of  the  greatest  importance  and  we 
now  perform  the  Wassermann  and  Kahn  in 
parallel  routinely  in  the  Toronto  General  Hos- 
pital.” 

Kolmer  and  Yagle  in  the  Archives  of  Der- 
matology , 1923,  report  the  Kahn  as  being  nega- 
tive in  the  reaction  for  leprosy,  in  which  dis- 
ease the  Wassermann  is  positive. 

Of  1.975  negative  sera,  Kahn  has  just  re- 
ported in  the  December  issue  of  the  Archives 
of  Dermatology  that  all  gave  negative  Kahn 
reactions  except  four.  Of  these  four,  two  gave 
a plus  one  Kahn  and  two  gave  a plus  two  re- 
action. This  speaks  for  itself,  as  regards  its 
being  a test  of  too  great  a degree  of  sensitivity. 

In  a personal  communication  from  Dr.  E.  P. 
Corson- White,  of  Philadelphia,  just  received, 
she  says  they  have  gotten  about  11  per  cent 
higher  positives  in  bone  lesions  of  known 
syphilitic  origin  with  the  Kahn  than  with 
the  Wassermann,  though  she  says  she  has  had 
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better  results  with  the  Wassermann  in  neuro- 
logical cases. 

In  our  own  laboratory  we  have  been  doing 
the  Kahn  reaction  routinely  in  conjunction 
with  the  Wassermann  in  over  2,000  cases,  of 
which  1,800  were  on  separate  patients. 

We  do  not  adhere  to  the  original  Kahn  test, 
which  calls  for  six  times  as  much  serum  as 
antigen  and  depends  upon  large  clumps  in  plus 
three  and  plus  four  reactions,  but  rather  upon 
Kahn’s  own  modification  of  his  original  test. 
In  this  modification,  we  use  three  tubes  to  each 
test,  placing  varying  amounts  of  the  antigen 
salt  solution  mixture  in  each  tube.  Thus,  we 
have  a serum-antigen  dilution  of  three  to  ohe, 
six  to  one,  and  twelve  to  one,  respectively. 
These  are  now  shaken  vigorously  for  two 
minutes,  after  which  y2  c.c.  of  normal  sodium 
chloride  is  added  to  each  tube.  Negative  sera 
give  a clean-cut  opalescent  appearance,  while 
in  positive  sera  the  addition  of  the  sodium 
chloride  seems  to  intensify  the  precipitate, 
which  is  readily  seen  without  removing  the 
tubes  from  the  rack. 

We  do  not  thus  rely  upon  the  appearance  of 
large  clumps  in  plus  three  and  plus  four  re- 
actions, but  rather  on  the  rapidity  as  well  as 
degree  of  precipitate  formed.  We  have  not 
infrequently  found  plus  four  sera  giving  a 
very  heavy,  though  fine  precipitate,  as  well  as 
others  giving  large  clumps. 

Our  reactions,  then,  are  based  upon  the  fol- 
lowing: A distinct  precipitate  in  a clear  fluid 
in  all  three  tubes  indicates  a plus  four  reaction. 
In  partial  positive  reactions,  the  average  of 
the  three  tubes  is  taken,  thus  a plus  one,  a 
plus  two,  and  a plus  three  in  each  of  the  three 
respective  tubes  would  give  a final  reading  of 
a plus  two  reaction. 

We  have  found  this  extremely  valuable  as 
an  aid  in  diagnosis  in  early  cases.  One  re- 
cent case  will  serve  to  demonstrate  this  fact, 
although  we  have  had  many  others  similar  to 
the  one  mentioned.  This  case  ran  a negative 
Wassermann  and  a plus  one  Kahn  in  our 
laboratory.  Upon  investigation,  the  history 
showed  that  there  had  been  an  exposure, 
though  no  lesion  had  developed  at  the  time 
this  blood  was  taken.  About  three  weeks  later, 
we  obtained  another  sample  of  blood  which 
showed  a plus  two  Wassermann  and  a plus 
three  Kahn.  Investigation  showed  that  in  the 
interim  between  the  first  and  second  tests  the 
patient  had  developed  a primary  lesion. 
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Several  cases  having  oral  lesions  have  run 
negative  Wassermanns  and  positive  Kahns. 

We  have  had  similar  experiences  in  bone 
cases,  having  positive  clinical  evidence  of 
syphilis.  Our  largest  percentage  of  negative 
Wassermanns  and  positive  Kahns,  however, 
has  appeared  in  treated  cases,  where,  in  our 
experience,  the  Kahn  reaction  is  invaluable. 

Last,  but  not  least  from  the  standpoint  of 
the  serologist,  is  the  fact  that  anti-comple- 
mentary sera  and  hemolized  sera  need  no 
longer  be  checked  as  unsatisfactory,  since  these 
changes  do  not  materially  affect  the  Kahn  re- 
action. 

The  final  word  as  to  the  value  of  the  Kahn 
precipitation  test  must  naturally  come  from 
the  physician,  and  we  have  been  particularly 
encouraged  by  the  manner  in  which  physicians 
from  other  states,  as  well  as  of  our  own  staff, 
have  received  this  extra  service.  Words  of 
appreciation  are  not  infrequently  heard,  and 
this  appreciation  expresses  itself  tangibly  by 
the  increase  in  the  number  of  specimens 
reaching  our  laboratory. 

Summary  and  Conclusions 

Approximately  29,000  cases  have  been  briefly 
reviewed  in  this  paper  in  which  the  Kahn  re- 
action was  run  in  conjunction  with  the  Wasser- 
mann.  The  opinions  of  various  investigators, 
as  well  as  our  own  in  over  2,000  cases,  have 
been  a source  of  considerable  satisfaction. 

The  need  for  a test  possessing  fewer  sources 
of  error  than  the  Wassermann  test  has  been 
felt  throughout  the  country  for  sometime,  to- 
gether with  the  need  for  a test  of  high  specific- 
ity. 

The  Kahn  reaction  seems  to  fulfill  the  above 
conditions.  In  the  cases  reviewed  and  in  our 
own  experience  there  were  fewer  false  reac- 
tions and  the  Kahn  has  consistently  appeared 
more  delicate,  especially  in  early  cases,  and  in 
cases  following  treatment.  Kahn  has  just  re- 
ported a series  of  2,600  reactions,  1,975  of 
which  served  as  controls.  All  of  the  1,975  gave 
negative  Kahn  reactions  with  the  exception  of 
four,  and,  of  these  four,  two  were  plus  one, 
and  two  were  plus  two  reactions. 

The  standardization  of  the  Wassermann  test, 
although  helpful,  would  not  in  our  opinion 
solve  the  problem  of  serum  diagnosis  of 
syphilis  because  of  the  numerous  variables 
that  are  inherent  in  the  test. 

We  believe  to  check  each  Wassermann  with 


this  relatively  simple  test  is  at  present  the  best 
solution  of  the  problem. 

We  do  not  say,  nor  claim,  it  to  be  the  final 
solution,  because  we  are  dealing  with  tests  of 
which  very  little  is  known  regarding  the 
biology  as  well  as  the  physical  chemistry.  We 
do  believe,  however,  to  run  the  Kahn  routinely 
in  conjunction  with  the  Wassermann  report- 
ing both  reactions  to  the  physician,  gives  the 
physician  a far  more  dependable  laboratory 
diagnosis  than  the  Wassermann  alone  could 
possibly  give.  We  sincerely  hope  the  physi- 
cians will  continue  to  give  this  test  their 
worthy  support,  as  they  have  since  learning 
the  value  of  this  reaction. 


A CASE  OF  ABSCESS  OF  A SUPER- 
NUMERARY MAMMARY  GLAND.* 

By  W.  AMBROSE  McGEE,  M.  D.,  Richmond,  Va. 

From  the  Surgical  Department  of  St.  Elizabeth's  Hospital. 

The  case  here  reported  is  unusual  and  in- 
teresting in  that  an  abscess  developed  in  a 
supernumerary  mammary  gland. 

Report  of  Case 

Mrs.  A.  P.  C.,  white,  age  thirty-eight,  en- 
tered St.  Elizabeth’s  Hospital  on  January  18, 
1925,  complaining  of  a tumor  of  the  left  breast. 
Since  birth  there  had  been  a small  supernu- 
merary mammary  gland  underneath  the  nor- 
mal left  breast.  The  gland  had  always  func- 
tioned normally,  enlarging  during  gestation, 
and  lactating  after  delivery.  It  had  never 
caused  any  trouble  until  recently.  In  Novem- 
ber, 1924,  the  patient  noticed  that  the  acces- 
sory gland  became  enlarged,  slightly  painful, 
red,  and  somewhat  hard.  She  attributed  this 
to  a blow  a day  or  two  previously.  No  appar- 
ent change  was  noticed  in  this  painful,  red  and 
swollen  extra  breast  until  the  following  Janu- 
ary 17th,  when  she  noticed  that  about  four 
ounces  of  a fluid  resembling  blood  and  milk 
was  discharged  from  the  nipple.  At  no  time 
had  the  patient  had  any  fever  or  constitutional 
symptoms.  The  next  day  she  entered  the  hos- 
pital. She  was  nursing  a two  year  old  child 
and  all  three  mammary  glands  were  lactating, 
but  the  extra  one  had  never  been  used  as  a 
source  of  infant  feeding. 

The  family  history  showed  one  sister  w7ho 
had  a similar  congenital  anomaly  and  a ma- 
ternal cousin  Avho  gave  birth  to  twins.  The 
patient’s  past  history  was  irrelevant  with  the 
exception  of  four  miscarriages.  Neither  of  her 

♦Read  before  Staff  Meeting:  of  St.  Elizabeth’s  Hospital,  Rich- 
mond, Va.,  February  26.  1925. 
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two  children  were  known  to  have  any  congeni- 
tal anomalies. 

Physical  examination  revealed  the  following 
positive  findings:  A slightly  emaciated  woman 
with  moist  sallow  skin;  reddened  gums  that 
showed  evidence  of  pyorrhea;  a soft  systolic 
murmur  over  the  mitral  area  transmitted  to 
the  axilla;  and  a supernumerary  mammary 
gland  five  by  one  inches  (13x2.5  c.m.)  located 
one  and  one-half  inches  (3.8  c.m.)  below  the 
left  breast  in  the  milk  line.  The  gland  was 


Fig.  I. — Supernumerary  Mammary  Gland  Below  Normal. 
Left  Breast. 


freely  movable  and  had  a normal  looking 
nipple  from  which  a milky  substance  could  be 
expressed.  Beneath  the  accessory  nipple  was 
a fluctuating  mass  which  was  red  and  indu- 
rated, giving  the  appearance  of  an  inflamma- 
tion and  not  a neoplastic  condition.  Both  nor- 
mal mammary  glands  as  well  as  the  extra  one 
were  lactating. 

Urinalysis,  blood  smears  and  counts,  and  a 
two-hour  phenolsulphonephthalein  kidney 
function  test  were  normal.  The  blood  Wasser- 
mann  reaction  was  negative. 

A tentative  diagnosis  of  abscess  of  a super- 
numerary mammary  gland  was  made,  in  spite 
of  the  normal  blood  count  and  the  possibility 
of  an  atypical  neoplasm. 

The  accessory  breast  with  its  fluctuating  mass 
was  excised  on  January  19.  1925,  by  Dr.  ,T. 
Shelton  Horsley,  and  the  gross  specimen  re- 


vealed a supernumerary  mammary  gland  filled 
in  its  center  with  pus  and  necrotic  material,  in- 
dicative of  a pyogenic  abscess.  Immediate 
fresh  frozen  section  confirmed  the  gross  diag- 
nosis and  showed  no  evidence  of  malignancy. 
There  was  considerable  hyperplasia  of  the  epi- 
thelial glands  with  marked  infiltration  of  round 
cells,  and  near  the  surface  of  the  wall  of  the 
growth  the  tissue  was  edematous  and  contained 
many  polymorphonuclear  leukocytes.  Though 


Fig.  II. — External  View  of  Gross  Specimen  Removed  at 
Operation.  Two-thirds  actual  size. 


not  cancerous,  the  abnormal  structure  would 
have  undoubtedly  been  a continuous  site  for  ir- 
ritation and  an  excellent  focus  for  the  later 
development  of  a cancerous  growth.  The 
wound  healed  by  first  intention,  and  on  Janu- 
ary 28,  1925,  the  patient  was  discharged  from 
the  hospital  well.  She  reported  on  February 
19,  1925,  that  she  was  entirely  complaint-free. 

Discussion 

Polymastia,  while  not  a rare  condition,  is  not 
common,  particularly  when  a typical  mammary 
gland  is  seen.  It  is  usual  to  find  the  extra 
gland  or  glands  in  the  so-called  milk  line,  but 
accessory  breasts  are  found  in  the  axilla,  the 
groins,  or  in  any  part  of  the  body.  The  condi- 
tion occurs  in  both  sexes,  but  more  frequently 
in  females.  Darwin’s  theory  that  polymastia 
is  a reversenary  or  atavistic  phenomenon  is  the 
accepted  theory  of  causation.  Statistics  seem 
to  point  to  heredity  as  a factor  in  polymastia 
There  is  some  evidence  that  polymastic  and 
polythelic  women  are  abnormally  fecund  with 
a tendency  to  twins.  When  the  accessory  mam- 
mary glands  are  located  in  a portion  subjected 
to  trauma,  as  on  the  buttocks,  the  glands  be- 
come painful  during  gestation  and  lactation. 
In  some  instances,  the  supply  of  milk  is  sufti- 
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cient  to  nourish  an  infant,  there  being  cases  on 
record  where  a mother  Avas  able  to  nourish  two 
children  at  the  same  time,  one  normally  while 
the  other  was  fed  by  means  of  the  supernu- 
merary mammary  gland.  One  danger  of  these 
accessory  breasts  is  that  they  are  seats  of  a 
possible  malignant  growth  due  to  the  constant 
source  of  irritation. 

The  following  are  five  reasons  why  poly- 
mastia may  require  surgical  intervention : 

1.  To  alleviate  excessive  pain  during  preg- 
nancy and  lactation  when  the  glands  are  situ- 
ated in  areas  easily  irritated. 

2.  To  remove  the  constant  ectopic  dripping 
of  milk. 

3.  For  cosmetic  effects. 

4.  To  remove  a possible  area  in  which  malig- 
nancy may  later  develop,  which  constitutes  the 
same  indications  for  surgery  as  similar  condi- 
tions in  the  normally  placed  breast. 

5.  To  relieve  acute  or  chronic  inflammatory 
processes  such  as  abscesses,  chronic  mastitis, 
etc. 


Fig.  III. — Internal  View  of  Gross  Specimen  Removed  at 
Operation.  Two-thirds  actual  size. 


Supernumerary  breasts  are  often  mistaken 
for  an  abscess  during  gestation  and  lactation 
and  are  lanced,  much  to  the  dismay  of  the 
operator.  "When  surgical  intervention  is  neces- 
sary, the  gland  should  best  be  excised  during 
pregnancy  or  lactation,  for  if  this  time  is  n it 
chosen,  the  surgeon  will  be  surprised  to  find 
only  a small  gland  about  the  size  of  a pea  after 
lactation. 

While  no  doubt  abscesses  of  supernumerary 
glands  do  occasionally  occur,  no  mention  of 
such  cases  has  been  made  in  the  recent  litera- 
ture. In  the  case  under  discussion,  a de'  nite 


diagnosis  could  not  be  made  prior  to  operation, 
but  even  though  such  was  the  case  it  would 
have  been  better  to  excise  the  mass  rather  than 
lance  it  on  account  of  the  possibility  of  spread- 
ing either  infection  or  malignancy.  This  case 
indirectly  supports  the  idea  of  heredity  as 
causation,  and  illustrates  the  possibility  of  ab- 
normal fecundity  with  a tendency  to  twins. 
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PSYCHOSES  IN  TWINS.* 

By  ALFRED  GORDON,  M.  D.,  Philadelphia,  Perm. 

The  resemblance  of  twins  in  some  cases  may 
not  be  more  striking  than  the  resemblance 
which  is  ordinarily  encountered  in  brothers 
and  sisters  of  the  same  family.  In  other  cases 
the  resemblance  may  be  total  and  seen  not  only 
in  the  physical  organization  but  also  from  the 
standpoint  of  intellect,  expression,  attitude, 
character,  behavior,  general  health,  and  even 
diseases  which  might  dei'elop  in  the  course  of 
the  tAvins’  lives.  We  will  be  concerned  here  ex- 
clusively  with  mental  affections  occurring  in 
twins.  A review  of  the  literature  shows  that 
there  are  cases  in  which  the  diseases  of  one 
commence  immediately  or  soon  after  the  dis- 
ease of  the  first;  cases  in  which  the  disease  of 
one  appears  much  later  than  that  of  the  other ; 
cases  in  which  one  becomes  affected  after  the 
other  has  totally  recoA7ered;  cases  in  which  the 
possibility  of  an  induced  or  influenced  psycho- 
sis or  folie  a deux  could  be  considered  when 
the  twins  liAre  together.  There  are  also  cases 
in  which  a psychosis  develops  almost  contem- 
poraneously and  runs  about  an  identical  course 
in  character  and  duration  and  terminates  in  a 
similar  manner.  On  the  other  hand,  tAvins 
after  reaching  an  adult  age  may  become  sepa- 
rated, yet  deArelop  at  different  times  similar 
affections.  The  latter  tAvo  possibilities  are  pre- 
sented here  by  two  pairs  of  tAvins  who  have 
been  observed  by  the  writer  during  a long 

•Read  at  the  November  meeting  of  the  Philadelphia  Psy- 
chiatric Society. 
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period  of  time.  Before  discussing  the  patho- 
genesis of  the  twins’  psychoses,  the  histories  of 
their  cases  will  be  reported. 

Case  I.  Twins  R.  and  M.,  brothers,  twenty- 
one  years  of  age.  They  come  from  a family 
in  which  several  members  were  affected  with 
psychic  disorders:  the  father  was  alcoholic  and 
went  through  several  attacks  of  delirium 
tremens.  One  uncle  had  periods  of  depression. 
The  latter’s  wife  had  epileptic  seizures.  Both 
brothers  received  an  identical  education,  had 
the  same  tutors;  they  were  constantly  in  each 
other's  company  and  were  tenderly  fond  of 
each  other.  Their  dispositions,  however, 
showed  a certain  difference : R.  w as  very  ex- 
citable and  irritable.  M.,  on  the  contrary,  had 
a quieter  disposition,  he  could  not  be  easily 
aroused.  In  spite  of  their  unusual  mutual  at- 
tachment, they  frequently  displayed  discon- 
tentment with  each  other’s  behavior.  R.  would 
at  times  become  very  moody  and  then  attempt 
to  attack  M.  The  latter  never  resented  seriously 
his  brother’s  attitude;  on  the  contrary,  he 
would  endeavor  to  pacify  him  and  at  no  time 
carried  a grudge  against  him.  R.  would  at- 
tack, assault,  use  profane  language,  but  when 
M.  would  meet  with  an  insignificant  accident, 
he  would  become  much  agitated,  could  not  sleep 
and  paid  unusual  attention  to  his  brother’s  wel- 
fare. Both  spent  considerable  time  together, 
would  go  to  the  same  games,  confide  to  each 
other  incidents  of  all  sorts  which  either  hap- 
pened to  observe.  Both  showed  almost  equal 
abilities  intellectually,  but  physically  R.  was 
the  stronger  and  could  manipulate  objects 
more  skilfully  than  M.  At  seventeen  both  en- 
tered as  clerks  in  a banking  house.  For  two 
years  they  kept  their  positions  and  were  con- 
sidered orderly  and  correct  employees.  At 
ninteen,  R.  commenced  to  show  signs  of  psy- 
chotic disorder.  Instead  of  regular  attendance 
at  the  bank,  he  Avould  be  frequently  late,  and 
when  reproached  he  would  become  violently 
angry  and  attempt  to  attack.  Soon  he  was 
found  to  go  out  at  night,  return  to  the  house 
and  go  out  again  repeatedly.  He  could  not 
sleep,  became  restless.  At  other  times  he  would 
remain  in  his  room  for  many  hours  and  refuse 
food.  His  room  was  neglected,  as  he  would  not 
allow  anyone  to  keep  it  clean.  He  would  not 
bathe  or  change  his  clothes.  For  many  hours 
and  on  twTo  occasions  he  disappeared  from  hom? 
and  upon  returning  could  not  give  an  account 
of  himself.  He  became  disinterested  in  every 


one  about  him.  He  would  not  speak  to  M.  or  to 
his  parents.  He  showed  at  times  frank  hos- 
tility towards  his  brother.  The  condition  re- 
mained unaltered  during  a period  of  three 
months.  Hypochondrical  delusions  made  their 
appearance.  Often  he  expressed  enmity  be- 
cause his  people  “deprived  him  of  his  sexual 
organs.”  His  brother,  he  said  rendered  them 
atrophied.  On  one  occasion  he  seized  a knife 
with  the  object  of  castrating  himself.  He 
struggled  violently  when  his  parents  tried  to 
prevent  him  from  doing  it.  He  kept  on  dwell- 
ing considerably  on  his  infirmity.  Hallucina- 
tions, chiefly  auditory,  made  their  appearance: 
in  them  his  brother  figured  chiefly : he  accused 
him  of  conspiring  with  neighbors  against  him, 
as  he  “heard  his  voice  frequently  over  the  tele- 
phone speaking  on  this  subject.”  Gradually  he 
became  disoriented  in  space  and  time,  ceased 
to  bring  back  to  memory  events  of  the  most 
familiar  character  even  when  repeatedly  re- 
minded of  them.  He  was  unable  to  give  names 
correctly.  He  imagined  that  he  was  living  in 
a stable.  Often  he  would  make  peculiar  sounds 
and  imitate  different  animals.  Soon  a change 
took  place.  He  became  extremely  helpless.  He 
was  quiet,  allowed  everybody  to  handle  him. 
He  would  not  talk  voluntarily,  but  when  ques- 
tioned, his  implies  were  incoherent  and  unin- 
telligible. His  attendant  found  him  frequently 
masturbating. 

The  psychotic  history  of  M.  presents  much 
similarity  in  many  respects.  During  his 
brother’s  illness  on  several  occasion  he  became 
agitated.  At  times  he  was  unusually  depressed. 
Either  condition  lasted  but  a few  hours.  In 
the  intervals  he  showed  considerable  concern 
about  his  brother.  He  offered  his  services  as 
an  attendant  to  him.  His  insistence  was  so 
strong  that  the  parents  permitted  him  to  take 
care  of  R.  while  the  nurse  was  off  duty. 
Special  attention  and  emphasis  is  laid  by  the 
parents  on  this  fact  that  after  spending  two 
hours  at  his  brother’s  bedside  M.  would  be  in 
bad  spirits,  namely,  very  irritable  and  un- 
approachable and  would  not  partake  of  the 
next  meal.  Gradually  more  profound  changes 
took  place.  Depression,  disinterestedness, 
apathy,  indolence  were  the  striking  features. 
He  no  more  inquired  or  expressed  a wish  to  see 
his  brother.  On  one  occasion  his  mother  fell 
accidently  and  sprained  her  ankle  which  caused 
her  considerable  pain.  M.,  who  formerly  was 
very  tender  towards  his  parents,  no  more  paid 
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attention  to  his  mother’s  suffering.  This  con- 
dition lasted  six  weeks  when  he  commenced  to 
show  some  improvement.  Soon,  however,*  an- 
other set  of  symptoms  developed.  He  became 
delusional;  he  showed  continuous  fear  of  being 
attacked.  Hearing  noises  from  his  brother's 
room,  he  conceived  that  the  brother  was  chiefly 
the  one  who  was  going  to  injure  him,  although 
he  also  feared  his  parents.  One  night  he  eluded 
his  attendant  who  fell  asleep  and  he  was  found 
with  a knife  in  his  hand  at  his  brother’s  door. 
His  dislike  to  his  brother  became  intense.  Hal- 
lucinations were  present;  he  was  frequently 
seen  staring  at  the  ceiling  and  conversing  as  if 
someone  was  replying  to  him.  Soon  he  re- 
turned to  his  original  condition.  He  again  be- 
came listless  and  indifferent.  He  would  not 
leave  his  bed  and  refused  food.  He  could  not 
fully  understand  when  spoken  to.  Only 
occasionally  would  he  reply  to  questions,  and 
then  he  did  it  in  an  irrelevant  manner. 

The  condition  of  the  two  brothers  remained 
unaltered  for  eight  months,  when  a slight  im- 
provement commenced  to  make  its  appearance. 
Gradually  they  began  to  observe  and  inter- 
pret what  was  happening  around  them.  The 
progressive  improvement  was  exceedingly  slow, 
but  when  it  became  quite  evident,  they  were 
sent  to  a relative  in  the  country.  When  their 
physical  health  permitted,  they  were  made  to 
do  some  work  on  the  farm.  The  present  con- 
dition is  such  that  their  mental  affection  can  be 
considered  only  as  improved,  but  by  no  means 
is  there  a recovery.  They  become  very  easily 
exhausted.  R.  is  at  times  found  agitated  and 
M.  depressed.  Both  are  seen  sometimes  with 
a staring  expression  of  the  face.  Their  reason- 
ing is  at  times  paradoxical.  Both  are  yet  dis- 
interested in  the  surroundings,  although  in  a 
different  degree.  Both  respond  to  stimulation 
equally  poorly,  although  in  a different  way. 
Their  present  condition  could  be  considered  but 
a remission  in  the  course  of  dementia  praecox 
with  which  they  probably  have  been  afflicted. 

To  sum  up,  we  have  here  an  example  of  an 
identical  mental  affection  in  twins,  in  one  of 
which  it  developed  soon  after  the  other’s,  ran 
a similar  course  and  ended  in  a similar  manner. 
The  character  of  the  disease  precludes  the  pos- 
sibility of  an  influenced  psychosis  or  folie  a 
deux. 

Case  II.  L.  and  H.,  sisters,  came  under 
my  observation  at  the  age  of  twenty-five.  The 
history  obtained  from  the  parents  relates  that 


up  to  the  age  of  eighteen,  they  lived  together 
with  their  parents.  During  all  those  years 
the}7  were  devoted  to  each  other;  they  would 
share  all  amusements  and  enjoyments.  While 
their  physical  resemblance  was  striking,  never- 
theless they  differed  somewhat  in  temperament 
and  intelligence.  L.  was  of  a serious  make-up ; 
she  associated  with  children  of  older  age,  had 
more  poise,  liked  to  discuss  more  difficult  sub- 
jects, read  more  serious  literature  and  was  in- 
clined to  view  everything  from  a more  serious 
angle  than  her  sister.  It  was  observed  that 
at  the  age  of  ten  and  fourteen  she  had  several 
short  periods  of  mental  depi’ession.  H.  had  a 
livelier  disposition,  was  rather  superficial  in 
her  judgment,  always  inclined  to  take  matters 
in  a lighter  vein  than  her  sister.  Any  un- 
pleasant incident  or  an  unfortunate  occurrence 
was  not  considered  important  by  her,  and  she 
would  soon  forget  it,  but  her  sister  would  in- 
variably dwell  on  it,  worry  over  it  to  the  point 
of  losing  sleep  for  many  days.  Up  to  the  age 
of  eighteen  no  special  incident  occurred  to  dis- 
turb their  peaceful  life.  Their  parents  were 
indulgent  and  endeavored  to  satisfy  all  their 
wishes.  At  that  age  their  father  met  with 
great  financial  reverses.  He  lost  all  he  pos- 
sessed. He  then  had  an  apoplectic  attack  and 
died.  The  mother  being  unable  to  support  her- 
self and  the  children,  sent  L.  to  a married  sis- 
ter and  H.  to  her  married  brother.  The  patho- 
logical histories  of  the  twins  date  from  that 
time. 

L.  had  a difficult  life  at  her  aunt’s  home. 
She  was  forced  to  do  heavy  work,  was  fre- 
quently criticized  and  reproached.  On  many 
occasions  she  was  neglected  for  the  benefit  of 
her  two  girl  cousins.  She  was  often  humiliated 
in  the  presence  of  strangers.  L.  worried  in- 
tensely over  the  situation,  but  was  com- 
pelled to  remain  in  that  home,  her  mother 
having  died  after  a surgical  operation.  She 
developed  insomnia.  She  was  heard  frequently 
walking  in  her  room.  On  one  occasion  when 
her  uncle  returned  home  very  late  in  the  night 
he  found  her  sitting  on  the  floor  in  the  dining 
room,  crying  bitterly  and  saying  she  wished 
to  die.  She  would  spend  her  days  in  her 
room,  groaning  and  moaning,  complaining 
about  an  incurable  disease,  which  affected  her 
heart  and  that  therefore  she  could  not  live. 
She  apparently  had  visual  hallucinations,  as 
she  was  seen  out-stretching  her  hands  into  the 
space  and  speaking  as  if  in  reply  to  questions. 
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She  soon  attempted  suicide,  but  unsuccessfully ; 
she  cut  into  her  wrist;  the  blood  frightened 
her  and  she  fell  on  the  floor.  The  noise  of  the 
fall  was  heard  and  she  was  promptly  helped. 
The  family  objecting  to  a commitment  because 
of  a possible  stigma  on  the  two  daughters,  kept 
L.  at  home  and  placed  her  under  medical  care. 
At  the  end  of  the  sixth  week,  L.  commenced  to 
show  signs  of  improvement.  She  eventually 
recovered.  Her  subsequent  history  during  a 
period  of  two  years  shows  a series  of  attacks  of 
mild  depression  of  about  two  or  three  weeks’ 
duration  each. 

The  subsequent  social  history  of  H.  was 
fundamentally  different.  At  her  uncle’s  house 
her  life  was  somewhat  moi’e  agreeable  than  her 
sister’s.  Being  of  a happier  disposition  and 
more  adaptable  she  encountered  no  special  diffi- 
culties. Because  of  her  characteristics  she  did 
not  attach  much  importance  to  many  unpleas- 
ant moments  which  she  suffered  at  her  aunt’s 
hands.  At  times  she  would  give  some  thought 
to  the  situation,  but  she  mostly  succeeded  in 
overcoming  the  disagreeable  effect  of  it.  How- 
ever, she  felt  that  she  was  getting  irritable  and 
discontented.  If  occasionally  her  relatives 
would  show  her  some  special  attention  and 
favors,  for  days  she  was  exalted,  unusually 
happy,  would  whistle  and  sing  in  her  room. 
Soon  she  made  the  acquaintance  of  a young 
man;  they  became  intimate  and  got  married. 
Her  married  life  at  first  was  not  a happy  one. 
The  husband  was  alcoholic  and  treated  her 
brutally.  Being  very  fond  of  him  she  over- 
looked his  behavior  and  continued  taking  care 
of  him,  although  not  infrequently  she  was 
found  in  tears.  During  the  fifth  month  of 
pregnancy  the  husband  observed  that  she  would 
meet  him  each  afternoon  upon  his  return  with 
an  extraordinary  exhibition  of  delight,  not- 
withstanding the  fact  that  she  complained  of 
his  treatment  and  that  to  her  own  acknowl- 
edgment her  marriage  was  a total  failure.  Soon 
this  exaltation  extended  to  longer  periods.  She 
could  not  remain  at  home.  She  was  seen  going 
and  coming  many  times  during  the  day.  To 
whomever  she  happened  to  meet  she  appeard 
unusually  happy,  spoke  in  extravagant  terms 
of  the  purchases  she  was  making,  of  the  per- 
sonal characteristics  of  her  husband,  of  the  un- 
usual friendship  of  her  neighbors,  of  her  per- 
sonal happiness,  of  her  possible  future  wealth. 
She  ate  voraciously  day  and  night.  She  slept 
but  three  or  four  hours.  This  maniacal  condi- 


tion with  fluctuations  lasted  four  weeks,  after 
which  abortion  took  place.  The  abortion  was 
accompanied  by  abundant  hemorrhage  and  fol- 
lowed by  prolonged  convalescence.  While  con- 
valescing she  became  depi’essed,  showed  very 
little  interest  in  surroundings,  and  gave  very 
little  thought  to  the  interruption  of  her  preg- 
nancy. This  depressive  phase  lasted  three 
weeks.  She  was  then  sent  to  her  husband’s 
relatives  in  the  country.  After  an  interval  of 
two  weeks  she  again  became  depressd.  At 
that  time,  after  a careless  exposure  to  cold,  she 
contracted  pneumonia  and  died. 

To  sum  up,  we  are  here  in  the  presence  of  a 
manic-depressive  psychosis  in  twin  sisters, 
who  beame  mentally  ill  only  after  they  became 
separated  and  lived  a different  life.  The  ques- 
tion of  folie  a deux  can  be  answered  in  a nega- 
tive sense  in  view  of  the  fact  that  the  patients 
lived  apart  for  a considerable  time. 

In  analyzing  the  two  examples  presented 
here,  one  is  bound  to  be  impressed  by  the  fact 
that  the  members  of  each  group  of  twins  suf- 
fered respectively  from  a similar  affection,  and 
the  resemblance  usually  encountered  in  twins 
was  not  only  of  a morphological  character  but 
also  manifested  itself  in  morbid  psychological 
states.  Otherwise  speaking,  there  was  a phy- 
siological and  pathological  parallelism  ex- 
pressed in  a high  degree.  That  various  mem- 
bers of  one  family  may  develop  psychotic  dis- 
turbances at  any  time  in  their  lives  and  each 
of  a different  character  is  not  surprising  be- 
cause of  an  inherent  tendency  to  mental  affec- 
tions. But  when  the  disorder  is  of  an  identical 
character  in  two  individuals  born  at  the  same 
time  and  strikingly  resembling  each  other  phy- 
sically, in  such  cases  the  acceptance  of  the  prin- 
ciple of  inheritance  in  a general  way  appears 
to  be  insufficient.  A striking  example  of  the 
order  related  here  is  described  by  E.  Mickle 
(Jour,  of  Mental  Science , April,  1884,  p.  67). 
Melancholia  developed  in  two  twin  sisters, 
who  presented  an  extraordinary  physical  and 
moral  resemblance.  In  both  the  delusion  was 
identical  and  of  a religious  character,  both  had 
visual  hallucinations  of  the  same  character; 
both  expressed  the  same  terror  which  tortured 
them  to  the  same  extent,  and  both  used  iden- 
tical language  in  expressing  it;  both  attempted 
suicide  in  an  identical  manner.  But  what  is 
interesting  from  our  standpoint  is  that  the 
same  mental  affection  with  its  special  features 
identical  in  the  state  of  anxiety,  in  expression 
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and  in  the  degree  of  suffering,  developed  in  one 
sister  at  the  age  of  twenty-nine  and  in  the 
other  at  forty-one.  C.  Gill  (r lour,  of  Mental 
Science , January,  1883,  p.  539)  reports  the  his- 
tory of  two  twin  sisters,  twenty  years  of  age, 
who  presented  the  greatest  resemblance  from 
physical  and  moral  standpoints.  They  became 
afflicted  with  the  same  mental  affection  and 
almost  at  the  same  date.  One  of  the  sisters 
had  maniacal  outbreaks  with  predominant 
erotic  delusions,  the  other  with  religious  delu- 
sions. In  both  the  psychosis  was  intermittent. 
The  interesting  feature  about  this  case  is  the 
following  point : On  one  occasion  one  of  the 
twins  happened  to  live  in  Scarborough,  the 
other  in  York.  The  latter  suffered  from  an 
attack  of  migraine  with  gastric  disturbances. 
It  was  found  that  the  other  sister  had  identical 
attacks,  being  in  a town  remote  from  the  other 
town  where  her  sister  lived. 

These  two  cases,  as  well  as  many  others  re- 
ported in  the  literature,  also  the  two  groups 
of  cases  described  in  the  foregoing  pages,  may 
suggest  the  idea  of  so-called  twins’  psychoses. 
But  if  we  bear  in  mind  the  fact  that  a great 
variety  of  mental  disorders  have  been  observed 
in  twins,  such  as  amentia,  depression  with  per- 
secutory ideas,  mania,  melancholia,  hallucina- 
tory staates.  paranoia,  dementia  praecox,  pare- 
sis— all  conditions  that  are  observed  in  others 
than  twins — if  we  also  consider  the  fact  that 
the  course,  duration,  termination,  and  etiologi- 
cal incidents  present  nothing  specific  but  are 
identical  with  the  same  factors  in  all  psychotic 
individuals,  one  cannot  admit  the  conception 
of  a psychosis  as  specially  characteristic  of 
twins,  notwithstanding  the  fact  that  some  Ger- 
man authors,  under  the  term  Zwillingirresein, 
and  some  French  authors,  under  the  term  folie 
gemellaire,  admit  the  existence  of  such  special 
psychosis.  What  particularly  suggested  the 
idea  of  a special  twins’  psychoses  to  those 
writers  is  the  simultaneous  occurrence  and  de- 
velopment of  psychotic  disturbances  in  twins 
who  live  apart  so  that  there  could  not  be  a ques- 
tion of  induced  mental  manifestations.  In 
spite  of  the  similarity  of  the  clinical  pictures 
of  a psychosis  in  twins,  one  must  bear  in  mind 
the  conditions  and  circumstances  in  which  the 
individuals  live  and  which  could  commence  a 
psychosis  in  any  other  individual,  provided 
there  is  a morbid  heredity.  Similarity  in  the 
course  of  a well  known  mental  affection  does 
not  render  it  specific.  However,  the  inference 


that  can  be  drawn  from  an  occurrence  of  the 
same  affection  in  twins  living  apart  is  the  fol- 
lowing proposition : if  the  predisposition  to 
mental  disorders  in  many  instances  presup- 
poses a congenital  morbid  organization  of  the 
nervous  system,  the  role  of  heredity  finds  its 
strongest  corroboration  in  cases  of  psychoses  in 
twins.  All  such  cases  point  most  emphatically 
to  the  fact  that  similar  physical  organizations 
of  the  nervous  system  may  lead  to  similar 
pathological  disorders.  Furthermore,  the  oc- 
currence of  a deep  parallelism  in  morphological 
and  pathological  elements  in  twins,  in  the 
cerebral  organization  and  its  physiological 
functioning,  speaks  strongly  in  favor  of  single 
ovum  twins,  especially  when  both  ai’e  of  the 
same  sex.  We  are  dealing  here  either  with  an 
intrinsically  abnormal  ovum  or  with  a normal 
ovum  fertilized  by  an  abnormal  spermatozoon 
by  division.  Conceived  bv  absolutely  identical 
elements  and  in  absolutely  identical  conditions, 
undergoing  absolutely  identical  influences  dur- 
ing the  entire  period  of  gestation,  twins  are  one 
degree  more  closely  related,  so  to  speak,  to 
each  other  than  brothers  and  sisters.  There  is 
undoubtedly  a greater  physical  and  intellectual 
affinity  than  in  other  members  of  the  same 
family,  which  surpasses  the  ordinary  limits  of 
consanguinity.  The  entire  problem  here  is  one 
of  heredity  and  that  psychic  disorders  in  twins 
is  but  the  most  striking  and  most  illustrative 
evidence  of  the  existence  of  this  great  force 
which  controls  all  organized  beings.  In  the 
case  of  twins  who  show  developmental  disor- 
ders. we  are  dealing,  of  course,  with  a morbid 
hereditary  force.  It  seems  that  at  least  in  a 
certain  group  of  cases  the  fact  of  double  con- 
ception is  an  inferior  mode  of  procreation  de- 
termined by  the  usual  factors  of  degeneracy. 
Some  obstetricians  are  quite  firm  on  this  sub- 
ject. Bar  considers  it  as  a paternal  or  maternal 
morbid  strain  in  animals  as  well  as  in  man. 
It  is  frequent  in  syphilis,  and  in  a large  per- 
centage of  twins  who  died,  luetic  livers  were 
found.  Keim  emphasizes  hereditary  tubercu- 
losis as  an  etiological  factor.  Porak  and  Schatz 
believe  that  double  gestation  could  be  con- 
sidered as  parallel  with  a double  monstrosity. 
Fournier  was  of  the  same  opinion.  As  a 
svphilologist,  he  had  great  opportunities  to  ob- 
serve and  record  double  births  in  hereditary 
syphilis.  Hutchinson  held  the  same  view. 
(Bull,  de  Academie  de  Medicine , 22-30,  Octo- 
ber, 1900). 
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To  sum  up,  we  may  say  psychoses  in  twins 
develop  frequently  on  the  basis  of  degenera- 
tive etiological  factors,  and  the  similarity  or 
identity  of  the  mental  disorder  finds  its  raison 
d'etre  in  a consanguinity  which  surpasses  the 
ordinary  limits. 

1812  Spruce  Street. 


Correspondence 

Chiropractic  and  Poropathy. 

To  the  Editor: 

In  the  last  session  of  the  Legislature  a bill 
was  introduced  looking  to  the  licensing  of 

r-  & 

chiropractors.  Though  it  failed  of  passage,  it 
had  very  considerable  support.  Senate  Bill 
No.  55,  which  passed  in  the  session  of  1918, 
gave  to  Arthur  de  Collard  a right  to  practice 
‘poropathy”  without  any  examination  or  in- 
ouiry  into  his  scientific  attainments  by  the 
State  Board  of  Medical  Examiners.  This  bill 
was  earnestly  opposed  by  representatives  of 
the  regular  medical  profession,  but  without 
effect,  de  Collard  claimed  to  be  a Corsican 
and  a cousin  of  Napoleon.  Undoubtedly  he  is 
foreign.  He  said  that  he  graduated  at  several 
European  universities  but  that  all  of  his  diplo- 
mas have  been  burned ! He  would  not  answer 
the  simplest  question  on  the  elements  of.medi- 
cine  and  surgery,  as  he  said  the  doctors  were 
jealous  of  him.  His  attitude  could  be  readily 
and  justly  estimated  by  any  man  of  common 
sense,  and  yet  a foreigner  of  this  type  was 
taken  up  and  special  measures  exempting  him 
from  the  State  Board  of  Medical  Examiners 
passed  the  Legislature  by  an  overwhelming 
majority.  I understand  that  several  “poro- 
pathists”  who  have  taken  the  course  under  de 
Collard  now  desire  to  be  licensed  to  practice 
medicine  in  Virginia. 

There  are  approximately  2.500  members  of 
the  regular  medical  profession  in  Virginia. 
There  are  probably  not  300  irregular  practi- 
tioners, including  all  of  the  cults.  Yet  when 
a bill  to  license  de  Collard  to  establish  a school 
of  “poropathy”  was  introduced  it  passed  over- 
whelmingly. The  bill  to  license  chiropractors 
only  failed  by  a small  margin.  Does  it  not 
seem  absurd  for  the  medical  profession  in  Vir- 
ginia, to  whom  the  people  have  a right  to  look 
for  the  protection  of  their  health,  to  be  content 
with  this  state  of  affairs? 

In  view -of  the  probable  introduction  of  a 
bill  for  chiropractors  at  the  next  Legislature, 


and  of  the  presence  of  men  who  have  been 
trained  under  de  Collard  and  who  desire 
license  to  practice  “poropathy,”  it  may  be  of 
interest  to  reproduce  the  bill  by  which  de  Col- 
lard was  permitted  to  establish  his  “school.” 
II  it  were  not  for  the  seriousness  of  this 
piece  of  legislation  in  lowering  the  scientific 
standards  of  the  practice  of  medicine  in  the 
State  of  Virginia  and  thereby  jeopardizing  the 
health  of  the  people,  the  whole  affair  would 
appear  ridiculous. 

The  bill  and  the  record  of  its  passage  follow : 
Senate  Bill  No.  55. 

Patron,  Mr.  Wendenberg,  by  request. 

“A  Bill  to  define  and  regulate  the  prac- 
tice of  Poropathy  and  Manipulative 
Surgery,  to  provide  license  of  practi- 
tioners thereof,  and  to  provide  for  a 
penalty  for  the  violation  of  this  Act, 
and  for  other  purposes. 

“1.  Be  it  enacted  by  the  General  Assembly 
of  Virginia  : That  the  system  and  practice  of 
Poropathy  and  Manipulative  Surgery  is  here- 
by defined  to  be  a new  branch  of  therapeutics 
and  is  the  use  and  employment  of  medical 
manipulation  and  absorption  through  the 
pores  of  the  skin  and  the  mucous  membrane 
without  medicine  taken  through  the  stomach 
or  the  use  of  the  knife,  and  the  use  and  em- 
ployment of  healing  and  curative  agencies  and 
lotions,  applied  directly  to  the  diseased  organs 
and  to  the  nerves  controlling  these  organs, 
through  the  pores  of  the  skin  and  mucous  mem- 
brane, which  are  opened  by  medical  manipu- 
lation, and  which* immediately  reach  the  dis- 
ease or  ailment  through  the  eliminating  organs 
of  the  human  body,  and  by  this  process,  heal 
and  cure  the  following  diseases  and  ailments: 
Neurasthenia  or  nervous  prostration,  internal 
cancers,  stomach  or  otherwise,  tumors,  internal 
and  otherwise,  kidneys,  liver,  uterus,  ovaries 
and  all  obscure  ailments,  adipose  tissue,  rheu- 
matism. locomotor  ataxia,  cerebrospinal  men- 
ingitis, St.  Vitus  dance,  epilepsy,  paralysis, 
tuberculosis  of  the  joints,  heart  trouble,  fatty 
degeneration,  and  valvular  weakness;  and  also 
adjust,  heal  and  cure  broken  bones,  sprains, 
dislocations,  displacements  of  muscles  and 
joints,  slipping  of  cartilages  of  knees  or  other 
joints,  spinal  injuries,  breakages  or  displace- 
ments of  small  bones  of  legs  and  feet,  and  sup- 
plementary system  and  science  of  Physical 
Culture,  by  which  every  muscle  of  the  human 
body  is  reached,  developed  and  strengthened 
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without  the  aid  of  any  apparatus;  which  treat- 
ment and  Medical  Manipulation  consist  of 
Poropathy,'  Manipulative  Surgery,  Massage, 
Physical  Culture,  Dieting,  Herb-lotions  and 
Sal  ves,  also  including  the  treatment  and  cure 
of  diseases  or  ailments  through  the  pores  of 
the  skin  and  the  mucous  membrane  of  the 
human  body  as  above  mentioned  and  specified. 

“2.  That  any  person  who  shall  apply  to,  and 
present  and  submit  to  a commissioner  of  the 
revenue  in  any  City  or  County  of  this  State, 
who  is  authorized  to  issue  licenses,  a certificate 
in  writing,  sustained  by  affidavit  or  affidavits 
showing  that  he  is  of  good  character  and  that 
lie  is  versed  in  the  practice  of  Poropathy  and 
Manipulative  Surgery,  shall  receive  from  the 
said  officer  a license  issued  by  him,  which  shall 
entitle  the  holder  thereof  to  practice  Poropathy 
and  Manipulative  Surgery,  and  as  above  de- 
fined. in  this  State  for  a period  of  twelve  (12) 
months  from  the  date  of  such  a license,  for 
which  the  holder  thereof  shall  pay  to  the  treas- 
urer of  said  City  or  County,  a license-tax  of 
ten  dollars  ($10.00)  per  annum. 

“3.  That  any  violation  of  the  provision  of 
this  act  shall  be  a misdemeanor,  and  shall  be 
punished  by  a fine,  not  less  than  fifty  dollars 
($50.00)  nor  more  than  one  hundred  dollars 
($100.00)  or  by  imprisonment  of  not  less  than 
thirty  (30)  days,  nor  more  than  six  (6)  months 
in  jail,  or  by  both  fine  and  imprisonment. 

“I.  That  nothing  in  this  act  shall  be  con- 
strued to  apply  to  duly  authorized  physicians, 
to  persons  authorized  to  practice  Optometry, 
Osteopathy,  or  Chiropractic,  under  the  laws 
of  the  State  of  Virginia,  nor  any  other  prac- 
titioner of  any  medical  science,  permitted  and 
licensed  under  the  laws  of  the  State  of  Vir- 
ginia. 

“5.  In  order  that  this  act  may  be  given  effect 
as  soon  as  practicable,  an  emergency  is  declared 
to  exist,  and  this  act  shall  be  in  force  from  its 
passage.” 

The  Journal  of  the  Senate,  March  2,  1918, 
shows  that  the  foregoing  bill  came  up  upon  its 
second  reading  on  that  date  with  the  Commit- 
tee Substitute  and  Amendments  to  Substitute. 
The  Committee  Substitute  was  as  follows : 

“An  Act  for  the  relief  of  Arthur  de  Collard 
and  to  authorize  him  to  practice  Poropathy, 
M assage  and  Manipulative  Surgery  in  the 
State  of  Virginia. 

“Whereas,  Arthur  de  Collard  has  been  en- 
gaged in  the  practice  of  Poropathy  and  Manip- 


ulative Surgery  in  the  State  of  Virginia  for 
three  years  or  more;  and 

“Whereas,  it  appears  that  a large  number 
of  respectable  citizens  of  this  State  have  been 
treated  by  the  said  Arthur  de  Collard  and 
greatly  benefited  thereby  and  desire  that  the 
said  Arthur  de  Collard  be  allowed  to  continue 
the  practice  of  Poropathy  and  Manipulative 
Surgery  in  the  State  of  Virginia. 

“1.  Therefore  be  it  enacted  by  the  General 
Assembly  of  Virginia,  that  Arthur  de  Collard 
be,  and  he  is  hereby,  authorized  to  practice 
Poropathy,  Massage  and  Manipulative  Sur- 
gery in  the  State  of  Virginia. 

“2.  In  order  that  this  act  may  be  given 
effect  as  soon  as  practicable,  an  emergency  is 
declared  to  exist,  and  this  act  shall  be  in  force 
from  its  passage.” 

The  Committee  Amendment  to  the  substi- 
tute, proposed  by  Senator  Conrad,  was  as  fol- 
lows : 

“Committee  Amendment  to  Substitute  for 
Senate  Bill  No.  55. 

“Sec.  1,  line  3,  at  end  of  line  strike  out  a 
‘period’  and  insert  a ‘comma’  and  add  the  fol- 
lowing: ‘Provided  that  the  said  de  Collard 

shall  first  apply  for  and  successfully  stand  an 
examination  on  anatomy  and  Materia  Medica 
before  the  State  Board  of  Medical  Examin- 
ers.’ ” 

Dr.  Gravatt  proposed  an  amendment  to  the 
Committee  Amendment  next  quoted  above,  as 
follows : 

“After  the  words  ‘Materia  Medica,’  insert 
‘therapeutics,  diagnosis,  pathology.’  ” 

Dr.  Gravatt’s  amendment  was  rejected.  Mr. 
Trinkle  offered  the  following  amendments : 

“Striking  out  all  of  the  language  of  Sec.  1 
following  the  word  ‘lotions’  in  line  8. 

“2.  In  Sec.  2,  strike  out  the  words  ‘for 
which  the  holder  thereof  shall  pay  to  the  treas- 
urer of  said  city  or  said  county  a license-tax 
of  Ten  Dollars  ($10.00)  per  annum.’  ” 

These  amendments  were  agreed  to. 

Senator  Strode  offered  an  amendment  as  fol- 
lows : 

“After  the  word  ‘license’  in  Sec.  2,  line  10, 
insert  ‘provided  that  no  person  licensed  under 
this  act  shall  use  or  advertise  himself  as  hav- 
ing the  title  of  Doctor.’  ” 

This  amendment  was  also  agreed  to.  The 
Committee  Amendment  to  the  Substitute  was 
rejected  and  the  Committee  Substitute  was  re- 
jected. Whereupon  Mr.  Trinkle  moved  to 
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dispense  with  the  reading  of  the  bill  as  re- 
quired by  Sec.  60  of  the  Constitution,  which 
was  agreed  to.  Ayes  18;  Noes  4,  Mr.  Trinkle 
voting  in  the  affirmative. 

The  original  bill  carried  an  emergency 
clause,  which  required  a four-fifths  vote  for 
its  passage.  The  question  then  recurring  on 
the  passage  of  the  bill,  the  bill  was  rejected 
for  failure  to  receive  the  four-fifths  vote  re- 
quired. Ayes  17,  Noes  7,  Mr.  Trinkle  voting 
in  the  affirmative,  Dr.  Gravatt  and  Dr.  Hen- 
ning being  recorded  in  the  negative. 

Mr.  Mapp  moved  to  reconsider  the  vote  by 
which  the  bill  was  rejected,  which  was  agreed 
to.  Mr.  Trinkle  then  offered  an  amendment 
striking  out  the  emergency  clause,  Section  5 
of  the  bill,  which  was  agreed  to.  The  effect 
of  this  amendment  was  to  require  only  a major- 
ity vote  for  the  passage  instead  of  the  con- 
stitutional four-fifths.  The  bill  was  then 
passed.  Ayes  16.  Noes  6,  Mr.  Trinkle  being 
recorded  in  the  affirmative.  Doctors  Gravatt 
and  Henning  in  the  negative. 

Mr.  Trinkle  moved  to  reconsider  the  vote 
bv  which  the  bill  was  passed,  which  was  re- 
jected. Journal  of  the  Senate,  1918,  p.  565. 

Surely  a perusal  of  this  bill  and  the  proceed- 
ings of  the  Senate  should  furnish  all  the  stim- 
ulus that  any  doctor  in  Virginia  would  need 
to  see  that  the  members  of  the  legislature  and 
the  candidates  for  governor  have  a clean  record 
and  a platform  that  upholds  the  standards  of 
scientific  medicine  and  surgery,  and  at  least 
affords  the  same  protection  for  the  health  of 
the  people  of  Virginia  that  is  given  to  cattle 
and  hogs. 

J.  Shelton  Horsley. 

Richmond , Va. 

New  and  Approved  Method  of  Vaccination. 

To  the  Editor  : 

We  recommend  the  following  method  of  vac- 
cination as  being  the  simplest  and  safest.  This 
is  based  upon  investigations  by  the  United 
States  Public  Health  Service. 

The  best  site  is  the  outer  side  of  the  arm 
about  one-half  way  from  the  elbow  to  the 
shoulder.  The  skin  should  be  washed  in  alco- 
hol, ether  or  soap  and  water  and  wiped  dry 
or  allowed  to  dry.  A drop  of  virus  should  be 
placed  on  the  site  chosen.  The  arm  is  held 
horizontal  with  the  skin  made  taut  by  the  left 
hand,  and  a sterile  needle  is  held  in  the  right 


hand  with  the  forefinger  and  the  middle  finger 
above  the  needle,  the  thumb  below  the  needle 
pointing  to  the  operator’s  left.  The  side  of 
the  needle  point  is  then  rapidly  but  firmly 
pressed  into  the  drop  twenty  to  thirty  times, 
all  within  an  area  of  one-eighth  inch,  the 
needle  being  raised  clear  of  the  skin  after  each 
pressure.  The  needle  should  be  held  parallel 
to  the  skin,  and  the  motion  should  be  perpen- 
dicular to  the  skin  and  the  needle,  not  in  the 
direction  of  the  needle.  In  this  way,  if  the 
skin  has  been  held  taut,  the  elasticity  of  the 
skin  will  pull  a fraction  of  an  inch  of  the 
scarf-skin  over  the  point  of  the  needle  at  each 
pressure,  so  that  the  virus  is  carried  into  the 
layers  of  cells  where  multiplication  takes  place 
most  easily.  No  signs  of  bleeding  will  occur 
and  all  evidence  will  fade  out  in  twelve  hours. 
Immediately  after  the  pressures  have  been 
made,  the  remaining  virus  is  wiped  off  the 
skin  with  a sterile  gauze  and  the  sleeve  pulled 
down. 

It  is  best  to  apply  no  dressing  but  to  keep 
the  site  clean  and  dry.  Vaccination  shields 
are  dangerous.  Felt  bunion  pads  are  very  dan- 
gerous. Large  areas  of  vaccination  are  also 
dangerous.  If  the  vaccination  takes,  great  care 
should  be  used  to  keep  it  dry.  Avoid  getting 
it  wet  when  bathing. 

The  above  method  is  found  by  experience  to 
be  more  efficient  than  scratching  and  there  is 
less  danger  of  infection. 

Ennion  G.  Willi  ms, 

State  Health  Commissioner. 

Richmond 1,  Va. 

The  above  is  copy  of  a circular  letter  re- 
cently sent  by  the  State  Board  of  Health  to 
all  the  doctors  in  Virginia.  We  publish  it  be- 
cause of  its  great  interest  at  this  time. 

Do  Your  Part  in  Times  of  Peace  as  Well  as 

War. 

To  the  Members  of  the  Medical  Society  of 

Virginia  : 

In  a recent  communication  from  the  Sur- 
geon-General of  the  Army,  attention  is  called 
to  the  necessity  for  obtaining  the  co-operation 
of  the  medical  profession  of  Virginia  in  the 
physical  examination  of  candidates  for  the 
C.  M.  T.  camps  which  will  be  held  during  the 
coming  Summer. 

It  is  essential  that  all  the  young  men 
admitted  to  these  camps  be  physically  fit  and 
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whether  thev  are  or  not  can  be  determined  only 
by  a physical  examination  which  is  performed 
before  they  leave  home,  preferably  by  their 
own  physicians.  It  is  also  important  that  all 
candidates  for  training  be  immunized  to 
typhoid  and  paratyphoid  fevers  and  small-pox 
in  order  to  obviate  all  danger  of  epidemics  in 
the  camp  and  to  afford  protection  against  these 
diseases  in  the  event  of  a national  emergency. 
It  is  desirable,  and  indeed  necessary,  that  can- 
didates for  enrollment  be  examined  and  im- 
munized without  cost  to  the  applicant.  Ar- 
rangements have  been  made  whereby  this  may 
be  done  at  any  Army,  Navy  or  Public  Health 
Service  Station  where  medical  officers  are  on 
duty,  but  it  is  impracticable  to  reach  all  appli- 
cants through  these  agencies. 

I am  sure  that  it  will  be  the  patriotic  duty 
of  all  the  members  of  the  Medical  Society  of 
Virginia  to  assist  in  the  operation  of  the 
C.  M.  T.  camps  during  peace,  as  part  of  their 
share  in  the  defense  of  our  country,  by  physi- 
cally examining  and  immunizing,  without 
charge,  such  candidates  for  training,  living  in 
their  communities,  as  may  apply  to  them.  For 
this  reason  I am  writing  to  ask  that  each  mem- 
her  of  the  State  Society  will  co-operate  with 
the  Federal  Government  in  this  matter  in  so 
far  as  may  be  consistent  with  his  other  activi- 
ties. 

May  3,  1925. 

Hunter  H.  McGuire, 

President. 


Analyses,  Selections,  Etc. 


The  Transplantation  of  Distant  Skin  Flaps 
for  the  Cure  of  Intractable  Basal  Cell  Car- 
cinoma. 

In  a paper  on  the  above  subject  read  before 
the  American  Surgical  Association,  Washing- 
ton. D.  C.,  May  5,  1925,  by  J.  Shelton  Horsley, 
M.  D.,  Richmond,  Va.,  the  author  discussed  the 
pathology  of  basal  cell  cancer.  There  is 
marked  variation  in  the  morphology  and  struc- 
ture of  certain  types  of  basal  cell  cancer,  from 
the  common  small  spindle  or  filament-like  cells 
in  closely  packed  masses  to  columnar  cells  ar- 
ranged as  acini.  It  is  suggested  that  the  cause 
of  this  variation  is  that  basal  cell  cancer,  being 
derived  from  the  deep  layers  of  the  epidermis, 
is  more  closely  akin  to  the  hair  follicles  and 
sweat  and  sebaceous  glands,  which  also  arise 


from  the  deep  layers  of  the  epidermis,  than 
spinous  cell  cancer  which  begins  in  the  super- 
ficial layers.  Therefore,  reversion  to  gland 
structure  would  be  more  likely  to  occur  in  basal 
cell  cancer  than  in  spinous  cell  cancer. 

The  rarity  of  metastases  of  basal  cell  cancer 
is  noted.  Spinous  cell  cancer,  especially  in  the 
more  malignant  forms,  metastasizes  readily  in 
the  lymph  nodes,  but  basal  cell  cancer  seems 
to  require  for  its  progress  a breaking  down  of 
the  resistance  of  the  adjacent  normal  tissue, 
probably  by  some  substances  elaborated  during 
its  growth.  As  basal  cell  cancer  occupies  areas 
that  are  frequently  attacked  by  spinous  cell 
cancer,  the  cells  of  a basal  cell  tumor  doubtless 
have  access  to  the  same  lymphatics  and  blood 
vessels  as  would  the  cells  of  a spinous  cell 
tumor.  It  is  reasonable  to  assume  that  these 
basal  cells  are  transported,  but  they  do  not  sur- 
vive because  the  resistance  in  the  distant  tissue 
inhibits  their  growth.  It  seems  logical,  then, 
to  transplant  distant  tissue  to  cover  the  raw 
surface  left  by  excision  of  an  intractable  basal 
cell  cancer  with  the  expectation  that  such  a 
flap  will  tend  to  prevent  recurrence. 

Ten  cases  of  intractable  basal  cell  cancer, 
treated  according  to  the  principle  of  trans- 
planting distant  flaps  over  the  area  left  after 
the  cancer  had  been  excised,  are  reported.  There 
was  recurrence  in  five  of  these  ten  cases,  but  in 
no  instance  was  the  recurrence  in,  or  in  im- 
mediate proximity  to,  the  transplanted  distant 
flap.  In  all  of  the  recurrent  cases  the  cancer 
was  excised  and  there  has  been  no  further  re- 
currence in  three  cases,  while  in  two  where  it 
was  difficult  to  adjust  the  transplanted  flap  to 
the  wound  the  cancer  continued.  On  the  con- 
trary, in  a patient  in  whom  a distant  flap  was 
transplanted  in  order  to  cover  the  raw  surface 
after  excision  of  an  extensive  spinous  cell  can- 
cer a recurrence  appeared  under  the  flap  and 
quickly  invaded  the  flap.  In  most  basal  cell 
cancers  in  early  stages  simple  methods  of  ex- 
cision with  a knife,  cautery  or  paste,  or  treat- 
ment by  roentgen-ray  or  radium,  are  usually 
effective,  but  in  a few  instances  these  measures 
do  not  avail.  It  is  in  these  intractable  cases 
that  a thorough  excision,  preferably  with  the 
electric  cautery,  and  transplantation  of  a flap 
from  a distance  afford  an  opportunity  for  cure 
after  other  methods  have  failed.  The  principle 
of  the  operation  is  based  upon  the  peculiar- 
pathology  of  basal  cell  cancer  in  that  it  does 
not  metastasize. 
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Yeast  in  the  Treatment  of  Pellagra  and  Black 

Tongue. 

Joseph  Goldberger,  G.  A.  Wheeler,  W.  F. 
Tanner,  Surgeons,  U.  S.  Public  Health  Serv- 
ice, in  Public  Health  Reports  of  May  8,  1925, 
tell  of  a recent  communication  in  which  there 
were  reported  the  results  of  a study  of  the 
action  of  dried  brewers’  yeast  as  a therapeutic 
and  preventive  agent  in  pellagra.  Evidence 
was  submitted  that  was  interpreted  as  indicat- 
ing conclusively  that  this  yeast  supplied  an 
essential  or  the  essential  preventive  factor  or 
factors.  Although  both  therapeutic  and  pre- 
ventive tests  were  made,  emphasis  was  placed 
on  the  preventive  action,  since  the  preventive 
test  was  considered  much  more  significant  of 
the  value  of  the  preparation. 

As  was  stated  in  that  communication,  26 
patients  in  all  were  taken  under  treatment  be- 
tween May  26,  1923,  and  May  10,  1924.  A 
number  of  additional  cases  have  been  treated 
since  that  time.  The  majority  have  been  mild 
recurrent  attacks.  With  one  exception,  all 
made  prompt  recoveries  from  the  immediate 
attack.  The  exception  was  a case  in  a recently 
admitted  patient  with  symptoms  of  central 
neuritis  who  died  within  72  hours  after  com- 
ing under  observation  and  beginning  treat- 
ment. 

Since  the  publication  of  the  above-mentioned 
report,  the  writers  have  had  inquiries  relative 
to  certain  details  of  the  treatment  with  yeast 
which,  so  far  as  possible,  they  answer  in  the 
following  way : 

Our  work  with  yeast  has  been  done  almost 
altogether  with  a commercial  preparation  of 
dried  brewers’  yeast.  It  is  not  improbable  that 
pure  dried  bakers’  yeast  will  prove  to  be  ap- 
proximately equally  efficient. 

At  the  outset  of  the  study  the  therapeutic 
dose  was  arbitrarily  fixed  at  1 gram  per  kilo 
of  body  weight  for  patients  with  marked  active 
symptoms.  As  our  experience  has  grown,  we 
have  come  increasingly  to  believe  that  a con- 
siderably smaller  dose  will  suffice,  particularly 
when  combined  (and  so  far  as  possible  it  should 
be)  with  the  now  well-known  dietary  treat- 
ment. In  the  cases  more  recently  treated  the 
daily  dose  has  been  between  15  and  30  grams 
(one-half  to  1 ounce)  or,  roughly,  2 level  tea- 
spoonfuls three  to  six  times  a day. 

We  were  led  to  test  the  action  of  yeast  in 
pellagra  by  reason  of  some  very  favorable  in- 
dications afforded  by  tests  of  this  preparation 


in  experimental  black  tongue  in  dogs.  We 
would  now  state  that  in  the  treatment  of  this 
experimentally  induced  disease  a dose  of  15  to 
30  grams  (one-half  to  1 ounce),  depending  on 
the  weight  of  the  animal,  has  been  found  very 
efficient  in  cutting  short  an  attack.  However, 
the  treatment  must  be  begun  relatively  early; 
if  delayed  until  after  the  dog’s  temperature 
has  risen  to  40°  C.  (104°  F.),  the  outlook  is 
much  less  favorable.  We  would  recommend 
this  treatment  to  veterinarians  for  trial  in  the 
spontaneous  disease. 

The  dry  powdered  yeast  (well  dried)  keeps 
well  and  retains  much  if  not  all  of  its  pellagra- 
preventive  and  therapeutic  activity  for  some 
weeks  at  least.  It  may  be  administered  in  a 
variety  of  ways.  In  pellagra  we  have,  for  the 
most  part,  given  it  in  ordinary  table  sirup; 
less  frequently  in  canned  tomato  juice,  and  in 
milk.  In  black  tongue  we  have  given  the  yeast 
in  gelatin  capsules  (veterinary  No.  13).  It 
may  be  stirred'  into  the  food  as  soon  as  the 
animal  begins  to  eat. 

The  beneficial  effects  of  the  yeast  treatment 
have  repeatedly  been  recognized  by  us  as  early 
as  the  end  of  the  second  or  third  day  after  the 
treatment  was  begun  in  both  the  human  and 
the  canine  disease. 

In  closing  this  note  it  may  be  well  to  em- 
phasize that  in  all  but  the  severe  cases  of 
pellagra  careful  feeding  is  all  that  is  needed. 
In  our  judgment,  it  is  only  in  cases  of  more 
than  average  severity,  or  where  such  foods  as 
fresh  milk  and  fresh  meat  can  not  be  procured, 
that  yeast  may  serve  a valuable  purpose  and 
may  help  to  save  life. 


Proceedings  of  Societies 

The  Piedmont  Medical  Society 

Held  its  semi-annual  meeting  at  Charlottes- 
ville, May  30.  Dr.  J.  F.  Thaxton,  of  Tye  River, 
presiding.  Announcement  was  made  of  the 
death,  since  last  meeting,  of  Dr.  J.  F.  Williams, 
of  Charlottesville,  the  first  vice-president. 
Papers  were  read  by  Drs.  E.  L.  Sutherland  and 
F.  D.  Woodward,  of  Charlottesville.  Dr.  I.  A. 
Bigger,  of  University,  Avas  elected  delegate  to 
the  Richmond  meeting  of  the  State  Society. 
Dr.  F.  D.  Woodward,  Charlottesville,  was 
elected  a member  of  the  Society  and  the  follow- 
ing officers  were  elected  for  the  ensuing  year: 
Dr.  W.  C.  Mason,  Gordonsrille,  president; 
Dr.  F.  C.  McCue,  Charlottesville,  first  vice- 
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president;  Dr.  T.  E.  Patteson,  Ransons,  second 
vice-president;  and  Dr.  Lewis  Holladay, 
Orange,  was  re-elected  secretary-treasurer. 

The  Medical  Society  of  Virginia,  Maryland 

and  the  District  of  Columbia 

Held  its  regular  semi-annual  meeting  at 
Warrenton,  Va.,  May  20,  with  an  attendance 
of  about  sixty  doctors.  Dr.  George  T.  Klip- 
stein.  of  Alexandria,  presided.  The  meetings 
were  held  at  the  Warrenton  Country  Club  and 
between  sessions  the  members  and  visitors  were 
tendered  luncheon  by  the  local  Chamber  of 
Commerce.  Papers  were  read  by  Drs.  Thos. 
M.  Foley,  Win.  B.  Marbury,  C.  Augustus  Simp- 
son, J.  Lawn  Thompson,  and  W.  Calhoun 
Stirling,  all  of  Washington,  D.  C.  Resolu- 
tions were  read  on  the  death  of  Dr.  Howard 
Fletcher,  of  Warrenton,  late  president  of  the 
Society.  At  the  close  of  the  meeting,  the  phy- 
sicians visited  the  Fauquier  County  Hospital, 
recently  opened  in  Warrenton,  and  expressed 
themselves  as  much  pleased  with  the  place. 

It  was  decided  to  hold  the  next  meeting  in 
Washington,  D.  C.,  in  November,  and  the  fol- 
lowing officers  were  elected : President,  Dr. 
J.  W.  Bird,  Sandy  Spring,  Md.;  vice-presi- 
dents, Drs.  G.  Bache  Gill,  Washington,  D.  C., 
and  J.  E.  Knight,  Bristersburg,  Va. ; record- 
ing secretai'y,  Dr.  Wm.  T.  Davis;  correspond- 
ing secretary,  Dr.  Joseph  D.  Rogers;  and  treas- 
urer, Dr.  Robt.  Scott  Lamb.  The  last  three 
are  of  Washington,  D.  C.,  and  were  all  re- 
elected. 

The  Virginia  Society  of  Oto-Laryrgology 

and  Ophthalmology 

Held  its  sixth  annual  meeting  in  Winchester, 
Va.,  May  7,  Dr.  James  Morrison,  of  Lynch- 
burg, presiding.  The  invited  guests,  Drs. 
James  Babbitt  and  William  Zentmayer,  of 
Philadelphia,  Dr.  Harry  Gradle,  of  Chicago, 
and  several  members  gave  exceedingly  interest- 
ing papers.  The  members  and  visitors  were 
entertained  at  a luncheon  at  the  home  of  Dr. 
Hunter  McGuire,  a charter  member  and  ex- 
president of  the  Society.  Dr.  H.  S.  Hedges, 
Charlottesville,  was  elected  president;  Dr. 
Clifton  M.  Miller,  Richmond,  vice-president, 
and  Dr.  E.  U.  Wallerstein,  Richmond,  was  re- 
elected secretary-treasurer.  It  was  decided  to 
hold  the  1926  meeting  in  Petersburg. 

The  Walter  Reed  Medical  Society 

Held  its  regular  meeting  on  May  27  and 
28  at  the  Eastern  State  Hospital,  Williams- 


burg, Va.,  under  the  presidency  of  Dr.  George 
W.  Brown,  of  that  place.  A number  of  in- 
teresting papers  were  read  and  the  meeting  was 
a pronounced  success.  The  time  and  place 
of  the  next  meeting  are  to  be  decided  later  by 
the  Executive  Council.  The  following  officers 
were  elected : President,  Dr.  R.  R.  Hoskins, 
Mathews;  vice-presidents,  Drs.  J.  M.  Hender- 
son, Williamsburg;  S.  G.  Cooke,  Yorktown; 
M.  W.  Crafford,  Lee  Hall;  I).  J.  King,  Wil- 
liamsburg, and  J C.  Cutler,  Newport  News. 
Drs.  L.  E.  Stubbs  and  J.  E.  Marable,  both  of 
Newport  News,  were  re-elected  secretary  and 
treasurer,  respectively. 

The  South  Piedmont  Medical  Society 

Held  its  semi-annual  meeting  at  South  Bos- 
ton, Va.,  April  21.  Supper  was  tendered  the 
members  between  the  afternoon  and  evening 
sessions.  A number  of  interesting  papers  were 
presented  in  addition  to  those  in  the  sym- 
posium on  Puerperal  Infections.  Dr.  Ray  A. 
Moore,  of  Phenix,  presided.  This  was  the 
meeting  for  the  election  of  officers  and  Dr. 
J.  D.  Hagood,  Scottsburg,  was  elected  presi- 
dent, and  Dr.  George  A.  Stover,  South  Boston, 
was  re-elected  secretary-treasurer.  Vice-presi- 
dents elected  are:  Drs.  Sam  Wilson,  Lynch- 
burg; C.  D.  Bennett,  Chatham;  H.  T.  Hawkins, 
Clover,  and  J.  B.  Bailey,  Iveysville.  The  next 
meeting  will  be  held  in  Lynchburg,  Va.,  on 
November  17,  1925. 

The  Hanover  County  Medical  Society 

Held  its  regular  meeting  in  Ashland,  in  May, 
Dr.  T.  J.  Stanley,  of  Beaver  Dam,  presiding, 
Dr.  J.  A.  Wright,  of  Doswell,  is  secretary  - 
treasurer.  An  interesting  paper  was  read  by 
Dr.  A.  B.  Gravatt,  of  Ellerson,  and  resolutions 
were  passed  on  the  death  of  Dr.  Charles  James 
Terrell.  By  invitation,  the  councilor  of  the 
Third  Congressional  District,  Dr.  A.  L.  Gray, 
of  Richmond,  was  jwesent,  and  gave  a talk  on 
matters  pertaining  to  our  State  organization. 

The  Patrick-Henry  Medical  Society. 

At  the  meeting  of  this  Society  in  Martins- 
ville, Va.,  May  7,  Dr.  S.  S.  Gale,  of  Roanoke, 
presented  a paper  on  “Some  Fractures,”  which 
was  illustrated  by  lantern  slides.  Dr.  J.  T. 
McKinney,  also  of  Roanoke,  assisted  Dr.  Gale 
in  showing  the  lantern  slides.  Dr.  Samuel 
Newman,  of  Danville,  reported  a case  on 
“Celiac’s  Disease.”  Dr.  George  T.  Divers,  of 
Stuart,  is  president  of  this  Society  and  Dr. 
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G.  B.  Dudley,  Jr.,  Martinsville,  secretary- 
treasurer 

The  Augusta  County  Medical  Association 

Held  its  regular  quarterly  meeting  in  Staun- 
ton, May  6,  Dr.  David  T.  Gochenour,  of  Stuarts 
Draft,  presiding,  and  Dr.  H.  G.  Middlekautf, 
of  Weyers  Cave,  at  secretary’s  desk.  An  in- 
teresting symposium  on  eugenics  was  presented. 
Arrangements  have  been  made  to  publish  these 
papers  in  an  early  issue  of  the  Monthly. 


The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  lettei 
of  March  28,  1925,  the  following  have  been  accepted: 
Cook  Laboratories 

Streptococcus  Vaccine  X Plain 
Acne  Vaccine  (Cook)  Combination  X 
Typhoid  Vaccine  X Plain 
Typhoid  Vaccine  XX  Combined 
Whooping  Cough  Vaccine  (Cook)  X Plain 
Staphylococcus  Vaccine  Combined 
Cutter  Laboratories 

Rabies  Vaccine  (Semple) — Cutter 
Eastman  Kodak  Company 
Resorcinol  Monoacetate 
Hille  I aboratories 
Lunosol 

Lunosol  Capsules,  6 grains 
Hynson,  Westcott  and  Dunning 
Brom-sulphalein-H.  W.  D. 

Solution  Brom-sulphalein-H.  W.  D. 

Eli  Lilly  and  Co. 

Scarlet  Fever  Streptococcus  Antitoxin  (Uncon- 
centrated) 

Scarlet  Fever  Streptococcus  Antitoxin  (Concen- 
trated) 

H.  K.  Mulford  Co. 

Ash  Tree  Pollen  Extract — Mulford;  Bermuda 
Grass  Pollen  Extract — Mulford;  Box  Elder  Pol- 
len Extract — Mulford;  Canary  Grass  Pollen 
Extract — Mulford;  Cocklebur  Pollen  Extract — 
Mulford;  Corn  Pollen  Extract — Mulford;  Cot- 
tonwood Tree  Pollen  Extract — Mulford;  Daisy 
Pollen  Extract — Mulford:  Dandelion  Pollen 

Extract — Mulford;  Dock  Pollen  Extract — Mul- 
ford; False  Ragweed  Pollen  Extract — Mulford; 
Goldenrod  Pollen  Extract — Mulford;  Johnson 
Grass  Pollen  Extract — Mulford;  June  Grass 
Pollen  Extract — Mulford;  Lamb’s  Quarters  Pol- 
len Extract — Mulford;  Maple  Pollen  Extract — 
Mulford;  Marsh  Elder  Pollen  Extract — Mul- 
ford; Mountain  Cedar  Pollen  Extract — Mul- 
ford; Mugwort  Pollen  Extract— Mulford;  Oak 
Tree  Pollen  Extract — Mulford;  Orchard  Grass 
Pollen  Extract — Mulford;  Perennial  Rye  Grass 
Pollen  Extract — Mulford;  Plantain  Pollen  Ex- 
tract— Mulford;  Redroot  Pigweed  Pollen  Ex- 
tract— Mulford ; Redtop  Pollen  Extract — Mul- 
ford; Russian  Thistle  Pollen  Extract — Mulford; 
Rye  Pollen  Extract — Mulford;  Sagebrush  Pol- 
len Extract — Mulford;  Sugar  Beet  Pollen  Ex- 
tract— Mulford;  Sunflower  Pollen  Extract — 
Mulford;  Sweet  Vernal  Grass  Pollen  Extract — 
Mulford;  Walnut  Tree  Pollen  Extract — Mul- 
ford; Western  Ragweed  Pollen  Extract — Mul- 
ford; Wormwood  Pollen  Extract — Mulford. 
Sharp  and  Dohme 

Caprokol  (Hexylresorcinol-S.  and  D.) 


Frederick  Stearns  and  Co. 

Insulin — Stearns  Single  Strength 
Insulin — Stearns  Double  Strength 
Insulin — Stearns  Quadruple  Strength 

E.  R.  Squibb  and  Sons 
Lentil-Allergen — Squibb 

United  States  Standar  i Products  Co. 

Scarlet  Fever  Streptococcus  Antitoxin — U.  S.  S. 

P. 

New  and  Non-Official  Remedies 

Butesin  Picrate  Dusting  Powder. — It  is  composed 
of  butesin  picrate  (Jour.  A.  M.  A.,  March  15,  1924,  p. 
876),  5 per  cent  and  sodium  stearate  95  per  cent. 
Abbott  Laboratories,  Chicago. 

Iron  Citrate  Green — P.  D.  and  Co. — A complex 
ferric  ammonium  citrate,  containing  ferric  citrate 
equivalent  to  16  per  cent  of  iron  and  ammonium  c t- 
rate  equivalent  to  8.1  pe  cent  of  ammonia.  For  a 
discussion  of  the  actions  and  uses  of  iron  prepara- 
tions, see  New  and  Nonofflcial  Remedies,  1924,  p. 
165.  Iron  citrate  green — P.  D.  and  Co.,  is  intended 
for  intramuscular  and  hypodermic  administration. 
Iron  citrate  green — P.  D.  and  Co.  is  supplied  i l the 
form  of  ampules  containing  respectively  1-4  grain.  3-4 
grain  and  1 1-2  grain  of  the  iron  citrate  green — P.  D. 
and  Co.  Parke,  Davis  and  Co.,  Detroit.  (Jour.  A. 
M.  A.,  Apr.  4,  1925,  p.  1045). 

Timothy  Pollen  Extract — Swan-Myers. — A liq-'id 
obtained  by  extracting  the  dried  pollen  of  timothy 
with  a liquid  consisting  of  67  per  cent  glycerin  and 
33  per  cent  saturated  solution  of  sodium  chloride. 
For  the  actions  and  uses  of  allergic  protein  prepara- 
tions, see  New  and  Nonofflcial  Remedies,  1924,  p. 
244.  The  preparation  is  marketed  in  the  following 
forms:  Series  I,  five  vials  containing  doses  Nos. 

1 to  5 inclusive.  Series  II,  five  vials  containing 
doses  Nos.  6 to  10  inclusive.  Series  III,  five  vials 
containing  doses  Nos.  11  to  15  inclusive.  Complete 
Series,  packages  containing  the  fifteen  consecutive 
doses.  Swan-Myers  Co.,  Indianapolis. 

Allergens — Squibb. — In  addition  to  the  a'lergens — 
Squibb  previously  accepted  (New  and  Nonofficial 
Remedies,  1924,  p.  247),  the  following  have  been 
accepted:  Bacillus  Acne  Allergen — Squibb;  Bacillus 
Friedlander  Allergen — Squibb:  Bean  (Kidney)  Aller- 
gen— Squibb;  Cauliflower  Allergen — Squibb;  Daisy 
Pollen  Allergen — Squibb;  Frog  Legs  Allergen — 
Squibb;  Lentil  Allergen — Squibb.  E.  R.  Squibb  and 
Sons,  New  York. 

Group  Allergens  Diagnostic — Squibb. — In  addit;on 
to  the  group  allergens  diagnostic — ‘Squibb  previously 
accepted  (New  and  Nonofficial  Remedies,  1924,  p. 
258),  the  following  have  been  accepted:  Gr-’uo 

Allergens — Squibb  Type  V (Kidney  Bean,  Lentil, 
Lima  Bean,  Navy  Bean,  Pea);  Group  A'lergens — 
Squibb  Type  XIII  (Frog  Legs,  Lamb,  Rabbit,  Sweet- 
bread, Veal);  Group  Allergens — Squibb  Type  XXIV 
(Corn,  Goldenrod,  Ragweed.  Rye);  Group  Allergens — 
Squibb  Tyne  XXV  (Bacillus  Acne.  Bacillus  Coli. 
Bacillus  Diphtheroid,  Bacillus  Influenza,  Bacillus 
Pertussis,  Bacillus  Typhosus,  Gonococcus.  E.  R. 
Squibb  and  Sons,  New  York. 

Parathyroid  Gland  Desiccated — P.  D and  Co. — The 
exterior  parathyroids  of  the  ox  freed  from  fat.  desic- 
cated and  powdered.  For  a discussion  of  the  actions 
and  uses  of  desiccated  parathyroid  gland,  see  New 
and  Nonofficial  Remedies,  1924,  p.  224.  The  product 
is  supplied  in  the  form  of  tablets  containing  1-10 
grain.  Parke,  Davis  and  Co.,  Detroit. 

Iletin  (Insulin — Lilly)  U-80,  10  c.c. — Each  c.c.  con- 
tains 80  units  of  Iletin  (Insulin — Lilly)  (New  and 
Nonofficial  Remedies,  1924,  p.  152).  Eli  Lilly  and 
Co.,  Indianapolis.  (Jour.  A.  M.  A.,  Apr.  11,  1925,  p. 
1119). 

Protein  Extracts  Diagnostic — P.  D.  and  Co. — In 
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addition  to  those  protein  extracts  diagnostic — P.  D. 
and  Co.  previously  accepted  (New  and  Nonofficial 
Remedies,  1924,  p.  255)  the  following  have  been 
accepted:  Apricot  Protein  Extract  Diagnostic — P.  D. 
and  Co.;  Cauliflower  Protein  Extract  Diagnostic — 
P.  D.  and  Co.;  Daisy  (Ox-Eye)  Pollen  Protein  Ex- 
tract Diagnostic — P.  D.  and  Co.;  Daisy  (Yellow) 
Pollen  Protein  Extract  Diagnostic — P.  D.  and  Co.; 
Friedlander  Bacillus  Protein  Diagnostic— P.  D.  and 
Co.;  Lentil  Protein  Extract  Diagnostic — P.  D.  and 
Co.;  Micrococcus  Tetragenus  Protein  Extract  Diag- 
nostic— P.  D.  and  Co.;  Oak  Pollen  Protein  Extract 
Diagnostic — P.  D.  and  Co.;  Paratyphoid  Bacillus  A 
Protein  Extract  Diagnostic — P.  D.  and  Co.;  Para- 
typhoid Bacillus  B Protein  Extract  Diagnostic — P.  D. 
and  Co.;  Pine  Pollen  Protein  Extract  Diagnostic — 
P,  D.  and  Co.;  Streptococcus  (Hemolytic)  Protein 
Extract  Diagnostic— P.  D.  and  Co.;  Streptococcus 
(Non-Hemolytic)  Protein  Extract  Diagnostic — P.  D. 
and  Co.  Parke,  Davis  and  Co.,  Detroit. 

Group  Protein  Extracts  Diagnostic — P.  D.  and 
Co. — In  addition  to  the  group  protein  extracts  diag- 
nostic— P.  D.  and  Co.  (New  and  Nonofficial  Reme- 
dies, 1924,  p.  259)  the  following  have  been  accepted: 
Protein  Extracts  Diagnostic — P.  D.  and  Co.  Group 
8,  Bean  (Lima),  Bean  (Navy),  Bean  (String),  Pea, 
(Lentil);  Protein  Extracts  Diagnostic — P.  D.  and  Co. 
Group  10  (Cabbage,  Cauliflower,  Lettuce.  Parsnip, 
Spinach) ; Protein  Extracts  Diagnostic — P.  D.  and  Co. 
Group  20  (Colon  Bacillus,  Gonococcus,  Staphylococcus 
Albus,  Staphylococcus  Aureus,  Staphylococcus  Ci- 
treus) ; Protein  Extracts  Diagnostic — P.  D.  and  Co. 
Group  21  (Friedlander  Bacillus.  Micrococcus  Catarrh- 
alis,  Micrococcus  Tetragenus,  Pseudodiphtheria  Bac- 
illus) ; Protein  Extracts  Diagnostic — P.  D and  f'o. 
Group  22  (Pneumococcus  Types  I,  II,  and  III,  Strep- 
tococcus Hemolytic,  Streptococcus  Non-Hemolytic) ; 
Protein  Extracts  Diagnostic — P.  D.  and  Co.  Croup 
23  (Typhoid  Bacillus,  Paratyphoid  Bacillus  A.  Para- 
typhoid Bacillus  B).  Parke,  Davis  and  Co.,  Detro't. 

Whooping  Cough  Vaccine  X Plain  — A Bacil'us 
pertussis  vaccine  (New  and  Nonofficial  Remedies, 
1924,  p.  320)  marketed  in  packages  of  four  1 c.c. 
carpules  (tubes)  containing,  respectively,  500  million. 

1.000  million,  1,500  million  and  2,000  million  killed 
bacteria  per  c.c.  and  in  packages  of  ten  1 c.c.  car- 
pules, each  containing  2,000  million  killed  bacteria 
per  c.c.  Cook  Laboratories,  Inc.,  Chicago. 

Staphylococcus  Vaccine  (Combined). — A staphvlo- 
coccus  vaccine  (New  and  Nonofficial  Remedies,  1924 

р.  323)  containing  killed  Staphylococcus  Albus  and 
killed  Staphylococcus  Aureus  in  equal  proportions.  It 
is  marketed  in  packages  of  four  1 c.c.  carpules  (tubes) 
containing,  respectively,  500  minion.  1.000  million. 
1,500  million  and  2,000  million  killed  bacteria  per 

с. c.;  in  single  1 c.c.  carpule  packages  containing 

2.000  million  killed  bacteria  per  c.c.:  and  in  packages 
of  ten  1 c.c.  carpules,  each  containing  2,000  million 
killed  bacteria  per  c.c.  Cook  Laboratories,  Inc., 
Chicago. 

Streptococcus  Vaccine  X Plain. — A streptococcus 
vaccine  (New  and  Nonofficial  Remedies,  1924,  p.  325) 
marketed  in  packages  of  four  1 c.c.  carpules  (tubes) 
containing,  respectively,  125  million,  250  million,  375 
million  and  500  million  killed  bacteria  per  c.c..  in 
single  1 c.c.  carpule  packages  containing  500  million 
killed  bacteria  per  c.c.  and  in  packages  of  ten  1 c.c. 
carpules  each  containing  500  million  killed  bacteria 
per  c.c..  Cook  Laboratories,  Inc.,  Chicago.  (Jour. 
A.  M.  A.,  Apr.  25,  1925,  p.  1273). 

Propaqanda  For  Reform 

Compatibility  of  Quinin  and  Acetvlsalicvlic  Acid. — 
It  has  been  shown  that  long  continued  heating  of 
some  of  the  cinchona  alkaloids,  particularlv  quinin. 
with  weak  organic  acids  caused  the  formation  of  an 


isomer,  erroneously  called  “quinotoxin,”  but  more 
properly  named  quinicin.  These  isomers  were  re- 
ported to  be  quite  poisonous.  However,  Sollmann  re- 
viewed the  question  and  concluded  that  there  is  no 
occasion  to  fear  toxic  effects  from  the  transforma- 
tion of  quinin  into  “quinitoxin”  and  that  this  sub- 
stance is  not  especially  toxic  in  the  quantities  that 
might  be  formed  in  the  body.  Mixtures  of  quinin 
and  acetylsalicylic  acid  decompose  slowly,  but  they 
do  not  become  appreciably  toxic.  (Joar.  A.  M.  A., 
April.  4,  1925,  p.  1070). 

Iron  Citrate  Green — P.  D.  and  Co.  Accepted  for 
N.  iN’.  R. — The  Council  on  Pharmacy  and  Chemistry 
explains  that  iron  citrate  green— P.  D.  and  Co.  has 
been  accepted  for  New  and  Nonofficial  Remedies. 
In  the  past,  the  Council  has  reported  that  the  so- 
called  iron  citrate  green  and  solutions  of  it  intended 
for  subcutaneous  or  intramuscular  administration 
had  been  found  inadmissible  to  New  and  Nonofflcial 
Remedies  because  no  evidence  had  been  presented  to 
show  that  the  green  iron  citrate  had  any  advantages 
over  the  pharmacopoeial  iron  and  ammonium  citrate, 
and  because  there  was  no  evidence  to  show  that  the 
subcutaneous  or  intramuscular  administration  of  iron 
preparations  was  rational.  Parke,  Davis  and  Co., 
has  submitted  evidence  to  show  that  the  injection  of 
solutions  of  the  official  iron  and  ammonium  citrate 
and  of  certain  brands  of  green  iron  citrate  produce 
pain.  The  firm  has  adopted  the  use  of  a green  iron 
and  ammonium  citrate  containing  the  equivalent  of 

8.1  per  cent  of  ammonia.  The  Council  is  not  con- 
vinced that  the  hypodermic  or  intramuscular  ad- 
ministration of  iron  yields  effects  which  differ  from 
those  obtained  by  the  oral  administration.  However, 
the  uncertain  state  of  iron  therapy  and  the  rather 
large  clinical  use  of  iron  by  subcutaneous  or  in- 
tramuscular injection,  combined  with  the  lack  of 
danger  from  this  method  of  use,  appear  sufficient  to 
warrant  the  provisional  acceptance  for  New  and 
Nonofficial  Remedies  of  iron  preparations  intended 
for  subcutaneous  or  intramuscular  use.  (Jour.  A. 
M.  A.,  Apr.  4,  1925,  p.  1045). 

Composition  of  Bismuth  Tartrates  Used  in  the 
Treatment  of  Syphilis. — The  A.  M.  A.  Chemical 
Laboratory  reports  that  there  is  considerable  con- 
fusion concerning  the  chemical  composition  of  the 
bismuth  tartrates  used  in  the  treatment  of  syphilis. 
An  examination  of  specimens  made  by  the  labora- 
tory, largely  to  aid  the  Council  on  Pharmacy  and 
Chemistry  in  passing  on  submitted  products,  shows 
that  there  is  a wide  variation  in  the  chfemical  com- 
position of  these  products,  the  bismuth  alone  varying 
from  31  to  about  73  per  cent.  A specimen  prepared 
by  the  method  said  to  be  used  in  the  preparation  of 
the  product  used  in  France  as  Trepol  shows  that 
this  is  not  a potassium  sodium  bismuth  tartrate  but 
is,  virtually,  a basic  bismuth  tartrate  containing 
small  amounts  of  potassium  and  sodium  salts  as 
impurities.  The  Laboratory  reports  that  Trepol, 
which  the  manufacturers  declare  to  be  a complex 
potassium  sodium  bismutho-tartrate,  does  not  have 
the  composition  claimed  and  contains  needless  im- 
purities, and  indicated  that  the  manufacturers  have 
not  exercised  proper  chemical  control  of  the  prepara- 
tion. The  product  manufactured  by  the  Dermato- 
logical Research  Laboratories,  which  is  claimed  to  be 
potassium  bismuth  tartrate  and  has  been  accented 
for  New  and  Nonofficial  Remedies,  was  found  to 
have  the  composition  claimed.  A product  manu- 
factured by  the  Powers-Weightman-Rosengarten  Co., 
claimed  to  be  a potassium  sodium  bismuth  tartrate 
was  found  to  have  the  composition  claimed. 

The  report  brings  out  that,  in  view  of  the  wide 
range  in  the  bismuth  content  of  this  class  of  prepara- 
tions, it  is  necessary  that  clinicians  inquire  care- 
fully into  the  composition  of  the  bismuth  products 
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which  they  use;  that  some  of  the  bismuth  compounds 
reported  on,  have  been  used  in  so-called  sc. entitle 
research  without  their  composition  being  known  to 
the  users,  is  a reflection  on  research.  (Jour  A.  M.  A., 
Apr.  4,  1925,  p.  1067). 

The  Possibility  of  Recovery  from  Diabetes  Under 
Insulin. — A boy  who  was  known  to  have  had  diabetes 
gained  in  carbohydrate  tolerance  and  improved  in 
his  physical  condition.  He  was  killed  by  accidental 
fracture  of  the  skull.  An  immediate  postmortem 
examination  showed  changes  in  the  pancreas  that 
may  be  interpreted  as  evidence  of  regeneration  of 
the  cells  of  the  islets  ot  nangerhans.  The  findings 
suggest  the  possibility  that  there  has  been  regenera- 
tion or  formation  of  new  islets  since  the  insulin 
treatment  was  begun.  Thus,  there  is  the  possibility 
that  in  juvenile  diabetes  there  may  be  actual  anatom- 
ical improvement  under  insulin  treatment.  (Jour. 
A.  M.  A.,  Apr.  18,  1925,  p.  1183). 

The  Alimentary  Implantation  of  Lactobacillus 
Acidophilus. — Those  who  have  followed  the  succes- 
sive changes  of  view  regarding  the  dietotherapeutic 
role  of  lactic  acid-producing  micro-organisms  since 
the  pioneer  writings  or  Metclinikoff  on  this  subject, 
must  have  wondered  how  any  feature  of  it  can  have 
retained  scientific  stability.  Claim  after  claim  has 
been  hastily  set  up,  only  to  be  abandoned  after  a 
short  period.  Yet  the  i ractical  use  o.  the  types  of 
bacteria  here  concerned  somehow  persists  in  one 
form  or  another  with  a pertinacity  that  challenges 
some  attention.  Recent  investigations  seem  to  indi- 
cate that  the  Bulgarian  bailuus  bacillus  cannot  be 
implanted  in  the  human  intestines.  For  this  reason, 
doubt  has  been  cast  on  any  alleged  physiologic  ac- 
tion of  this  organism  in  the  intestine. 

Preference  has  latterly  been  given  to  Lactobacillus 
(Bacillus)  acidophilus,  tased  on  claims  of  superior 
possibilities  of  alimentary  implantation.  Recent  in- 
vestigations give  evidence  that  Lactobacillus  bul- 
garicus  differs  from  Lactobacillus  acidophilus  in  the 
ability  of  the  latter  to  live  in  the  intestinal  tra^  t 
(Jour.  A.  M.  A.,  Apr.  25,  1925,  p.  1277). 

Loeser’s  Intravenous  Solution  of  Sodium  Thiosul- 
phate not  Accepted  for  N.  N.  R. — Loeser’s  Intra- 
venous Solution  of  Sodium  Thiosulphate  (New  York 
Intravenous  Laboratory)  is  marketed  in  ampules  of 
10  c.c.,  said  to  contain  1 gm.  of  sodium  thiosulphate, 
U.  S.  P.  The  Council  on  Pharmacy  and  Chemistry 
reports  that  according  to  the  advertising,  this  prepa- 
ration is  to  be  used  in  “arsenical  dermatitis,  mer- 
curial stomatitis,  bichlorid  poisoning,  skin  diseases’’ 
and  “Arsphenamin  Dermatitis,  Metallic  Poisoning, 
Skin  Diseases.”  The  Council  explains  that,  whereas 
the  tenor  of  the  advertising  is  to  the  effect  that  the 
use  of  thiosulphate  in  these  conditions  is  supported 
by  equal  evidence,  this  is  essentially  misleading;  for 
the  evidence  of  its  efficiency  against  arsphenamin 
dermatitis  is  very  much  stronger  than  that  for  other 
“metallic  toxemias.”  The  Council  cautions  that  re- 
liance should  not  be  placed  on  thiosulphate  in  mer- 
curic poisoning  to  the  neglect  of  other  measures.  The 
same  caution  applies  to  the  use  of  thiosulphate  in 
poisoning  by  other  metals,  except  that  the  evid°nce 
for  these  is  even  more  scanty.  The  Council  calls 
attention  to  other  claims  of  a general  character 
which  are  likely  to  mislead.  There  is.  in  the  first 
place,  the  general  claim  that  the  intravenous  solu- 
tions of  this  particular  firm  are  superior  to  those 
of  other  firms:  but  there  is  no  evidence  for  such 
claims.  Finally,  but  most  seriously,  this  firm  through 
its  house  organ,  The  Journal  of  Intravenous  Therapy, 
misrepresents  the  general  status  of  intravenous 
therapy.  Statements  which  are  made  in  the  firm’s 


advertising  are  distinctly  misleading  as  to  the  real 
field  for  intravenous  therapy  and  serve  only  to  dis- 
credit that  method  of  administration.  The  Council 
finds  Loeser’s  Intravenous  Solution  of  Sodium  Thio- 
sulphate inadmissible  to  New  and  Nonofficial  Reme- 
dies because  misleading  and  unwarranted  claims  are 
made  for  it  in  the  advertising  of  the  New  York  In- 
travenous Laboratory.  (Jour.  A.  M.  A.,  Apr.  25,  1925, 
p.  1289). 

The  Phlorhizin  Test  in  the  Diagnosis  of  Preg- 
nancy.— The  test  is  made  by  injecting  0.002  gm.  of 
phlorhizin  into  the  gluteal  muscles  of  the  patient, 
who  has  been  fasting.  The  patient  drinks  200  c.c. 
of  water.  Immediate  test  of  the  urine  for  sugar 
serves  as  a control.  Six  specimens  of  urin«  are 
examined,  at  fifteen  minute  intervals,  for  glycosuria. 
If  glycosuria  is  provoked,  the  test  is  reported  as  posi- 
tive; otherwise,  negative.  Reports  on  the  reliab  lily 
of  the  test  are  conflicting.  (Jour  A.  M.  A.,  Apr. 
25,  1925,  p.  1292). 
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Editorial 


The  Liver  Looms  Large, 

Physicians  in  daily  practice  welcome  the 
renaissance  of  medical  and  physiologic  investi- 
gations of  the  liver.  This  important  and  many- 
sided  organ  has  in  the  recent  past  suffered  in 
medical  literature  a notable  paucity  of  con- 
sideration. Recently  there  has  been  a tend- 
ency to  consider  problems  of  the  infectious 
diseases,  of  the  heart  and  blood  vessels,  of  the 
ductless  glands  and  other  organs,  while  those 
of  the  liver  have  remained  in  the  background 
of  medical  discussion.  It  so  appears  then  that 
progress  in  this  field  has  somewhat  marked 
time,  while  apparently  more  interesting,  or, 
at  least,  more  pressing  problems  have  been  un- 
der consideration.  Now,  physiologists  are 
working  and  recording  observations:  research 
laboratories  in  connection  with  clinicians  are 
searching  for  an  explanation  of  the  liver’s  par- 
ticipation in  various  systemic  diseases  as  well 
as  in  the  diseases  of  the  organ  itself.  Tests  for 
detecting  dysfunction  of  the  liver;  for  bring- 
ing to  light  early  stages  of  liver  disease;  for 
discovering  the  presence  of  gall-stones  and 
cholecystitis  are  some  of  the  phases  of  the 
new’  work  in  this  field.  There  is  also  a dis- 
tinct feeling  that  the  liver  may  be  the  site  of 
disease  long  before  the  body  gives  out  second- 
ary symptoms;  it  is  thought,  for  instance,  that, 
in  Bright’s  Disease,  the  liver  may  be  the  place 
of  pathogenesis.  Of  course,  that  large  group 
of  diseases  of  the  gall  tract,  that  ultimately 
seek  relief  in  surgery,  may  find  an  explana- 
tion of  primary  pathology  in  an  over-w7orked 
and  food-poisoned  liver.  So,  one  must  feel  a 


keen  interest  in  the  liver  with  its  big  job  of 
carbohydrate  storage,  in  its  important  function 
of  reconversion  of  protein  metabolites  into 
urea  for  urinary  elimination,  in  its  action  on 
fats  within  itself  as  well  as  by  bile  secretion 
in  the  intestinal  tract,  in  its  bile  formation 
both  in  secretory  and  excretory  function,  in 
its  relation  to  hemoglobin  destruction  and  re- 
construction, in  its  susceptibility  to  disease  of 
its  secretion  in  common  duct  and  gall-blad- 
der, in  its  frequency  of  inflammation  of  ducts 
and  mill-bladder,  and  in  its  gross  disease  in 
and  about  the  hepatic  substance  itself. 

The  liver  is  equipped  for  its  work  by  its 
great  size.  It  is  outfitted  with  a circulatory 
supply  of  unusual  proportions.  The  circula- 
tory mechanism  is  unique.  It  is  the  only  organ 
in  the  body,  to  which  venous  and  arterial 
blood  flow7  simultaneously,  the  venous  blood 
coming  in  under  low  pressure  through  the 
portal  vein,  and  the  arterial  blood  under  high 
pressure  through  the  hepatic  artery.  The 
portal  blood  brings  into  the  hepatic  cells  blood- 
food  from  the  intestines  and  the  hepatic 
arterial  blood  brings  into  the  hepatic  cells  blood 
from  the  left  heart.  These  blood  streams  meet 
in  confluence  in  the  hepatic  cells.  Hepatic  cells 
perform  various  physiologic  duties.  The  liver 
here  plays  an  important  role  in  the  nutrition 
and  well  being  of  the  body.  It  is  now  believed 
that  the  liver  performs  the  double  duty  of 
secretion  and  excretion  with  varied  interme- 
diate functions.  Is  the  liver  not  a storage 
plant,  a settling  basin,  a filtration  plant,  a re- 
constructor and  a food  ferment  forming  organ  ? 
Then  besides  its  power  of  storing  the  carbohy- 
drate metabilites,  in  so  far  as  construction  of 
glycogen  goes,  besides  its  proper  action  on  pro- 
teins accumulating  in  the  blood,  besides  its 
definite  action  upon  the  blood  fats,  its  daily 
production  of  from  500  to  800  c.c.  of  bile,  dis- 
charged into  the  digestive  tract  upon  food 
chyme,  is  a function  of  peculiar  significance. 

The  Glycogenic  Function  of  the  Liver 

Storage  of  sugar  is  one  of  the  chief  func- 
tions of  the  liver.  The  liver  cells  perform  this 
function  through  the  action  of  the  rich  supply 
of  glucose,  brought  into  the  organ  by  the  por- 
tal blood  which  conveys  food  products  from 
the  intestinal  canal.  a specialized  func- 

tion of  the  hepatic  cells  the  glucose  of  the 
blood  is  converted  into  a polvsaccharid  or  gly- 
cogen and  is  stored  in  the  cells  as  liver-glyco- 
gen. By  action  not  yet  fully  understood  this. 
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liver-glycogen  is  let  loose,  being  reconverted 
into  glucose,  into  the  blood  of  the  hepatic  veins 
in  such  amounts  as  is  required  to  maintain  the 
physiologic  percentage  of  blood  sugar.  The 
glycogen  substance  is  deposited  in  the  pro- 
toplasm of  the  liver  cell  in  irregular  colloidal 
masses  and,  as  such,  remains  there  until  the 
percentage  of  sugar  in  systemic  blood  becomes 
below  normal  (in  man  about  1 per  cent).  The 
regulatory  mechanism  by  which  this  adjust- 
ment is  made  between  the  liver  and  the  blood 
in  point  of  sugar  content,  is  probably  found 
in  the  nervous  system  and  in  chemical  hor- 
mones in  the  blood  arising  in  the  pancreas  and 
adrenal  glands. 

In  diabetes  the  combustion  of  the  blood- 
sugar  in  the  muscle  is  defective.  As  a 
result  an  excess  of  blood-sugar  occurs.  While 
this  disease  does  not  result  from  glycogen 
dysfunction  of  the  liver,  the  relation  of  the 
dysfunction  of  the  liver,  the  production  of 
insulin  in  the  pancreas  and  the  utilization  of 
the  sugar  in  the  muscle  cell  is  so  close,  it  is 
proper  to  comment  upon  the  glycogen-func- 
tion of  the  liver  and  diabetes  mellitus  in  the 
same  connection. 

Its  Protein  Function 

The  part  played  by  the  liver  in  the  meta- 
bolism of  protein  is  important.  This  function 
is  probably  not  fully  appreciated  in  the  con- 
sideration of  disease  problems,  particularly  in 
Bright’s  Disease.  It  is  difficult  in  the  space 
allotted  here  to  bring  out  this  relation  fully. 
But,  if  one  may  conceive  of  the  liver  cell,  in 
addition  to  glycogenic  action,  to  possess  the 
power  to  reduce  amino-acids  to  urea,  this 
dual  function  will  impress  its  importance.  The 
amino-acids  are  the  end  products  of  digestion 
of  intestinal  protein  food.  They  are  also  the 
rejected  or  displaced  protein  molecules  of  the 
body  cells.  The  liver  performs  the  function 
of  taking  these  excess  amino-acids  from  the 
blood  stream,  whether  of  food  origin  or  body 
origin,  by  converting  them  into  urea.  The 
liver  probably  stores  some  of  this  urea  for  fu- 
ture use  or  for  replacement  purposes  when 
the  body  may  be  short  of  a diet  of  amino-acids. 
The  liver  reduces  these  excessive  and  rejected 
amino-acids  into  urea.  Urea  is  sent  into  the 
renal  blood  for  elimination  as  urine.  While 
conservatism  prevents  j)hysiologists  from  stat- 
ing that  the  conversion  of  the  amino-acids  into 
urea  is  the  exclusive  function  of  the  liver  one 


says,  “it  is  probably  safe  to  conclude  that  the 
liver  is  the  most  active  center  of  amino-acid 
transformation  and  urea  formation.” 

To  emphasize,  and  somewhat  to  reiterate, 
protein  food  is  not  absorbed  into  the  blood 
from  the  alimentary  tract  as  such ; protein  is 
broken  down  by  digestive  ferments  into  amino- 
acids,  eighteen  amino-acids  having  been  ob- 
tained from  protein;  amino-acids  are  divided 
into  (1)  basic  amino-acids  (those  having  an 
alkanity  such  as  ammonia),  (2)  hexone  bases, 
(3)  neutral  amino-acids,  the  largest  group. 
Amino-acids  in  the  blood  go  to  various  organs 
and  body  tissue.  The  protein  cells  of  these 
organs  and  tissue  sift  out  such  amino-acids 
in  the  blood  as  are  needed  for  replacement  of 
broken  down  cell  structure.  The  excess  of 
amino-acids  derived  from  food  and  amino-acid, 
liberated  by  destruction  of  protein,  are,  “then 
split  into  two  portions;  one  represented  by 
ammonia  which  is  excreted  as  urea,  and  the 
other  later  oxidized  in  energy  production.” 
MacLeod  observes  that  urea  formation  in  the 
liver  becomes  stimulated  long  before  the  other 
tissues  and  that  during  the  digestion  of  pro- 
tein the  liver  does  not  appear  to  wait  until 
the  other  tissues  become  saturated  with  amino- 
acids  before  it  begins  to  destroy  the  unneces- 
sary excess  by  conversion  into  urea. 

The  liberation  of  amino-acids  from  the  break 
down  of  body  protein  goes  on  irrespective  of 
absorption  of  amino-acids  from  the  intestines. 
The  duty  of  the  liver  in  reducing  these  to  urea 
for  elimination  through  kidney  tubules,  is  more 
or  less  constantly  operative. 

Its  Fat  Function 

The  liver  plays  a dual  part  in  the  matter  of 
fat;  (a)  the  absorption  through  the  intestinal 
wall  is  influenced  by  bile,  (b)  the  formation 
of  important  bile  ingredients.  Absorption  of 
fat  in  the  food  is  dependent  largely  upon  the 
action  of  bile  and  pancreatic  secretion.  While 
the  jiancreatic  juice  possesses  a lipolytic  enzyme 
(lipase)  which,  under  favorable  conditions, 
converts  neutral  fats  into  fatty  acids  and  gly- 
cerol, bile  increases  the  lipolytic  power  of  pan- 
creatic secretion.  The  salts  of  cholalic  acid 
(bile  salts)  activate  the  lipase.  In  addition  to 
this,  the  bile,  through  its  alkali  and  mucin- 
like substance,  assists  in  the  emulsification  of 
intestinal  fats  and,  in  this  way,  helps  lipase 
action.  The  alkali  of  bile,  combining  with 
fatty  acids,  forms  water  soluble  soaps.  These 
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are  absorbed  by  the  epithelial  cells.  They 
pass  into  the  lymphatic  and  thoracic  ducts. 

The  blood  fat  is  transported  to  and  de- 
posited into  three  places:  (a)  in  depots  of 
fat;  (b)  in  the  liver,  and  (c)  in  the  tissues. 
The  fat  of  each  of  these  differs;  the  depot  fat 
is  95  per  cent  fatty  acid;  tissue  fat  is  60  per 
cent  fatty  acid,  and  liver  fat  is  intermediate 
in  percentage  of  fatty  acid.  The  depot  fat  is 
found  in  subcutaneous  and  retroperitoneal  tis- 
sue and  is  derived  from  the  fat  and  carbohy- 
drates of  the  food.  Carbohydrate  is  an  im- 
portant source  of  extra  fat  in  depot  fat  and, 
when  fat  is  needed  for  energy  requirements 
of  the  body,  it  is  broken  down  into  fatty  acid 
and  glycerol.  In  this  state  it  is  carried  through 
cell  walls  and  reconstructed  into  neutral  fat 
in  the  blood. 

The  liver  fat  occupies  an  important  position 
in  fat  metabolism.  It  is  the  halfway  house 
for  preparation  of  the  fatty  acid  molecule. 
In  depot  fat,  the  potential  energy  of  fat,  which 
is  great,  is  unavailable  for  use  in  the  tissues. 
As  MacLeod  says:  “To  make  it  available,  the 
depot  fat  is  carried  to  the  liver,  where  the 
energy  becomes  unlocked  but  not  actually 
liberated.  The  fat  is  then  transported  to  the 
tissues  and  liberation  of  the  energy  occurs.” 
Much  of  liver  fat  comes  from  deposit  fat; 
when  digestion  is  in  progress,  some  of  it  may 
come  directly  from  the  intestines. 

One  may  thus  see  the  intimate  relation  of 
liver  function  to  fat  metabolism. 

Its  Bile  Function 

Thoughtful  clinicians  and  physiologists  are 
thinking  in  terms  of  excretion  as  a bile  prop- 
erty. The  lung  is  excretory,  the  kidney  is 
excretory,  the  skin  is  excretory;  may  not  the 
liver  be  excretary  through  its  500  to  800 
c.c.  daily  output  of  bile?  The  bile  elements, 
its  pigment,  its  cholic  acid,  its  cholesterin, 
and  its  lecithin,  may  be  important  waste 
products.  This  has  not  been  proven  altogether 
but  physiologists  suggest  this  significant  and 
important  possibility.  Bile  pigment,  bilirubin 
and  biliverdin,  originate  from  hemoglobin. 
It  “remains  undecided  whether  the  liver  alone 
is  concerned  normally  in  their  production  or 
whether  they  are  produced  elsewhere  and 
simply  excreted  through  the  liver;”  the  gen- 
eral view  is  that  hemoglobin  liberated  from 
disintegrated  red  corpuscles  is  the  source  of 
bile  pigment.  The  bile  acids,  glycocholic  and 


taurocholic,  are  formed  directly  by  liver  cells. 
The  origin  of  cholic  acid  is  not  definitely 
known,  says  Howell.  He  further  states,  “So 
far  as  it  is  present  in  bile  as  glycocholic  acid, 
it  represents  a loss  or  excretion  of  so  much 
protein  nitrogen.”  Taurin  is  also  derived  from 
the  protein  molecule. 

Cholesterol,  a non-nitrogenous  substance,  is 
eliminated  or  excreted  by  liver  cells  from  the 
blood.  Cholesterin  is  widely  distributed  in  the 
body,  being  formed,  as  Howell  says,  in  white 
matter  or  medullary  substance  of  the  nervous 
system.  Likewise,  lecithin,  found  in  the  largest 
part  in  the  nervous  system,  is  a compound  of 
glycerophosphoric  acid  with  fatty  acid  radi- 
cals (stearic,  oleic  and  palmitic)  and  a nitro- 
genous base,  choline. 

Lecithin  represents  a waste  product  derived 
from  the  liver,  which  may  be  further  acted 
upon  in  the  intestines.  So,  clinicians  must  keep 
clearly  in  mind  that  bile  flow  from  the  liver 
is  an  important  source  of  elimination  which,  if 
blocked  or  suppressed,  may  in  itself  become  an 
important  cause  in  the  processes  of  toxemia. 

But,  as  a secretory  and  digestive  agent,  one 
more  commonly  thinks  of  bile.  Its  role  in  the 
digestion  and  absorption  of  fat  in  the  intes- 
tines is  of  most  striking  importance.  But  it 
must  not  be  overlooked  that  it  acts  through 
its  companion  organ,  the  pancreas,  by  activat- 
ing the  lipase  of  pancreatic  secretion,  which 
flows  in  confluent  stream  from  the  common 
duct  into  the  duodenum  upon  chyme.  The 
quantity  of  bile  seems  to  be  influenced  by  the 
quantity  and  composition  of  the  blood  flowing 
through  the  liver;  the  composition  of  the  por- 
tal blood  influences  the  amount  of  bile  secre- 
tion. 

Associated  Disease  of  Liver  and  Pancreas 

Ducts  in  Diabetes. 

No  one  may  consider  bile  function  properly 
without  thinking  of  pancreatic  secretion  at  the 
same  time.  One  may  think  of  the  bile  as  an 
excretion  of  liver  and  hepatic  blood  without 
thinking  so  much  of  pancreatic  juice.  But 
when  one  contemplates  the  digestive  activities 
of  bile,  its  outflow  into  the  duodenum,  and  its 
companion  function  with  pancreatic  secretion 
or  chyme,  one  is  compelled  to  think  of  the 
liver  and  pancreas  as  yoked  for  a common  pur- 
pose: of  digestion  of  food  in  the  intestines. 
This  team  of  glands,  united  in  a common  duct 
orifice  for  the  outlet  of  a confluent  secretion, 
makes  the  probability  of  a joint  pathology  of 
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frequent  incidence.  The  large,  normal,  com- 
bined, daily  output  of  bile  and  pancreatic  secre- 
tion through  the  common  duct  is  estimated  to 
be  from  1,000  c.c.  to  1,600  c.c. 

In  connection  with  this,  the  observations 
of  Jones*  et  al , of  an  unselected  group  of  sixty- 
eight  diabetic  patients  for  evidence  of  altera- 
tion of  pancreatic  and  hepatic  activity  in  this 
disease,  is  interesting  in  that  it  throws  a modi- 
cum of  light  upon  this  obscure  interrelation  in 
disease.  They  found  pancreatic  activity  less  in 
nearly  half  the  cases  while  bile  pigment  elimi- 
nation was  abnormally  high  in  three-fourths 
of  the  cases.  They  found  lipolytic  and  proteo- 
lytic ferments,  abnoi'mal  in  one-third  of  the 
cases.  These  findings  in  diabetics  led  to  the 
probability  that  the  secretory  function  of  the 
liver  and  the  pancreas  are  disturbed  materially 
and  that  the  digestive  processes,  on  which  the 
dietary  management  of  diabetes  depends,  must 
be  evaluated  and  known  if  one  is  to  get  full 
food  values  from  prescribed  diet.  If  high  fat 
diet  is  required,  for  instance,  and  the  lipolytic 
function  of  the  bile-pancreatic  secretion  is  so 
diminished  as  to  prevent  an  adequate  conver- 
sion of  the  fat  for  passage  to  the  lymphatics, 
one  may  easily  conceive  of  the  whole  plan  of 
diabetic  dietary  management  falling  down. 
So  it  may  be  also  with  the  proteolytic  enzyme ; 
and  so,  if  there  is  not  enough  amylolytic  en- 
zyme for  carbohydrate  conversion.  It  is  also 
interesting  and  significant  to  note  that  19  per 
cent  of  Jones’  cases  showed  cholelithiasis  and 
others  gave  the  history  of  surgical  operation 
on  the  gall  tract. 

The  probability  of  considerable  disease,  often 
without  obtrusive  symptoms  of  the  bile  and 
pancreatic  ducts,  if  not  of  the  liver  and  pan- 
creas as  well,  in  cases  of  diabetes  mellitus  is 
very  great  and  should  be  thought  of  in  these 
cases.  The  authors  contend  from  their  study 
of  sixty-eight  diabetics  that  at  least  one-fifth 
of  all  diabetics  over  forty  have  an  associated 
cholelithiasis. 

*J.  A.  M.  A.,  May  16,  1925,  pasre  1521. 

Read  Truth  About  Medicine. 

Every  practicing  physician  should  scan  with 
more  than  ordinary  care  the  excerpts  found  in 
“ Truth  About  Medicine.”  In  this  collection  of 
comments  upon  medicine  and  medical  treat- 
ment, is  to  be  found  much  valuable  informa- 
tion. 

Reports  of  the  investigations  of  the  Council 
on  Pharmacy  and  Chemistry  of  the  American 


Medical  Association  on  drugs  and  treatment 
are  full  of  valuable  facts.  These  facts  are  im- 
portant to  every  practicing  physician.  Each 
day  there  may  arise  in  the  treatment  of  cases 
questions  that  the  doctor  might  find  answered 
in  the  reports  of  the  Council. 

Particularly  this  month  the  reports  are  full 
of  “meat.”  We  can  not  too  strongly  urge  phy- 
sicians, surgeons  and  specialists  to  read  each 
month  “ Truth  About  Medicine ,”  as  reported 
in  the  Monthly  through  the  courtesy  of  the 
Council  on  Pharmacy  and  Chemistry. 


News  Notes 

Medical  College  of  Virginia  Finals. 

The  schools  of  medicine,  dentistry,  phar- 
macy and  nursing  of  the  Medical  College  of 
Virginia  held  their  commencement  exercises 
May  31  to  June  2.  inclusive.  The  baccalaureate 
sermon  was  preached  bv  Rev.  Solon  B.  Cousins, 
D.  D.,  of  the  Second  Baptist  Church.  On  the 
following  day,  there  was  a meeting  of  the 
board  of  visitors,  a baseball  game  between  the 
graduates  and  alumni,  the  annual  alumni  din- 
ixer  at  Commonwealth  Club,  that  evening,  and 
this  was  followed  by  the  free  show  in  the  John 
Marshall  High  School  auditorium,  which  par- 
took of  the  nature  of  a vaudeville  show.  The 
alumni  meeting  was  held  on  Tuesday  morning, 
following  which  luncheon  was  served  at  the 
college. 

At  the  meeting  of  the  Alumni  Association. 
Dr.  Greer  Baughman,  Richmond,  was  elected 
pi’esident;  IV.  H.  Street,  D.D.S.,  first  vice- 
president;  Dr.  Edgar  P.  Norfleet,  Roxobel, 
N.  C.,  second  vice-president;  John  D.  Pruitt, 
Ph.G.,  Danville,  third  vice-president;  Miss 
Florence  Black.  R.  N.,  Richmond,  fourth  vice- 
president;  Dr.  F.  PI.  Beadles,  Richmond,  treas- 
urer ; the  secretaiy  is  to  be  naixxed  by  the  board 
of  dii'ectors. 

Dr.  Stuart  McGuire,  president  of  the  college, 
presided  at  commencement  exercises  and  Dr. 
W.  T.  Sanger,  the  newly  elected  head  of  the 
school,  who  will  take  charge  ixx  July,  gave  a 
brief  talk.  The  address  of  the  eveixing  was 
given  by  the  Honorable  Andrew  Jackson  Mon- 
tague, Congressman  from  Virginia.  A dance 
at  Commonwealth  Club  for  the  graduates  of 
all  the  schools  brought  to  a happy  termination 
the  exercises  for  the  class  of  ’25. 

At  the  various  meetings,  plans  were  dis- 
cussed for  the  expansion  of  the  college,  and  it 
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was  decided  to  put  on  a campaign  in  the  early 
Fall  to  raise  $3,000,000  to  meet  the  needs  of 
the  College. 

At  the  concluding  exercises,  diplomas  were 
awarded  sixty-four  graduates  in  medicine,  ten 
in  dentistry,  thirty-six  in  pharmacy  and  twelve 
in  nursing. 

Following  is  a list  of  graduates  in  the  medi- 
cal school,  with  hospital  appointments: 
Memorial  Hospital,  Richmond — Drs.  Tiffany 
Barnes,  Proctorville,  N.  C. ; Charles  D.  Gar- 
rett, Rocky  Mount,  Ya. ; Wm.  T.  Harris,  Mt. 
Gilead,  N.  C. ; John  A.  Hillsman,  Jr.,  Rich- 
mond; M.  B.  Jarman,  Elkton.  Ya. ; Maurice 

M.  Lynch,  Jr.,  Winchester;  Charles  L. 
Plunkett,  Richmond;  Joseph  E.  Rucker, 
Moneta;  Olga  Steinecke,  Keystone,  W.  Ya., 
George  H.  Warren,  Jr.,  Smithville;  B.  L. 
Williamson  (dental  interne) : and  under- 
graduates, Miss  Jeannette  Harris,  H.  C. 
Alexander,  Jr.,  and  S.  E.  Gunn. 

J ohnston-W illis  Hospital , Richmond — I)rs. 
Dempsey  Barnes,  Proctorville,  N.  C.,  and 
William  R.  Graham,  Suffolk,  Ya. 

St.  Luke's  Hospital , Richmond — Drs.  D.  G. 
Chapman,  Woodstock,  and  William  M. 
Junkin,  Lexington,  Ya. 

Grace  Hospital , Richmond — Dr.  Alva  B.  Clark, 
Bramwell,  W.  Va.,  and  undergraduate  J.  H. 
Childrey. 

George  Ben  Johnston  Memorial  Hospital , 
Abingdon , Va. — Dr.  R.  D.  Campbell,  Cleve- 
land, Ya. 

Bluefield  Sanitarium , Bluefield , IF.  Va. — Dr. 

A.  L.  Carson,  Jr.,  Richmond. 

Boston  Floating  Hospital , Boston.  Mass. — Dr. 

Fred  A.  Brown,  Richmond. 

Long  Island  Hospital , Boston , Mass. — Dr. 

Edith  J.  Lacy,  Vigor,  Ya. 

Massachusetts  Eye  and  Ear  Infirmary,  Boston, 
Mass. — Dr.  Raymond  F.  Hacking,  Provi- 
dence, R.  I. 

Peck  Memorial  Hospital,  Brooklyn , N . Y. — Dr. 

Edwin  S.  Woodyarcl,  Parkersburg,  W.  Ya. 
Unity  Hospital , Brooklyn,  N.  Y . — Dr.  William 
Grosof,  Brooklyn,  N.  Y. 

Catawba  Sanatorium,  Catawba  Sanatorium, 
Va. — Dr.  L.  Gladys  Smithwick,  Manson, 

N.  C.,  and  undergraduates  H.  L.  Townsend 
and  Harry  Walker. 

C . & O.  Hospital,  Clifton  Forge,  Fa.— Dr.  S.  G. 
Miller,  Roseland,  Va. 

Hamot  Hospital,  Erie , Pa—  Dr.  Hyman  P. 
Levin,  Cleveland,  O. 


Jersey  City  Hospital,  Jersey  City,  N . J . — Dr. 

Harold  C.  Brinn,  New  York,  N.  Y. 

St.  Francis  Hospital,  Jersey  City,  N . J . — Drs. 
Roble}^  R.  Goad,  Hillsville,  Va. ; Dana  T. 
Moore,  Oakland,  Md.,  and  James  C.  Repass, 
Paint  Lick,  Va. 

Lancaster  General  Hospital , Lancaster , Pa. — 
Dr.  Robert  C.  Lefevre,  Lancaster,  Pa. 

Beth  Moses  Hospital , New  York,  N.  Y. — Dr. 

Bernard  Disick,  New  York,  N.  Y. 

Flushing  Hospital,  New  York,  N.  Y.— Dr.  V.  J. 
Merola,  Bronx,  N.  Y. 

Gouverneur  Hospital,  New  York,  N.  Y . — Drs. 
Joe  R.  Carder,  Bristol,  W.  Va. ; R.  S.  Coffin- 
daffer,  Jane  Lew,  W.  Ya.,  and  A.  M.  Jones, 
Smithton,  W.  Va. 

II oly  Family  Hospital,  New  York,  N.  Y . — Drs. 
Bernard  N.  Gottlieb.  Brooklyn,  N.  Y.,  and 
Harry  S.  Newman,  Richmond. 

Metropolitan  Hospital,  New  York,  N . Y. — Dr. 

Samuel  Weinstein,  Richmond. 

New  York  Lying-In  Hospital,  New  York , 
N.  Y. — Dr.  Maurice  B.  Bangel,  Portsmouth. 
Polyclinic  Hospital , New  York,  N . Y . — Drs. 
J.  M.  Dougherty,  Jr.,  Nickelsville,  and  Ashby 
G.  Martin,  Toano. 

Willard  Parker  Hospital , New  York,  N.  Y. — 
Drs.  E.  Andrew  Amick,  Charleston,  W.  Va., 
and  Andrew  G.  Grinnan,  Richmond. 

St.  Vincent's  Hospital,  Norfolk,  Va. — Dr. 

Anthony  A.  Collett!,  Richmond. 

Petersburg  Hospital,  Petersburg , Va. — Dr. 
Elvin  H.  Hearst,  Bristol,  Ya.,  and  under- 
graduates Gilbert  Daniel  and  W.  M.  Dick. 
Western  Pennsylvania  Hospital , Pittsburgh, 
Pa. — Dr.  Everett  H.  Starcher,  Ripley,  W. 
Ya. 

Rex  Hospital , Raleigh,  N.  C. — Dr.  John  F. 
Powers,  Watha,  N.  C. 

Lewis-Gale  Hospital,  Roanoke,  Va. — Dr.  C.  F. 
Manges,  Troutville. 

N.  C . State  Sanatorium,  Sanatorium , N . C. — 
Dr.  Cl}'de  M.  Gilmore,  Bonlee,  N.  C. 
Uniontown  Hospital , ZJniontown , Pa. — Dr. 

William  Grady  Smith,  Charlotte,  N.  C. 
Wake  Forest  College,  Wake  Forest,  N . C . — Dr. 

F.  W.  Carroll,  Winterville,  N.  C. 
Providence  Hospital,  Washington,  D.  C . — Dr. 

Robt.  C.  O’Neil,  Warren,  R.  I. 

City  Memorial  Hospital , Winston-Salem , N.  C . 
— Drs.  David  M.  Buck,  Jr.,  Bald  Mountain, 
N.  C.,  and  Charles  S.  White,  Stovall,  N.  C. 
City  Home  Hospital,  Richmond — Undergrad- 
ates A.  S.  Davis,  L.  G.  Hastings  and  J.  J. 
McDonald. 
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City  Jail  Hospital , Richmond — Undergrad- 
uates R.  A.  Bowen  and  M.  W.  Ransone. 
Ilovie  for  Incurables , Richmond — Undergrad- 
uate F.  E.  Ammons. 

Ilygeia  Hospital , Richmond — Undergraduate 
Frank  B.  West. 

Retreat  for  the  Sick , Richmond — Undergrad- 
uate Geo.  G.  Chiles. 

Sheltering  Arms  Hospital , Richmond — Under- 
graduates W.  T.  Burch,  Jos.  B.  Gordon  and 
Thos.  L.  Lee. 

Tucker  Sanatorium , Richmond— -Undergrad- 
uate Jas.  A.  Shield. 

Presbyterian  Hospital , San  Juan , Porto  Rico — 
Undergraduate  R.  R.  Molina. 

In  addition  to  the  graduates  named  above, 
the  following  received  their  diplomas  in  medi- 
cine but  hospital  appointments  have  not  been 
announced  for  them  at  this  time: 

Dr.  John  B.  Ahouse,  New  Milton.  W.  Va. 
Dr.  Waylon  Blue,  Carthage,  N.  C. 

Dr.  Geo.  Wythe  Booth.  Richmond. 

Dr.  Mack  W.  Gibson,  Statesville,  N.  C. 
Dr.  E.  B.  Hardee,  Stem.  N.  C. 

Dr.  Merritt  M.  Hill,  Nuttallburg,  W.  Va. 
Dr.  Alonzo  R.  Hodge,  Jr.,  Knightdale,  N.  C. 
Dr.  James  A.  Newcome,  Iveyser,  W.  Va. 

Dr.  Robt.  S.  Van  Metre,  Martinsburg,  W. 
Va. 

Dr.  Perry  H.  Wiseman,  Henrietta,  N.  C. 

The  American  Medical  Association 

Held  its  seventy-sixth  annual  meeting  at 
Atlantic  City,  N.  J.,  May  25  to  29,  inclusive, 
under  the  presidency  of  Dr.  W.  D.  Haggard, 
of  Nashville,  Tenn.  There  was  a registered 
attendance  of  nearly  4,800  and  the  meeting  was 
a success  in  every  waj^.  In  the  House  of  Dele- 
gates, Virginia  was  represented  by  Dr.  South- 
gate  Leigh,  of  Norfolk,  and  Dr.  E.  C.  S.  Talia- 
ferro, also  of  Norfolk.  The  latter  substituted 
for  Dr.  J.  Allison  Hodges,  of  Richmond,  who 
was  unable  to  attend  the  meeting  this  year. 

There  is  so  much  of  interest  and  pleasure 
going  on  at  these  meetings  of  the  A.  M.  A., 
that  one  has  the  impression  of  attending  a 
“five-ring  circus,”  where  you  trj^  to  see  every- 
thing and  be  everywhere  at  once.  Of  out- 
standing interest  were  the  scientific  exhibits. 
Dr.  C.  Latimer  Callander,  of  San  Francisco, 
was  recipient  of  the  gold  medal  award.  In 
addition  to  this,  two  silver,  and  two  bronze 
medals  were  awarded,  as  also  a number  of  cer- 
tificates of  merit.  Although  awards  are  made 
to  individuals  onty,  the  Committee  especially 


commended  the  work  of  the  heart  study  group, 
composed  of  Drs.  George  Blumer,  of  New 
Haven,  Alex.  Lambert  and  Emanuel  Libman, 
of  New  York,  and  S.  Calvin  Smith,  of  Phila- 
delphia. This  exhibit  was  of  exceptional  edu- 
cational value.  The  work  of  the  St.  Elizabeth’s 
Hospital  Group,  of  Richmond,  Va.,  was  also 
commended. 

The  Council  on  Scientific  Assembly  decided 
to  drop  the  section  on  stomatology  and  estab- 
lished a section  on  radiology. 

A most  unusual  feature  of  the  meeting  oc- 
curred on  Thursday  evening.  Through  the  co- 
operation of  the  American  Telephone  and 
Telegraph  Company,  there  was  witnessed  the 
diagnosis  of  heart  disease  by  long  distance 
telephone,  and  the  audience  heard  the  conver- 
sation between  the  doctor  in  charge  of  the 
“clinic”  at  the  Atlantic  City  meeting  and  a 
doctor  in  Chicago  by  means  of  a Public  Ad- 
dress System. 

The  House  of  Delegates  expressed  itself 
as  favorable  to  Dallas,  Texas,  as  the  1926  place 
of  meeting.  The  following  officers  were 
elected:  President-elect,  Dr.  Wendell  C. 

Phillips,  of  New  York;  vice-president,  Dr. 
Philip  Marvel,  Atlantic  City,  N.  J.;  secretary, 
Dr.  Olin  West,  Chicago;  treasurer,  Dr.  Austin 
A.  Hayden.  Chicago;  speaker  of  the  House  of 
Delegates,  Dr.  F.  C.  Warnshuis,  Grand  Rapids, 
Mich.  Dr.  J.  Shelton  Horsley,  Richmond,  Va., 
was  re-elected  a member  of  the  Council  on 
Scientific  Assembly,  with  which  he  has  been 
connected  since  its  organization. 

Virginia  was  unusually  well  represented  at 
this  meeting,  the  following  beingr  names  of 
those  registered : From  Richmond — Drs.  Iv.  S. 
Blackwell,  A.  S.  Brinkley,  Mary  E.  Brydon, 
Dean  B.  Cole,  C.  C.  Coleman,  T.  Dewey  Davis, 
A.  I.  Dodson,  R.  S.  Fitzgerald,  E.  T.  Gate- 
wood,  A.  L.  Gray,  St.  Geo.  T.  Grinnan.  Guy 
R.  Harrison,  Wm.  H.  Higgins,  Emory  Hill, 
Fred  M.  Hodges,  J.  Shelton  Horsley,  J.  S. 
Horsley,  Jr.,  J.  M.  Hutcheson,  F.  S.  Johns, 
Lazarus  H.  Karp,  Francis  H.  Lee,  Clifton  M. 
Miller,  S.  B.  Moon,  W.  T.  Oppenheimer,  W.  T. 
Oppenheimer,  Jr.,  L.  T.  Price,  M.  P.  Rucker, 
W.  A.  Shepherd,  Henry  S.  Stern,  Jas.  B. 
Stone,  L.  T.  Stoneburner,  E.  H.  Terrell, 
Howard  Urbach,  E.  U.  Wallerstein,  J.  S. 
Weitzel,  Carrington  Williams  and  R.  H. 
Wright;  from  Norfolk — Drs.  Burnley  Lank- 
ford, Southgate  Leigh,  Walter  B.  Martin, 
W.  T.  Potter,  E.  C.  S.  Taliaferro  and  J.  War- 
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ren  White;  from  Roanoke — Drs.  S.  S.  Gale, 
J.  R.  Garrett,  K.  D.  Graves,  Alfred  P.  Jones, 
L.  D.  Keyser,  Geo.  B.  Lawson,  J.  T.  McKinney, 
W.  M.  Otey  and  D.  M.  Remsberg;  from  Uni- 
versity— Drs.  L.  A.  Calkins,  J.  C.  Flippin, 
Wm.  H.  Goodwin,  H.  B.  Mulholland,  L.  T. 
Royster  and  Dudley  C.  Smith;  from  Peters- 
burg— Drs.  Jos.  M.  Burke  and  E.  L.  McGill; 
from  Winchester — Drs.  Hunter  H.  McGuire 
and  H.  I.  Pifer;  from  Alexandria — Drs.  F.  M. 
Dillard  and  S.  B.  Moore;  from  Blackstone — 
Drs.  W.  W.  Bennett  and  C.  C.  Tucker;  from 
Tazewell — Drs.  W.  I.  Painter  and  Isaac 
Peirce ; from  Lexington — Drs.  F.  M.  Leech  and 
Jos.  E.  Seebert;  from  Danville — Drs.  L.  O. 
Crumpler  and  J.  M.  Robinson;  from  Char- 
lottesville— Drs.  H.  T.  Nelson  and  Fletcher  D. 
Woodward;  Drs.  H.  S.  Belt,  South  Boston; 
B.  C.  Culler,  Fieldale;  J.  L.  Early,  Saltville; 
J.  M.  Emmett,  Clifton  Forge;  F.  V.  Fowlkes, 
Burkeville;  Thos.  G.  Hardy,  Farmville;  J.  M. 
Holloway,  Port  Royal;  R.  E.  Hughes,  North 
Holston;  Ira  Hurst,  Parksley;  D.  M.  Kipps, 
F ront  Royal ; A.  D.  Knott,  Accomac ; Allen  H. 
Moore,  New  Market;  W.  H.  Newcomb,  Suf- 
folk; A.  D.  Ownbey,  Newport  News;  B.  E. 
Rhudy,  Abingdon;  A.  F.  Robertson,  Jr., 
Staunton;  John  W.  Robertson,  Onancock; 
N.  M.  Robinson,  Vinton;  E.  D.  Rollins,  Gate 
City;  II.  B.  Spencer,  Lynchburg;  and  Wm.  J. 
Sturgis,  Franktown. 

Richmond  Meeting,  Medical  Society  of  Vir- 
ginia. 

Now  that  the  A.  M.  A.  meeting  is  over,  the 
most  important  matter  to  claim  the  attention 
of  Virginia  doctors  should  be  the  meeting  of 
our  State  Society.  This  is  to  be  held  in  Rich- 
mond, October  13,  14,  15  and  16,  and  plans 
being  made  by  the  local  committee  in  charge, 
with  Dr.  Thomas  D.  Jones,  as  chairman,  should 
be  such  as  to  induce  a large  attendance.  Our 
president,  Dr.  Hunter  H.  McGuire,  of  Win- 
chester, has  been  fortunate  in  securing  as  his 
invited  guests  Dr.  David  S.  Hillis,  obstetrician 
of  Chicago,  Dr.  Geo.  E.  de  Schweinitz,  ophthal- 
mologist of  Philadelphia,  and  Dr.  Alfred  Sten- 
gel, internist  of  Philadelphia. 

“Puerperal  Infection”  is  the  subject  which 
has  been  selected  by  the  Program  Committee 
for  our  symposium,  this  year,  and  the  follow- 
ing doctors  have  been  invited  to  present 
papers : 


Dr.  Burnley  Lankford,  Norfolk,  on  “Pre- 
vention;” 

Dr.  L.  A.  Calkins,  University,  on  “Manifes- 
tations and  End  Results;”  and 

Dr.  Ben  H.  Gray,  Richmond,  on  “Treat- 
ment.” 

Dr.  George  A.  Stover,  of  South  Boston, 
will  open  the  discussion  on  this  symposium. 

Each  component  society  should  arrange  for 
representation  in  the  House  of  Delegates.  As 
delegates  and  alternates  are  appointed,  notice 
should  be  sent  the  executive  office  of  the  Society. 

In  accordance  with  resolution  adopted  at  the 
Staunton  meeting  of  the  Medical  Society  of 
Virginia,  the  Program  Committee  decided  to 
limit  the  number  of  papers  to  be  read  at  the 
next  annual  meeting  so  that  it  would  not  be 
necessary  for  the  Society  to  meet  in  sections, 
and  adopted  the  following  resolution : 

“1.  No  title  shall  be  accepted  for  the  program  prior 
to  two  months  before  date  of  the  annual  meeting. 
As  provided  in  the  By-Laws,  an  announcement  con- 
cerning the  annual  meeting  and  request  for  titles 
of  papers  shall  be  mailed  by  the  Secretary-Treasurer 
to  all  members  of  the  Society. 

“2.  On  and  after  the  day  which  would  be  two 
months  prior  to  the  first  day  of  the  annual  meeting, 
titles  will  be  received  until  fifty  are  in  hand.  In 
the  fifty  titles  referred  to,  provision  shall  be  made 
for  the  papers  of  the  invited  guests  and  papers  on 
the  subject  of  general  discussion. 

“3.  After  the  fifty  titles  are  received,  the  Program 
Committee  shall  arrange  and  classify  them  according 
to  related  subjects.” 

This  year,  August  the  13th  (two  months  be- 
fore first  day  of  the  Richmond  meeting)  will 
be  the  first  day  on  which  the  Secretary-Treas- 
urer of  the  Society  may  receive  titles  for  the 
1925  meeting. 

It  is  therefore  requested  that  members  time 
the  sending  of  their  titles  so  that  they  may 
reach  the  Society’s  office,  10 West  Grace 
Street,  Richmond,  on  the  13th  of  August,  or 
as  soon  thereafter  as  possible. 

North  Carolina  Chapter,  Medical  College  of 

Virginia  Alumni  Association. 

Mr.  L.  C.  Bird,  secretary  of  the  Alumni 
Association  of  the  Medical  College  of  Vir- 
ginia, attended  the  recent  meeting  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina,  held 
at  Pinehurst,  and  organized  a North  Carolina 
Chapter  of  the  Alumni  Association.  There  are 
between  300  and  400  alumni  of  the  school  liv- 
ing in  North  Carolina  and  it  is  planned  to 
hold  the  meeting  of  the  new  chapter  at  the  time 
of  their  State  Society  meeting  each  year.  Dr. 
W.  T.  Rainey,  Jr.,  Fayetteville,  was  elected 
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president ; Dr.  R.  V.  Brawley,  Salisbury,  vice- 
president;  and  Dr.  J.  M.  Lilly,  Fayetteville, 
secretary. 

Dr.  William  F.  Drewry, 

Petersburg,  Va.,  left  for  New  York,  the  first 
of  June,  to  witness  the  graduation  of  his 
daughter,  Miss  Lelia  Seabury  Drewry,  in  the 
physical  training  school  at  Columbia  Univer- 
sity. 

The  National  Association  for  the  Study  of 

Epilepsy 

Held  its  twenty-fourth  annual  meeting  in 
Richmond,  Va.,  May  11  and  12,  Dr.  G.  Kirby 
Collier,  of  Rochester,  N.  Y.,  presiding.  The 
papers,  while  of  a technical  nature,  were  ex- 
ceedingly interesting.  The  influence  of  this 
Society  has  been  a stimulant  in  urging  legisla- 
tures in  some  states  to  establish  epileptic  colo- 
nies. These  colonies  have  already  been  opened 
in  over  twent}^  states,  Virginia  being  in  this 
number.  A committee  was  appointed,  to  re- 
port at  the  next  annual  meeting,  on  the  feasi- 
bility of  merging  the  National  Association  for 
the  Study  of  Epilepsy  and  the  American  As- 
sociation for  the  Study  of  the  Feebleminded 
with  the  American  Psychiatric  Association, 
the  plan  being  to  have  sectional  meetings.  Dr. 
G.  Kirby  Collier,  Rochester,  N.  Y.,  and  Dr. 
A.  L.  Shaw,  Utica,  N.  Y.,  were  re-elected  presi- 
dent and  secretary-treasurer,  respectively.  Dr. 
Douglas  A.  Thom,  of  Boston,  was  elected  chair- 
man of  the  executive  committee. 

The  American  Psychiatric  Association 

Held  its  eighty-first  annual  meeting  in  Rich- 
mond, Va.,  May  12-15,  inclusive,  Dr.  William 
A.  White,  of  Washington,  D.  C.,  presiding. 
About  four  hundred  specialists  from  all  sec- 
tions of  the  country  were  in  attendance  and  the 
program  throughout  was  a most  interesting  one 
for  the  layman  as  well  as  the  doctor.  A steady 
downpour  of  rain  for  practically  the  full  meet- 
ing time  interfered  with  much  of  the  enter- 
taining which  had  been  arranged  for  the  visi- 
tors, but  plans  were  carried  out  as  far  as  pos- 
sible. Perhaps  the  most  interesting  feature  of 
the  meeting  was  the  address  to  the  profession 
and  the  public  by  Clarence  Darrow,  Esq.,  of 
the  Chicago  bar.  He  completely  captivated  his 
audience  which  included  people  from  all  walks 
of  life. 

The  visitors  were  taken  to  Williamsburg,  on 
the  14th,  as  the  guests  of  the  Eastern  State 
Hospital,  at  that  place,  and  from  there,  sight- 


seeing trips  were  made  by  many  of  the  mem- 
bers to  Yorktown  and  Jamestown.  It  was  es- 
pecially appropriate  that  one  of  the  meetings 
should  be  held  at  this  hospital,  which  is  the 
oldest  hospital  in  the  United  States  used  ex- 
clusively for  the  insane,  the  first  patients  hav- 
ing been  admitted  to  this  hospital  in  1773. 

New  York  was  selected  as  the  1926  conven- 
tion city,  and  the  following  officers  elected: 
President,  Dr.  C.  Floyd  Haviland,  Albany, 
N.  Y.,  Dr.  George  M.  Kline,  of  Boston,  vice- 
president,  and  Dr.  Earl  D.  Bond,  Philadelphia, 

( re-elected ) secretary-treasurer. 

Dr.  and  Mrs.  Ashby  Turner 

Returned  to  their  home  in  Harrisonburg, 
Va.,  early  in  May,  after  spending  the  winter 
in  Florida. 

Dr.  and  Mrs.  Arthur  Bryan  Carr 

And  two  little  children,  of  War,  W.  Va., 
have  been  visiting  Mrs.  Carr’s  parents  in  Rich- 
mond. Dr.  Carr  is  an  alumnus  of  the  Medical 
College  of  Virginia,  in  the  class  of  ’21. 

The  McGuire  Clinic  Enlarges  its  Staff. 

The  McGuire  Clinic  has  added  Dr.  James  H. 
Smith  to  its  Medical  Department  and  Dr.  Car- 
rington Williams  to  its  Department  of  Surg- 
ery. They  went  on  duty  June  1st.  Both  have 
been  associated  with  St.  Luke’s  Hospital  in  the 
past,  and  their  many  friends  will  be  glad  to 
see  them  connected  with  its  activities  again. 
Dr.  and  Mrs.  Mark  W.  Peyser, 

Of  Richmond,  were  recent  visitors  in 
Louisa,  Va.  Dr.  Peyser’s  many  friends  will 
be  glad  to  know  that  he  has  greatly  improved 
after  a long  illness  last  winter  and  is  now  able 
to  resume  his  work. 

Dr.  and  Mrs.  Frank  S.  Johns, 

Richmond,  spent  a short  time  at  Hot 
Springs,  early  in  May. 

Dr.  S.  W.  Maphis 

Has  returned  to  his  home  in  Warrenton,  Va., 
after  spending  sometime  in  New  York. 

Dr.  W.  S.  Hodnett, 

Richmond,  left  the  latter  part  of  May  for 
Los  Angeles,  Cal.,  to  attend  the  Shriners’  con- 
Aention.  After  that,  he  will  spend  about  a 
month  visiting  points  of  interest  on  and  near 
the  Pacific  coast. 

Dr.  G.  A.  Ezekiel, 

Richmond,  in  May  went  to  Philadelphia, 
where  he  attended  the  reunion  of  officers  of  the 
311th  Field  Artillery  with  which  he  served 
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during  the  World  War.  While  away,  Dr. 
Ezekiel  also  visited  New  York,  Baltimore  and 
Washington. 

Dr.  Beverley  R.  Tucker, 

Of  Richmond,  in  May,  attended  the  meeting 
of  the  Florida  State  Medical  Association  in 
St.  Petersburg,  having  been  invited  to  present 
a paper  before  that  organization.  His  subject 
was  “Concerning  Encephalitis.”  He  spoke  en- 
thusiastically of  the  splendid  organization  of 
the  Florida  profession. 

Dr.  Meade  S.  Brent, 

Petersburg,  Va.,  recently  visited  relatives 
near  Heathsville,  Va. 

Dr.  H.  S.  Daniel, 

Of  Louisa,  Va.,  was  a visitor  in  Richmond, 
last  month. 

Dr.  Thorton  Dean  of  Dental  School. 

At  a meeting  of  the  dental  faculty  of  the 
Medical  College  of  Virginia,  last  month,  Dr. 
R.  D.  Thornton  was  chosen  to  succeed  Dr.  J.  A. 
C.  Hoggan,  resigned,  as  dean  of  the  School  of 
Dentistry.  The  appointment  will  become  effec- 
tive July  1.  Dr.  Thornton  will  devote  his 
full  time  to  his  work  with  the  dental  school. 
Dr.  J.  Thomson  Booth 
Recently  returned  to  his  home  in  Ashland, 
Va.,  after  a visit  to  Baltimore  and  Philadel- 
phia. He  and  Mrs.  Booth  left  shortly  after- 
wards for  California,  where  they  expect  to 
visit  relatives. 

Married. 

Dr.  Meade  Castleton  Edmunds,  of  Peters- 
burg, Va..  and  Miss  Marian  Smoot,  of  Bowling 
Green,  Va.,  May  23. 

Dr.  W.  Clyde  Adkerson  and  Miss  Anna  Bell 
Fox,  both  of  Lynchburg,  Va.,  May  9. 

Dr.  Henry  G.  Plaster,  formerly  of  Loudoun 
County,  Va.,  but  now  of  Washington,  D.  C., 
and  Miss  Jerusha  Steele  Lohman,  of  Wash- 
ington,. D.  C.,  April  30. 

Dr.  J.  Woods  Price, 

An  alumnus  of  the  University  of  Virginia, 
has  returned  to  his  home  at  Saranac  Lake, 
N.  Y..  after  a visit  to  friends  and  relatives  near 
Ivy,  Va. 

$100,000  to  be  Raised  in  Commemoration  of 
Ernest  Harold  Baynes. 

A distinguished  group  of  d o ct  o r s and 
naturalists  have  banded  together  for  the  pur- 
pose of  raising  a memorial  fund  to  the  memory 
of  Ernest  Harold  Baynes,  author,  lecturer, 


poet,  lover  of  birds  and  animals  and  of  all 
mankind.  Mr.  Baynes  died  at  his  home  in 
Meriden,  N.  H.,  on  January  21st  of  this  year. 

The  debt  of  both  doctors  and  nautralists  to 
Mr.  Baynes  is  a heavy  one,  as  he  not  only  did 
more  perhaps  than  anjmne  else  in  stirring  up 
popular  interest  in  the  great  outdoors,  but 
loving  animals,  he  investigated  the  sensational 
charges  of  the  anti-vivisectionists  and,  finding 
them  groundless,  gave  unstintingly  of  his  time 
and  energy  and  made  great  financial  sacrifices 
in  an  effort  to  combat  anti-vivisection  propa- 
ganda. 

As  much  of  the  income  from  the  fund  as  may 
be  necessary  will  be  paid,  at  the  discretion  of 
the  committee,  to  Mr.  Baynes’  widow.  The  re- 
mainder. and  at  her  death  the  principal,  will 
go  to  the  American  Association  for  Medical 
Progress,  that  society  which  Mr.  Baynes 
helped  to  organize  for  the  dissemination  of 
truth  concerning  the  value  of  scientific  medi- 
cine, and  in  which  he  was  so  interested  at  the 
time  of  his  death.  The  fund  will  be  adminis- 
tered by  the  First  National  Bank  of  Boston  as 
Trustees. 

Dr.  Charles  W.  Putney, 

Of  Staunton,  Va.,  following  an  operation 
for  acute  appendicitis,  visited  friends  in  West 
Point,  Va.,  before  resuming  his  practice  about 
the  middle  of  May. 

Post-Graduate  Course  in  North  Carolina 
This  Summer. 

The  University  of  North  Carolina  has  again 
arranged  for  summer  post-graduate  courses  in 
that  State,  this  year  in  pediatrics.  Between 
fifty  and  hundred  physicians  have  already 
signified  their  intention  of  attending  these  lec- 
tures, which  will  be  given  by  Drs.  J.  V.  Cooke, 
Alexis  F.  Hartmann  and  Wayne  A.  Rupe,  all 
of  the  Washington  University  School  of  Medi- 
cine, St.  Louis. 

Dr.  G.  Craig  Eggleston, 

Of  Amelia,  was  a recent  visitor  in  Richmond. 
Dr.  Roshier  W.  Miller 

Has  been  re-elected  vice-chairman  of  the 
Richmond,  Va.,  School  Board. 

The  Graduate  Nurses’  Association  of  Vir- 
ginia 

Held  its  annual  meeting  at  University,  Va., 
May  12,  13  and  14.  The  attendance  was  large 
and  a number  of  interesting  papers  and  round 
table  discussions  were  had.  The  social  features 
also  were  most  enjoyable.  Officers  elected  are : 
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President,  Miss  Agnes  Randolph,  Richmond; 
vice-presidents,  Miss  L.  L.  Odom,  Norfolk, 
Miss  Hattie  Norris,  Roanoke,  and  Miss  Evelyn 
Hill,  Harrisonburg;  secretary,  Miss  Natalie 
Curtis,  Richmond;  treasurer,  Miss  F.  A.  Bis- 
hop, Portsmouth;  and  chairman  of  the  board 
of  directors,  Miss  Josephine  McLeod,  Uni- 
versity. 

Re-Elected  on  N.  C.  State  Board  of  Health. 

Drs.  Cyrus  Thompson,  of  Jacksonville,  and 
D.  A.  Stanton,  High  Point,  have  been  re- 
elected members  of  the  North  Carolina  State 
Board  of  Health,  for  terms  of  six  years. 

Dr.  Magee  Loses  His  Country  Home. 

The  summer  home  of  Dr.  M.  D’Arcy  Magee, 
of  Washington,  D.  C.,  located  in  Loudoun 
County,  Va.,  was  struck  by  lighning,  in  a re- 
cent storm,  and  the  house  and  its  contents  were 
destroyed. 

Dr.  and  Mrs.  Hunter  McClung 

And  family,  of  Lexington,  Va.,  were  recent 
visitors  in  Crozet,  Va. 

Hospitalization  of  War  Veterans. 

As  a matter  of  interest,  we  note  that  the 
IT.  S.  Veterans  Bureau  is  now  operating  forty- 
nine  hospitals,  seventy-four  dispensaries, 
ninety-four  clinical  laboratories,  about  100 
X-ray  laboratories,  and  housing  over  29,000 
patients.  The  Bureau  is  constantly  construct- 
ing and  opening  new  hospitals  and  incorporat- 
ing additional  facilities  in  those  already  open. 
These  hospitals  are  modern  and  complete  as 
science  and  careful  planning  can  make  them 
and  no  detail  of  utility  or  convenience  is  sac- 
rificed to  a false  prompting  toward  economy. 
These  hospitals  are  open  to  veterans  of  any 
war  in  which  the  United  States  has  partici- 
pated since  1897,  and  already  over  2,000  have 
availed  themselves  of  this  benefit.  It  is  con- 
sidered a much  greater  service  to  give  a man 
back  his  health  and  with  it  his  economic  inde- 
pendence than  merely  to  maintain  him  in  a 
hospital  and  pay  him  compensation,  and  this 
is  made  the  chief  endeavor  of  the  Bureau. 

The  South  Carolina  State  Medical  Associa- 
tion, 

At  its  annual  meeting  in  Spartanburg,  re- 
cently, elected  Dr.  Robert  S.  Cathcart,  of 
Charleston,  president,  Dr.  W.  B.  Lyles,  of 
Spartanburg,  first  vice-president,  and  re-elected 
Dr.  E.  A.  Hines,  of  Seneca,  secretary-treasurer. 
The  1926  meeting  is  to  be  held  at  Sumter. 


Dr.  A.  D.  Ownbey 

Returned  to  his  home  in  Newport  News,  Va., 
about  the  middle  of  May,  after  a cruise  with 
the  Naval  Reserves  to  Havana,  Cuba. 

Dr.  Wm.  de  B.  MacNider, 

Chapel  Hill,  N.  C.,  recently  elected  president 
of  the  Medical  Society  of  the  State  of  North 
Carolina,  has  further  been  honored  recently  by 
the  appointment  at  Harvard  Medical  School 
as  pliysician-in-chief  for  a week  at  Peter  Bent 
Brigham  Hospital. 

Named  Members  of  Honorary  Fraternity. 

At  the  meeting  in  May  of  the  Phi  Beta 
Kappa  honorary  fraternity  in  Ashland,  the 
following  doctors  among  the  alumni  of  Ran- 
dolph-Macon  College  were  installed  as  mem- 
bers: Dr.  Karl  Blackwell,  Richmond;  Dr. 

C.  H.  Lavinder,  of  the  U.  S.  Public  Health 
Service,  at  Staten  Island,  N.  Y.,  and  Dr.  A. 
Chambers  Ray,  of  Ashland. 

Dr.  Fletcher  D.  Woodward, 

Formerly  of  Newport  News,  Va.,  has  moved 
to  Charlottesville,  Va.,  with  offices  at  104  East 
Market  Street.  He  is  associated  with  Dr.  H.  S. 
Hedges. 

Dr.  R.  L.  Creekmur, 

Richmond,  has  tendered  his  resignation  as 
a member  of  the  medical  corps  of  the  Virginia 
national  guard,  because  of  his  inability  to  at- 
tend the  summer  encampment. 

Dr.  Ray  A.  Moore, 

Of  Phenix,  Va.,  and  a prominent  doctor  of 
the  Southern  section  of  this  State,  has  been 
selected  to  act  as  camp  doctor,  this  summer,  for 
the  Richmond  Girl  Scouts. 

Dr.  and  Mrs.  Lewis  M.  Cowardin, 

Of  Hot  Springs,  Va.,  formerly  of  Richmond, 
celebrated  their  golden  wedding  anniversary, 
May  27,  at  their  home  at  Hot  Springs.  At  this 
celebration  there  were  present  two  other 
couples  who  had  been  married  over  fifty  years. 

Dr.  Thomas  F.  Dodd, 

Alexandria,  R.  F.  D.  3,  Va.,  is  connected 
with  the  U.  S.  Veterans’  Bureau,  Washington, 
I).  C.,  as  a tuberculosis  specialist. 

Attend  American  Legion  Executive  Com- 
mittee. 

Drs.  A.  T.  Finch,  Chase  City,  and  W.  B. 
Peters,  Appalachia,  were  among  those  who  re- 
cently attended  a meeting  of  the  State  execu- 
tive committee  of  the  American  Legion,  in 
Richmond. 
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Dr.  R.  M.  Shelton, 

Formerly  of  Gretna,  "\  a.,  is  now  located  at 
Valentines,  Va. 

Lt.  Com.  Micajah  Boland,  M.  C.,  U.  S.  N., 

Who  has  been  Medical  Director,  Gendar- 
merie d'Haiti,  has  been  transferred  to  Receiv- 
ing Barracks,  Naval  Operating  Base,  Hampton 
Roads,  Va. 

Dr.  R.  H.  Harrington 

Has  moved  from  Elk  Creek,  Va.,  to  Grant, 
Va. 

Dr.  R.  L.  Hillman 

Announces  his  change  of  address  from 
Wilder,  Va.,  to  Emory,  Va. 

Dr.  Chester  E.  Haberlin, 

Of  Bridgeport,  Conn.,  who  graduated  from 
Medical  College  of  Virginia  last  year,  is  now 
at  Metropolitan  Hospital,  New  York,  N.  Y. 

Dr.  Tom  A.  Williams 

Has  returned  to  his  home  in  Washington, 
D.  C.,  after  spending  the  winter  at  Miami,  Fla. 

The  Association  of  Southern  Railway  Sur- 
geons, 

At  its  annual  meeting  recently  held  in 
Savannah,  Ga.,  elected  Dr.  William  H.  Taylor, 
of  New  Market,  Tenn.,  president,  and  decided 
to  meet  next  year  in  Baltimore,  Md. 

What  is  a “Nixie?” 

A “Nixie”  is  a piece  of  mail  so  carelessly 
addressed  and  poorly  wrapped  that  it  can 
neither  be  delivered  nor  returned  without 
special  treatment.  The  Dead  Letter  Office  that 
handles  20,000,000  of  these  “Nixies”  yearly  is 
a cemetery  of  live  ideas  entombed  in  mis- 
directed envelopes. 

Do  you  know:  That  21,000,000  letters  and 
803,000  parcels  went  to  the  Dead  Letter  Office 
last  year ; that  100,000  letters  go  into  the  mail 
yearly  in  perfectly  blank  envelopes;  that 
$55,000  in  cash  is  removed  annually  from  mis- 
directed mail;  that  $12,000  in  postage  stamps 
is  found  in  similar  fashion;  that  $3,000,000  in 
checks,  drafts,  and  money  orders  never  reach 
intended  owners ; that  Uncle  Sam  collects 
$92,000  a year  in  postage  for  the  return  of 
mail  sent  to  the  Dead  Letter  Office ; that  it  costs 
Uncle  Sam  $1,740,000  yearly  to  look  up  ad- 
dresses on  misdirected  mail;  that  200,000,000 
letters  are  given  this  service  yearly;  and  that 
it  costs  in  one  city  alone  $500  daily?  A letter 
worth  writing  is  worthy  of  care  in  addressing 
and  should  contain  a return  address. 


Moral:  Every  man  knows  his  own  address 
if  not  that  of  his  correspondent.  Put  it  in  the 
upper  left  hand  corner ! 

Wanted. 

To  buy  practice  in  Virginia  or  West  Vir- 
ginia. Would  buy  office  equipment  or  property. 
Reasons  for  leaving  present  location  want  to 
locate  near  high  school.  Graduate  of  Medical 
College  of  Virginia.  References:  West  Vir- 
ginia State  Medical  Association  and  County 
Medical  Society.  Nothing  but  a good  propo- 
sition considered.  Answers  should  be  sent  to 
No.  415,  care  this  journal.  (Adv.) 


Obituary 


Dr.  William  Wamach  Chaffin, 

Ex-president  of  the  Medical  Society  of  Vir- 
ginia and  one  of  the  most  beloved  physicians 
in  the  Southwestern  section  of  this  State,  died 
suddenly  in  his  office  at  Pulaski,  May  7,  as  he 
was  preparing  to  go  to  the  hospital  to  oper- 
ate. He  had  been  suffering  from  serious  heart 
trouble  for  about  a year  and,  for  this  reason, 
was  prevented  from  presiding  at  the  Staunton 
meeting  of  the  State  Society,  last  Fall. 

Dr.  Chaffin  was  born  in  Wythe  County,  Va., 
May  5,  1868.  After  several  years  at  Washing- 
ton and  Lee  University,  at  Lexington,  Va.,  he 
took  up  the  study  of  medicine  at  Jefferson 
Medical  College,  Philadelphia,  from  which  he 
received  his  diploma  in  1893.  He  joined  the 
Medical  Society  of  Virginia  that  year  and 
attended  its  meetings  regularly.  In  1895,  he 
located  in  Pulaski  and  was  always  interested 
in  every  move  for  the  advancement  of  the  in- 
terests of  his  adopted  home.  He  was  a member 
of  the  State  Board  of  Health  and  had  been  a 
member  of  the  State  Medical  Examining 
Board  since  1911.  He  was  a charter  member 
and  ex-president  of  the  Southwestern  Virginia 
Medical  Society,  a member  of  the  American 
Medical  Association  and  numerous  medical  or- 
ganizations, chairman  of  the  Pulaski  County 
Board  of  Health,  and  a surgeon  of  the  Norfolk 
and  Western  Railway.  Dr.  Chaffin  was  also 
a Mason  and  a charter  member  and  ex-presi- 
dent of  the  Pulaski  Rotary  Club.  He  had  an 
attractive  personality  and  had  made  for  him- 
self a host  of  friends.  In  his  relation  toward 
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other  people,  it  may  be  truly  said  of  him  that 
he  was 

“To  their  virtues  very  kind, 

And  to  their  faults  a little  blind.’’ 

He  is  survived  by  his  widow,  who  was  Miss 
Mary  Claire  McGill,  formerly  of  Richmond, 
one  daughter,  an  adopted  daughter,  and  a 
number  of  relatives. 

Dr.  William  Henry  Edmundson, 

A prominent  physician  and  citizen  of  Chris- 
tiansburg, Va.,  died  suddenly  at  his  home  in 
that  place,  May  15.  Although  he  had  not  been 
in  oood  health  for  sometime,  he  was  actively 
engaged  in  practice  and  had  been  out  until  a 
few  hours  before  his  death.  Dr.  Edmundson 
was  seventy-six  years  of  age  and  studied  medi- 
cine at  the  Medical  College  of  Virginia,  from 
which  he  graduated  in  1875.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia 
since  1885.  During  the  War  between  the  States, 
he  was  a member  of  the  54th  Virginia  Regi- 
ment, and  was  in  a number  of  important 
battles.  His  wife  died  several  years  ago,  but 
he  is  survived  by  a son  and  two  daughters. 

Dr.  Andrew  Symington  Ellett, 

A prominent  physician  of  Christiansburg. 
Va.,  died  suddenly  June  3,  from  heart  trouble 
following  an  operation  for  appendicitis  which 
was  performed  the  day  before.  To  the  time  of 
this  operation,  Dr.  Ellett  had  appeared  in  hi  =s 
usual  health  and  had  attended  the  luncheon  of 
the  Rotary  Club  on  June  1.  He  was  born  in 
Christiansburg,  forty-five  years  ago,  and 
studied  medicine  at  the  University  of  the 
South,  Sewanee,  Tenn.,  from  which  he  gradu- 
ated in  1901.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  since  1905.  Dr. 
Ellett  was  unmarried  but  is  survived  by  a 
number  of  brothers  and  sisters. 

Dr.  Albert  Earle  Holmes, 

Associate  physician  at  Mt.  Regis  Sana- 
torium, Salem,  Va.,  was  found  dead  in  bed  at 
a hotel  in  Roanoke,  Va.,  Majr  21,  death  ap- 
parently being  due  to  an  overdose  of  medicine 
which  he  had  taken.  Dr.  Holmes  had  for 
sometime  suffered  serious  trouble  with  his  eyes 
and  was  much  depressed  over  his  condition. 
He  was  thirty-two  years  of  age  and  was  from 
Tampa,  Florida,  to  which  place  his  remains 
were  taken  for  burial.  He  graduated  in  medi- 
cine from  Vanderbilt  University,  Nashville, 
Tenn.,  in  1916,  and  had  been  a member  of  the 


Medical  Society  of  Virginia  since  1923.  He 
was  also  a Mason.  His  widow  and  young  son 
survive  him. 

Dr.  John  W.  Williams, 

Formerly  of  Richmond,  died  May  11,  at 
his  home  of  Irwin,  Va.,  aged  eighty-six  years. 
He  graduated  from  the  Medical  College  of 
Virginia  in  1864  and  had  been  a member  of 
the  Medical  Society  of  Viiginia  for  a number 
of  years.  He  made  his  home  in  Richmond  for 
about  thirty  years,  prior  to  moving  to  Gooch- 
land County.  Dr.  Williams  is  survived  by  his 
wife  to  whom  he  was  married  only  a few  weeks 
before  his  death. 

Resolutions  on  Death  of  Dr.  Charles  James 

Terrell. 

Whereas,  The  Creator  in  His  infinite  wisdom  has 
seen  fit  to  remove  from  the  walks  of  men,  our  fellow 
laborer  and  friend,  Dr.  Charles  James  Terrell,  of 
Hewlett,  Va.: 

Resolved.  That  The  Hanover  County  Medical  So- 
ciety hereby  express  its  appreciation  of  his  profes- 
sional, private  and  public  life  and  its  sympathy  for 
his  bereaved  family; 

Resolved,  That  this  tribute  of  respect  be  spread 
upon  the  minutes  of  this  Society,  published  in  the 
Virginia  Medical  Monthly  and  a copy  sent  to  his 
son.  Dr.  E.  A.  Terrell,  of  Fredericks  Hall,  Va. 

Hanover  County  Medical  Society, 

A.  C.  Ray,  M.  D., 

J.  A.  Wright,  M.  D., 

Committee. 

Dr.  Alfred  Copeland  Palmer, 

Formerly  a member  of  the  Medical  Society 
of  Virginia,  died  May  29,  at  his  home  at  Ur- 
banna,  Va.  Dr.  Palmer  was  a native  of  Middle- 
sex County,  Va.,  and  about  sixty-eight,  years 
of  age.  He  studied  medicine  at  the  University 
of  Maryland,  from  which  he  received  his  di- 
ploma in  1881.  He  was  a vice-president  of  the 
Medical  Societj^  of  Virginia  in  1889  and  was 
at  one  time  a member  of  the  State  Board  of 
Medical  Examiners. 

Dr.  Leslie  Clyde  Burton, 

For  twelve  y ears  a practicing  physician  at 
Clayville,  Va.,  died  May  20,  at  a Richmond 
hospital,  after  a long  illness.  He  was  born  in 
Nottoway  County,  Va.,  forty-two  years  ago 
and  studied  medicine  at  Maryland  Medical 
College,  Baltimore,  from  which  he  graduated 
in  1910.  During  the  World  War,  he  served  in 
the  medical  corps,  being  stationed  for  some- 
time at  Camp  Meade.  He  was  a Mason  and  a 
member  of  the  American  Legion.  He  was  at 
one  time  a member  of  the  Medical  Society  of 
Virginia.  His  wife  survives  him. 


Send  for  these 
booklets  today 


Plan  Now  to  Invest 

Your  July  Funds  at 

ON  July  i st  thousands  of  investors  will  receive  interest 
and  dividend  payments,  and  millions  of  dollars  in  ma- 
turing securities  will  be  paid  off. 

With  the  reinvestment  of  these  large  sums  in  prospect,  it  is 
a good  plan  to  provide  well  in  advance  for  the  investment  of 
your  July  funds,  thus  making  certain  of  obtaining  the  secu- 
rity, the  interest  rate  and  the  maturity  you  want.  You  also 
avoid  loss  of  interest — the  interest  on  your  new  investment 
starts  the  day  your  old  investment  matures. 


$10  or  More  a Month 
Can  Earn  *7°Jo 


Current  offerings  of  Smith  Bonds  give  you  the  op- 
portunity to  get  7%  on  your  July  funds,  with  the 
proven  safety  evidenced  by  our  record  of  no  loss  to 
any  investor  in  52  years.  Y ou  may  invest  in  maturi- 
ties from  2 years  to  1 5 years,  and  in  denominations 
of  $100,  $500  and  $1,000. 


Our  Investment  Savings  Plan  places  the 
investor  of  moderate  means  on  a par  with 
the  large  investor.  Under  this  plan  7% 
Smith  Bonds  may  be  purchased  by  pay- 
ments extended  over  a period  of  10 
months,  and  every  payment  earns  the  full 
rate  of  bond  interest. 

Large  investors  use  this  same  plan  to  get 
bond  interest  on  odd  amounts,  such  as  in- 
come from  securities  they  already  own. 

Our  booklet,  "How  to  Build  an  Inde- 
pendent Income,”  explains  this  plan  in 
detail.  Write  for  a copy  today. 


THE  F.  H.  SMITH  COMP  ANT 

Smith  Building,  Washington,  D.C. 

Tlease  send  me  your  two  booklets  and  de- 
scriptions of  current  offerings  of  y%  Smith 
Bonds. 

C\ame ^ 

cAddress 


Let  us  send  you  descriptions  of  our  current  offerings.  Exam- 
ine them  at  your  leisure.  Then  make  your  selection  as  to  issue 
and  maturity,  and  reserve  the  investment  you  desire  for  de- 
livery when  your  funds  will  be  in  hand. 

No  deposit  is  required  on  investments  reserved  for  30  days; 
and  upon  payment  of  10%  of  the  purchase  price,  you  will  be 
given  10  months  in  which  to  complete  the  purchase,  on  any 
terms  that  are  convenient  to 
full  rate  of  bond  interest. 

Mail  the  coupon  today  for  our  booklet,  "Fifty-two  Years  of 
Proven  Safety,”  which  tells  why  investors  in  every  State  in 
the  United  States  and  in  30  foreign  countries  and  territories 
have  chosen  Smith  Bonds. 


you.  Every  payment  earns  the 


The  F.  H.  Smith  Co. 

FOUNDED  1873 

SMITH  BUILDING  - WASHINGTON,  D.C. 

=\0  LOSS  TO  ANY  INVESTOR  IN  52  YEARS 
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HUNDREDS  OF  PHYSICIANS 


have  their  outfitting  accounts  with  us.  They  are 
all  good  accounts.  We  want  yours. 


Hanan 

Shoes 


RICHMOND.  VA. 


Dunlap 

Hats 


Capital  $1,000,000  Surplus  Earned  $1,000,000 

ESTABLISHED  1892 

To  act  as  Executor,  Guardian  and  Trustee 
$25,000,000 

of  investments  held  in  Trust 

Confidential  Interviews  Invited. 


DOCTORS  administer  to  the  sufferings  of  the  living 
and  bring  them  comfort. 

THIS  BANK  administers  to  the  estates  of  the  dead  and 
brings  to  them  protection  and  economical 
administration. 

Let  us  have  your  will  prepared  without  cost  to  you. 
MERCHANTS  NATIONAL  BANK 

RICHMOND,  VIRGINIA 

Capital,  Surplus  and  Undivided  Profits  over  $2,400,000.00 
“SAFEST  FOR  TRUSTS” 
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Intestinal  Antisepsis 

Attempts  at  intestinal  antisepsis  in  the  treatment  of  diseases 
of  the  intestinal  tract  that  occur  commonly  during  the  hot 
summer  months  are  considered  important  by  many  physicians. 
Creosote  is  regarded  as  an  intestinal  antiseptic  of  promise. 
Many  physicians  prescribe  CALCKEOSE  for  that  purpose 
because  it  is  a mixture  of  approximately  equal  parts  of  pure 
beechwood  creosote  and  calcium  oxid  and  can  be  taken  for  a 
long  time  without  apparently  causing  any  gastro-intestinal 
disturbance;  nor  do  patients  object  to  its  long  continued  use. 
Samples  of  Tablets  on  Request.. 

The  MALTBIE  CHEMICAL  COMPANY 

NEWARK,  NEW  JERSEY 


When  the  Infant  has  Diarrhoea 


PROTEIN  MILK  feeding  to  the  infant  with  summer  (fer- 
mentative) diarrhoea  is  generally  followed  with  gratifying 
results. 

PROTEIN  MILK  made  with  MEAD’S  CASEC  is  simple 
to  prepare. 

CASEC  is  one  of  the  physicians’  first  thoughts  for  in- 
fants of  this  type. 


Samples  of  CASEC  together  with 
literature  describing  its  use  in  diar- 
rhoeas furinished  immediately  on  re- 
quest. 


j ; — — 1 s 

The  Mead  Policy 

Mead's  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians 
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Original  Communications 

OUR  MEDICAL  SOCIETIES.  THE  COUNTY 
AND  DISTRICT  SOCIETY,  A WONDER- 
FUL AID  TO  THE  COUNTRY  PHYSI- 
CIAN IN  HIS  POST-COLLEGE  WORK 
AS  WELL  AS  TO  THE  STATE  AND 
NATIONAL  ASSOCIATION.* 

By  D.  M.  KIPPS,  M.  D„  Front  Royal,  Va. 

This  is  indeed  a very  strange  world  in  which 
we  are  living.  There  are  those  who  are  worthy 
and  are  seeking  honors  which  they  frequently 
do  not  get,  and  there  are  those  who  are  un- 
Avortlijr,  do  not  seek  honors,  and  yet  have 
honors  thrust  upon  them  as  it  were.  Such  is 
my  condition.  I do  not  feel  that  I am  en- 
titled to  the  great  honor  you  have  conferred 
upon  me.  However,  I am  none  the  less  appre- 
ciative, and  want  to  thank  the  Nominating 
Committee  and  the  members  of  this  Society 
for  this  great  honor. 

In  this  wonderfully  progressive  age  in 
which  we  are  living  wThen  medicine  and  surg- 
ery are  making  such  gigantic  strides,  it  is  high 
time  for  us  to  get  busy  and  join  the  procession. 
It  is  a very  difficult  matter  for  a man  to  ac- 
complish very  much  alone.  What  we  need  is 
team-work,  co-operation  and  organization. 
Just  when,  where,  and  by  whom,  the  first 
county  medical  society  was  organized  I do 
not  know,  but  in  a general  way  we  know  that 
the  oldest  county  societies  in  the  United  States 
are  those  of  New  Jersey,  some  of  the  New 
England  States,  Virginia,  and  South  Carolina, 
but  I have  not  specific  information  as  to  the 
dates  of  organization  of  all  these  states.  The 
New  Jersey  Medical  Society  was  the  first  state 
association  organized  in  this  country,  and  this 
society  is  now  nearly  one  hundred  and  fifty- 
nine  years  old,  having  been  organized  in  1766. 
It  had  a period  of  inactivity,  however,  so  that 
Massachusetts  now  claims  the  distinction  of 
having  the  oldest  state  society  in  point  of  con- 
tinuous operation.  It  was  organized  in  1781. 
Connecticut  was  organized  in  1792  and  Marv- 

* President’s  address  before  the  Medical  Association  of  the 
Valley  of  Virginia,  at  its  meeting  in  Clifton  Forge,  June  4,  1925. 


land  in  1812.  Vermont  and  Delaware  also 
have  societies  that  are  considerably  more  than 
one  hundred  years  old.  The  American  Medi- 
cal Association  was  organized  in  1847  and  re- 
organized in  1901. 

The  county  medical  society  is  the  nucleus  of 
all  medical  organizations.  Every  man  in  the 
State  has  an  opportunity  to  become  a member 
of  a county  society,  and  it  is  his  duty  to  take 
advantage  of  this  opportunity.  The  idea  of 
the  county  society  as  the  basic  unit  of  medical 
organization  has  never  taken  root  in  Virginia 
as  it  has  in  all  of  the  other  states  except  Massa- 
chusetts. Massachusetts,  the  next  oldest  state 
association  in  the  country  in  point  of  time  of 
organization,  and  actually  the  oldest  in  so  far 
as  continuous  operation  is  concerned,  was  or- 
ganized on  the  district  basis  and  that  plan  has 
continued  in  operation  up  to  the  present  time. 
In  all  other  states,  the  county  society  is  the 
basic  unit  of  organization,  but  as  stated  above 
this  plan  has  never  been  completely  carried 
out  in  Virginia.  I believe  it  is  generally  con- 
ceded that  the  county  society  is  the  logical 
basic  unit  and  the  success  that  has  attended 
organization  on  this  plan  in  practically  all  of 
the  states,  seems  to  show  that  our  present  gen- 
eral scheme  of  organization  is  the  correct  one. 
While  the  district  medical  society  is  a power- 
ful aid  in  maintaining  the  efficiency  of  medical 
organization,  I do  not  believe  that  the  county 
society  should  be  abolished  for  that  reason. 
When  it  comes  to  matters  of  local  interest,  the 
settlement  of  questions  arising  between  in- 
dividual physicians  who  are  associated  one 
with  the  other  in  every  day  work  in  a single 
county,  organizational  discipline,  and  other 
matters  of  this  kind,  the  county  society  seems 
to  be  a necessary  agency.  Under  our  present 
scheme  of  organization  the  county  society  is 
the  sole  arbiter  of  its  own  membership.  This 
seems  to  be  a thoroughly  democratic  provision 
and  one  which  should  be  conserved. 

The  constitution  and  by-laws  of  every  state 
medical  association,  I think,  provides  for  or- 
ganization and  operation  of  district  societies. 
In  New  York.  Pennsylvania,  Ohio  and  other 
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states,  district  societies  are  working  to  splen- 
did advantage.  They  are  not  intended  to  sup- 
plant, but  to  supplement  the  county  societies. 
These  district  associations  play  an  important 
part  in  the  organization  of  the  profession  in 
the  state  and  can  be  made  helpful  not  only 
by  offering  opportunity  for  larger  gatherings 
of  members  and  better  programs,  but  they  can 
be  made  a powerful  stimulus  for  the  improve- 
ment of  its  individual  members,  and  also  of 
medical  organization  in  the  individual  coun- 
ties. 

At  the  1013  meeting  of  the  Medical  Society 
of  Virginia  changes  were  made  in  the  constitu- 
tion and  by-laws,  whereby  it  became  necessary 
for  the  various  counties  in  the  state  to  organ- 
ize county  societies.  Under  our  new  constitu- 
tion the  council  shall  have  authority  to  or- 
ganize a medical  society  in  every  county  in  the 
state  in  which  there  exists  no  component  so- 
ciety. Dr.  Southgate  Leigh,  who  was  presi- 
dent of  our  state  society  in  1913,  made  stren- 
uous efforts  to  establish  a county  society  in 
each  county  in  the  State.  In  December,  1914, 
in  a paper  read  before  the  Southside  Medical 
Association  at  Petersburg,  Va.,  Dr.  Leigh 
stated:  “At  the  last  meeting  of  our  State  So- 
ciety our  Committee  reported  briefly  as  fol- 
lows: Number  of  societies  granted  chater* 

forty-sevent.  Number  of  counties  combined 
with  others  seven,  making  a total  of  counties 
chartered  fifty-four.  Counties  organized  or  in 
process  of  organization  twenty-three,  making 
a total  of  seventy-seven,  leaving  only  twenty- 
three  counties  not  looked  after.  Number  of 
new  members  added  to  the  State  Society  chiefly 
through  the  component  county  societies  about 
300.”  Now  after  a lapse  of  ten  years  or  more, 
according  to  the  American  Medical  Associa- 
tion Bulletin,  June,  1924,  we  have  thirty-two 
component  societies.  Number  of  counties  not 
organized  forty-three,  which  would  leave 
twenty-five  that  are  combined  with  the  other 
societies.  It  Avould  seem  too  many  of  our 
county  societies  are  inactive,  moribund,  exist- 
ing in  name  only.  According  to  the  constitu- 
tion and  by-laws  of  our  State  Society  the 
Council  is  held  responsible  for  this  condition. 
Councilors  are  supposed  to  visit  the  societies 
in  their  respective  districts  at  least  once  a year. 
I wonder  how  many  do  so?  Councilors,  as  I 
understand  it,  are  supposed  to  inquire  into 
the  condition  of  the  profession,  to  organize 
component  societies  where  none  exists,  to  be 


peacemakers,  censors,  and  to  improve  the  zeal 
of  county  societies.  The  Councilor  can  help 
materially  in  securing  better  programs  for  the 
county  societies  in  his  district,  if  he  will  at- 
tend their  meetings  once  in  a while.  His  very 
presence  is  a stimulus  to  the  men  to  do  better 
work.  The  State  Council  is  the  body  of  fore- 
most importance  in  our  organization  scheme, 
and  if  the  Council  would  function  as  intended 
by  the  by-laws  of  our  State  Society,  within 
one  year  we  would  have  a component  society 
in  every  county  in  the  State.  Is  this  expect- 
ing too  much?  Let  us  see  what  some  of  our 
sister  states  are  doing.  Alabama  has  sixty- 
seven  counties  in  the  State  and  sixty-seven 
component  societies.  Connecticut  has  eight 
counties  and  eight  component  societies.  Dela- 
ware has  three  counties  and  three  component 
societies.  IoAva  has  ninety-nine  counties  and 
ninety-sevent  component  societies.  There  are 
no  counties  in  the  State  not  organized,  so  I 
take  it  tAvo  counties  are  combined  with  other 
counties.  Kentucky  has  120  counties  in  the 
State  and  110  component  county  societies,  only 
ten  counties  in  the  state  not  organized.  Maine 
has  sixteen  counties  and  fifteen  component 
county  societies.  Only  one  county  in  the  State 
is  not  organized.  Maryland  has  twenty-three 
counties  and  twenty-one  component  county 
societies,  and  only  one  county  not  organized. 
New  Hampshire  has  ten  counties  in  tthe  State 
and  ten  component  societies.  NeAV  Jersey  has 
twenty-one  counties  in  the  State,  and  twenty- 
one  component  societies.  New  York  has  sixty  - 
tAvo  counties  in  the  State  and  sixty  component 
societies,  only  one  county  in  the  State  not  or- 
ganized. There  are  some  other  States  that 
compare  favorably  with  those  just  mentioned. 
Virginia  has  100  counties  and  according  to 
tabidation  prepared  from  answers  to  question- 
naire sent  out  by  the  efficient  Secretary  of  our 
State  Society,  Ave  haA'e  fifty-one  component 
societies,  nine  societies  representing  twenty- 
seven  counties,  making  sixty-nine  counties  re- 
ported as  having  received  charters.  Eleven 
counties  claim  charters,  but  do  not  find  dates 
of  receiving  them.  Three  counties  are  referred 
to  in  some  place  as  chartered  but  date  is  not 
knoAvn.  As  there  is  some  doubt  about  these 
fourteen  counties,  I do  not  think  we  can  count 
them.  Only  tAvo  societies  have  recehTed  char- 
ters since  1915.  A good  many  of  the  societies 
that  have  received  charters  are  inactive  and 
are  in  a moribund  condition. 
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Gentlemen,  this  is  not  a Aery  creditable 
showing  for  our  State.  It  is  to  be  hoped  that 
our  Council  will  get  busy  and  organize  a com- 
ponent society  in  every  county  in  the  State 
where  none  exists,  and  reorganize  or  rejuve- 
nate those  that  are  inactive  and  that  exist  in 
name  only.  I do  not  see  how  any  country 
physician  can  keep  himself  abreast  of  the  times 
without  the  stimulus  that  conies  from  attend- 
ing our  medical  society  meetings.  The  aver- 
age country  physician  is  loath  to  read  a paper 
or  to  take  part  in  the  discussion  of  a paper 
before  our  State  Society,  or  even  before  our 
larger  district  societies,  unless  he  is  a member 
and  has  had  some  training  in  his  county  so- 
ciety. Usually  the  physicians  in  a county  are 
well  acquainted  with  each  other  and  in  the 
county  society  meetings  do  not  become  embar- 
rassed. but  feel  perfectly  at  home  with  their 
colleagues  in  the  reading  of  papers  and  the 
discussions  that  follow.  These  county  society 
meetings  stimulate  members  to  do  better  work 
and  cause  them  to  have  more  confidence  in 
themselves.  The  man  who  stays  at  home  and 
does  not  attend  his  society  meetings  but  de- 
pends on  his  own  individual  experience  and 
the  reading  of  text-books  and  medical  journals 
for  his  improvement,  will  soon  find  that  his 
work  is  becoming  more  and  more  monotonous 
and  will  sret  into  a rut  where  he  ceases  to  make 
any  improvement  unless  he  gets  out  among  his 
colleagues  and  sees  what  they  are  doing.  I 
repeat  what  I said  in  the  beginning  of  this 
paper.  What  we  all  need  is  team-work,  co- 
operation and  organization. 


SOME  OBSERVATIONS  ON  LATERAL 
SINUS  THROMBOSIS.* 

By  JAMES  A.  BABBITT.  M.  D.,  Philadelphia,  Pa. 

Department  of  Otolaryngology,  University  of  Pennsylvania. 

Proper  appreciation  of  the  courtesy  ex- 
tended bv  your  Society  can  only  be  expressed 
in  the  effort  to  present  from  research  or  ex- 
perience something  of  real  practical  value,  and 
this  title  has  been  selected  from  the  somewhat 
unique  position  it  holds  among  the  well-beaten 
paths  of  otolaryngologic  study.  Tonsillar 
pathology,  sinus  technique,  laryngeal  neo- 
plasm. and  mastoid  variation,  have  been  most 
generously,  well-nigh  exhaustively,  treated, 
and  conclusions  reached  of  comparative  uni- 
formity. These  familiar  grounds  avoid  mo- 

*Read  before  the  Virginia  Society  of  Otolaryngology  and 
Ophthalmology,  at  Winchester,  Va.,  May  7,  1925. 


notony  only  in  the  sympathetic  accord  with 
one’s  personal  success  or  failure. 

Sinus  phlebitis  and  thrombosis  have  indeed 
no  paucity  of  literature  and  research,  but  their 
obscurity  and  variation  are  intensely  stimulat- 
ing. The  more  one  studies  their  occult  mani- 
festations, the  deeper  he  is  drawn  into  em- 
bryologic,  physiologic,  and  pathologic  specu- 
lation. The  suggestion  is  ventured,  that  tucked 
away  in  the  case  recollection  of  each  operator 
in  this  field  are  not  a few  post-mortem  regrets 
hovering  around  the  term  — lateral  sinus 
thrombosis. 

It  is  not  the  purpose  here  to  fatigue  with 
exhaustive  review  of  the  literature  (which 
should  include  in  this  country  the  splendid 
contributions  of  Barnhill,  Day,  Lillie,  Phillips, 
Tobey,  Smith,  and  many  others),  or  extended 
case  report,  save  in  one  special  instance, 
hitherto  unreported,  details  of  which  will  be 
reserved  for  the  close  of  the  paper.  It  will 
better  satisfy  the  title  to  discuss  the  general 
background  and  some  of  the  unconventional 
types  which  have  occurred  in  recent  months. 
The  test  in  this  field  lies  in  its  frequent  sur- 
prises— Mason’s  words  are  trite,  “never  pre- 
scribe for  earache  over  the  telephone.” 

It  is  perhaps  of  basic  importance,  as  Rand- 
all suggested  in  a recent  meeting,  to  differen- 
tiate the  terms  thrombosis  and  phlebitis,  the 
former  of  which  means  the  definite  deposit  and 
organization  of  fibrin  clot,  subject  to  embolic 
detachment  and  distant  deposit,  and  the  latter, 
toxic  inflammation  of  the  vessel  wall,  perhaps 
the  only  condition  present  in  a large  percent- 
age of  perisinus  abscess  cases  which  do  not  re- 
quire resection  of  the  sinus  wall,  and  which 
recover  with  sufficiently  prompt  surgical 
drainage,  even  with  premonitory  meningeal 
symptoms. 

The  embryology  and  anatomy  of  this  area 
are  interesting.  The  early  anterior,  middle, 
and  posterior  plexuses  of  cerebral  veins,  drain- 
ing into  the  median  vein  of  the  head  (which 
is  an  extension  forward  of  the  anterior  cardi- 
nal vein)  by  anastomosis  and  atrophy,  follow- 
ing the  development  of  the  otic  capsule,  coalesce 
to  form  the  large  lateral  sinus  trunk,  convey- 
ing outward  and  downward  in  each  sigmoid 
groove  close  to  the  developing  internal  ear  and 
later  the  mastoid  cells,  the  right  draining  ap- 
parently from  the  superior  longitudinal  (sagit- 
tal) and  the  left  from  the  occipital  vein  and 
the  inferior  longitudinal  via  the  straight  sinus. 
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These  great  collecting  sinuses,  before  enter- 
ing  the  jugular  foramen,  pass  close  to  the  mas- 
toid group,  as  shown  in  the  sectioned  speci- 
mens, averaging  but  half  an  inch  distance  from 
the  supra-meatal  spine.  Again,  at  birth,  as 
pointed  out  by  Dunbar  Roy,  quoting  Toynbee, 
the  position  of  bone  forming  the  fossa  audi- 
toria  is  but  half  or  three-quarters  of  a line  in 
thickness — membranous  meatus  on  one  side, 
dura  of  middle  fossa  on  the  other.  In  a word, 
this  slowly  eddying  venous  current  passes  in 
dangerous  proximity  to  the  peculiarly  vulnera- 
ble area  of  infection,  the  human  ear,  and  fur- 
thermore the  ear  has  but  comparatively  little 
automatic  resistance  to  its  external,  pharyn- 
geal, and  lymphatic  exposure.  Then  again,  as 
if  to  enhance  this  danger,  various  emissary 
veins  appear — sagittal,  mastoid,  condyloid,  etc., 
linking  sinuses  to  extra  cranial  surface. 

The  pathologic  process  involved  may  be  very 
simple  or  very  obscure — simple,  if  markedly 
diseased  mastoid  cells  are  in  close  proximity 
to  sigmoid  walls,  obscure  when  all  primary 
mastoid  symptoms  have  disappeared  for  a 
considerable  period  of  time,  with  only  slight 
latent  canal  discharge.  The  natural  course  of 
infection  would  seem  to  be,  by  direct  extension 
from  diseased  mastoid,  directly  through  the 
internal  table. 

Many  authorities  quote  direct  infection  from 
the  tympanic  cavity  and  external  canal  to  the 
jugular  bulb,  even  primary  infection  of  the 
jugular  bulb.  Phillips  classifies  these  avenues 
in  his  conclusion: 

(a)  Dehiscences  in  the  parietal  Avail. 

(b)  Direct  extension  of  acti\re  purulent 
bone  lesion. 

(c)  Through  involvement  of  smaller  veins 
or  intermediate  anastomotic  veins  (but  he-  also 
quotes  Boenninghaus’  statement  that  infec- 
tion may  occur  from  within  the  labyrinth  di- 
rectly to  the  bulb). 

G.  A.  Moore  quotes  the  enumeration  of 
Adami  as  to  the  causes  of  sinus  thrombosis: 

(1)  Slowing  up  or  stagnation  of  blood. 

(2)  Eddying  of  blood  (Von  Reckling- 
hausen). 

(3)  Hemotysis. 

(4)  Bacteria  and  their  products. 

(5)  Disease  and  injury  of  vessel  wall. 

It  is  on  the  side  of  diagnosis  that  one’s  major 
difficulty  occurs,  and  this  is,  by  its  ATery  na- 
ture, a physiologic  problem,  or  at  least  the  in- 
terpretation of  alterations  in  the  physiologic 


side  of  thrombosis  pathology.  Assuming  that 
infection  has  taken  place,  penetrated  to  the 
endothelial  lining,  formed  a “white  wall 
thrombus,”  or  changed  by  admixture  of  blood 
clot  to  “red”  thrombus,  how  shall  this  be 
recognized  ? 

Conventionally,  this  should  be  revealed  by 
chill,  rise  of  temperature  to  103,  -4,  or  -5, 
with  proportionate  increase  in  pulse  rate,  sud- 
den cessation  of  all  symptoms,  return  again  in 
twelve  to  thirty-six  hours  to  former  height, 
increase  of  local  symptomatology — pain  parie- 
tal, post  auricular,  or  below  tip — tenderness 
over  tip  or  below,  pain  on  pressure  over  emis- 
sary exit,  with,  quite  likely,  actual  swelling, 
and  extending  to  jugular  A^ein;  thickened, 
dough v feeling-  alono-  its  course,  head  often 
held  toward  affected  side,  with  suggested  rela- 
tion to  condyloid  veins;  mentality  strangely 
clear,  ocular  report  occasionally  of  choked 
disc  from  involvement  of  ophthalmic  Arein, 
blood  stream  showing  active  bacteremia,  but 
sometimes  not;  leucocyte  count  and  polvnu- 
clears  both  increased.  Patient  seems  more  ill 
than  could  actually  be  accounted  for  by  asso- 
ciated or  previous  mastoid  symptoms.  This 
will  perhaps  be  accepted  as  the  conventional 
picture. 

Unfortunately,  none  of  the  cases  in  the 
Avriter’s  recent  experience  has  conformed  in 
any  material  degree  to  this  outline,  and  this 
will  be  emphasized  in  the  cases  to  be  later 
cited.  They  even  failed  to  present  any  of  the 
more  unusual  symptoms  presented  by  various 
authors,  laryngeal  paralysis  from  thrombi c 
pressure,  stethoscopic  bruit  from  jugular  vein, 
oedema  of  lids,  exophthalmos,  etc. 

As  the  purpose  of  this  paper  Avas  definitely 
to  discuss  these  variations,  it  might  be  perti- 
nent to  omit  further  considerations  of  the  gen- 
eral problem. 

The  Blood  Stream  Infection 

The  primary  steps  in  examination,  after 
properly  regulating  the  hospital  care  and  ar- 
rangements for  comfort  of  patient,  would 
naturally  be  blood  culture  and  X-ray  exami- 
nation. As  the  X-ray  examination  under  pres- 
ent methods  still  ghes  some  uncertainty  in 
differentiation,  the  blood  examination  assumes 
first  place  in  position  of  importance.  This 
should  be  done  immediately,  on  suspicion  of 
thrombosis  possibility,  and  repeated.  Time  is 
an  important  factor  here,  and  this  should  have 
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the  same  precedence  that  one  gives  the  tuning 
fork  tests  in  analysis  of  deafness.  In  the  two 
most  serious  of  the  cases  presented  here,  in 
both  of  which  the  jugular  vein  was  resected, 
one  had  a pure  hemolytic  strain;  the  other, 
in  spite  of  repeated  tests,  had  no  growth,  save 
some  slight  contamination  of  unimportant 
organisms. 

This  statement,  however,  in  no  way  depre- 
ciates the  importance  of  immediate  blood  cul- 
ture. If  one  suspects  a blood  stream  infection, 
the  culture  should  have  its  time  period  for 
growth,  while  other  symptoms  are  being  deter- 
mined. The  probable  positive  report,  by  con- 
sensus of  opinion,  would  be  streptococcus, 
though  typhoid  and  other  types  have  been  re- 
ported. 

The  Blood  Cell  Examination 

It  is  disquieting  to  believe  that  a high  leu- 
cocyte should  be  present  in  thrombosis,  and 
then  fail  to  get  above  from  four  to  six  thou- 
sand leucocytes  in  repeated  examinations,  yet 
such  was  the  fact  in  case  reported  at  the  Trio- 
logical  meeting  last  summer.  A search  of 
recorded  examinations  has,  however,  revealed 
that  this  is  often  the  case.  One  is  much  re- 
lieved to  read  Sondern’s  report  in  “Laboratory 
Aids  to  Otologic  Diagnosis,”  that  inflamma- 
tory lesions  confined  to  cellular  bone  structures 
do  not  show  as  high  leucocytosis  or  relative 
polynucleosis  as  noted  when  soft  parts  are  in- 
volved. He  also  finds  that  pyogenic  infections 
mixed  with  tuberculosis,  typhoid,  or  measles, 
or  following  these  diseases,  have  relatively  low 
figures.  Smith,  quoted  by  Moore,  claims  that 
with  chill  and  sudden  rise  in  temperature, 
W.  B.  C.  30,000  or  more,  suspect  pneumonia; 
20.000.  suspect  meningitis  or  erysipelas;  10,- 
000  to  12,000,  sinus  thrombosis.  At  all  events, 
low  W.  B.  C.  count  has  seemed  the  rule  in 
some  very  definite  cases  of  thrombosis.  The 
resistance  line  curve,  as  suggested  by  Sondern, 
would  seem  most  important.  This  is  made  up 
by  joining  the  leucocyte  total  above  10.000  for 
each  corresponding  part  of  the  day  to  the 
neutrophile  register,  then  comparing  in  curve 
the  daily  position  of  these  base  lines. 

Confusion  of  Other  Concurrent  or 
Secondary  Diseases 

In  the  case  reported  by  the  writer  in  1924, 
expert  medical  advice  diagnosed  typhoid,  and 
the  case  was  moved  to  the  medical  wards,  prior 


to  the  final  decision  operatively  to  explore  the 
lateral  sinus. 

This  is  especially  confusing,  if  lower  splenic 
information  also  confirms  typhoid  picture.  If 
thrombus,  in  course  of  breaking  down,  releases 
infective  emboli,  involvements  of  pulmonary 
areas,  spleen,  kidneys,  and  apparent  joint  me- 
tastases,  these  may  entirely  blind  one  to  the 
prior  possibilities  of  lateral  sinus  involvement. 
Again  the  thrombotic  clot,  even  after  contri- 
buting to  a bacteremia,  may  become  walled  -off 
with  plugs  of  fibrin  at  either  end  of  the  sinus, 
these  continuing  sterile,  while  the  central  por- 
tion in  the  sinus  cavity  remains  infectively 
active.  Friedenwald  has  presented  a splendid 
study  of  these  obliterating  efforts  of  nature. 
As  an  interesting  complication  in  the  case 
cited  below,  there  developed  an  acute  endo- 
carditis either  with,  or  shortly  following,  a 
large  perisinus  abscess. 

Instructive  Points  From  Recent  Cases 

Case  1. — James  D.,  twelve  years  of  age,  ad- 
mitted to  the  University  Hospital.  Philadel- 
phia, in  Dr.  Randall’s  Service.  This  case  has 
been  fully  reported  and  can  be  studied  in  re- 
print. Simply  three  points  in  the  summary 
will  be  quoted  here. 


X-Ray  of  Mastoid.  James  D.,  1923.  Lateral  sinus  thrombosis. 
Left  sigrmoid  apparently  blocked. 


a.  Irregularities  in  infective  evidence,  but 
subsidence  of  mastoid  symptoms. 

b.  Persistent  low  leucocyte  count  and  pres- 
sure of  associated  medical  opinion  that  the  case 
was  tj^phoidal. 

c.  Remarkable  response  to  blood  transfu- 
sion in  the  presence  of  profound  bacteremia. 

Case  2. — Alfred  D..  age  fifteen,  admitted  to 
Mary  Drexel  Children’s  Hospital,  March  16, 
1924. 

Patient  had  irregular  mastoid  symptoms  for 
three  weeks  before  operation.  Repeated  para- 
centesis did  not  relieve.  Mastoid  evidence  very 
slight;  sinus  symptoms  not  conventional;  leu- 
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oocyte  count  the  day  before  operation  only 
8,200;  polynuclear  71;  mastoid  X-ray,  dense 
shadow  over  mastoid  area;  operation  disclosed 
perisinus  abscess  and  small  amount  of  pus. 

Case  3. — John  M.,  age  eight,  admitted  to 
Dr.  Fetterolf’s  service  in  University  Hospital 
March  2,  1925.  Fulminating  mastoiditis.  X- 
ray  examination  will  be  demonstrated  in  slide. 
This  case  presented  two  points  of  special  in- 


X-Ray  of  Mastoid.  John  M.,  1925.  Perisinus  abscess. 

Plate  shows  mastoid  emissary. 

terest.  Operation  on  the  mastoid  presented 
the  ordinary  condition.  Posterior  wall  had  a 
suspicious  pallor,  suggested  by  the  resident  as- 
sistant. Search  was  continued,  and  suddenly 
three  or  more  drachms  of  pus  burst  out  from 
around  sigmoid  portion  of  sinus,  filling  the 
mastoid  wound.  Sinus  pulsated;  exposed  area 
showed  whitish  wall;  thrombic  appearance; 
was  not  opened. 

On  March  8th  the  child  suddenly  developed 
a tachycardia  and  blowing  systolic  murmur  at 
base  and  apex.  Examined  and  pronounced  by 
Dr.  Gittings  as  endocarditis  with  valvular  in- 
sufficiency. This  was  not  recorded  as  present 
prior  to  the  operation.  The  mastoid  wound 
promptly  healed.  Case  was  transferred  to 
children’s  ward  April  1,  1925.  On  May  4th 
child  was  almost  completely  convalescent  and 
soon  to  be  discharged.  It  should  he  added  that 
blood  culture  on  the  day  after  the  operation 
was  reported  pyogenic  streptococcus  (hemoly- 
tic.) Blood  culture  five  days  after  the  opera- 
tion streptococcus  mitis  (non-hemolvtic)  type 
favorable  to  endocarditis,  and  staphylococcus 
albus.  Blood  culture  ten  days  later  negative. 

Case  4. — Floi’enee  S.,  age  eighteen,  admitted 
to  Mary  Drexel  Children’s  Hospital  March 
22,  1925.  Patient  presented  history  in  office 
consultation  of  having  "floated  about”  for  two 
months  Avith  irregular  ear  trouble,  intermittent 
discharge,  and  more  or  less  intermittent  pain 
and  post  auricular  swelling.  Patient  had  been 
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persistently  refused  operation  as  symptoms  did 
not  make  her  appear  sufficiently  ill. 

Leucocyte  counts — March  22nd,  W.  B.  C., 
8,600,  polynuclear,  60.  March  23rd,  AY.  B.  C., 
7,400,  polynuclear,  45. 

The  case  was  admitted  on  Sunday,  and  X- 
ray  Avas  not  easily  obtainable.  However,  it 
seemed  clearly  mastoid,  was  operated,  and 
practically  nothing  of  importance  Avas  found 
in  the  mastoid.  As  pain  centered  in  the  neigh- 
bourhood of  the  mastoid  emissary,  the  sinus 
plate  Avas  opened,  and  a drachm  or  more  of 
pus  was  found  around  the  sinus.  There  was 
no  indication  to  open  the  sinus  and  the  case 
recovered  promptly. 

Case  5. — This  case  not  in  chronologic  se- 
quence, but  sufficiently  important  to  merit 
more  extended  history. 

Albert  N.,  eight  years,  admitted  to  Mary 
Drexel  Hospital,  August  15,  1924.  Only  the 
salient  points  in  this  history  Avill  be  reviewed. 
Copy  of  the  complete  case  records,  tempera- 
ture charts,  and  laboratory  studies,  are  here 
for  your  examination. 

This  boy  entered  the  hospital,  toxic,  flushed, 
and  very  weak,  some  vertigo  and  vomiting,  ra- 
tional. neck  not  rigid,  Koenig  negative,  pupils 
normal,  left  ear  discharging  profusely,  and 
very  evident  fulminating  mastoiditis.  Later 
investigation  of  his  history  reArealed  the  fact 
that  he  had  discharging  ears  intermittently  for 
his  whole  life,  with  four  major  crises,  after 
pneumonia,  “flu,”  scarlet  fever,  and  whooping 
cough.  Inciting  cause  for  this  hospital  en- 
trance, a “boxing”  blow  on  the  ear  bv  teacher. 
He  Avas  operated  on  the  day  after  admission. 
A badly  degenerated  mastoid  cavity  was 
cleaned  out  and  sinus  Avail  removed,  showing 
Avell-defined  perisinus  abscess.  This  was 
drained,  but  lateral  sinus  was  not  opened  at 
this  time.  His  temperature  continued  high, 
periodically  above  104°,  and  the  lad  appeared 
seriously  ill.  On  August  20th,  a few  days  af- 
ter his  admission,  he  Avas  again  taken  to  the 
operating  room,  sinus  opened,  large  thrombic 
clot  remoA’ed,  until  free  bleeding  occurred  at 
torcular  and  bulbar  knee  ends,  jugular  \^ein 
was  exposed,  and  ligated  by  Dr.  Harry  Deaver, 
sinus  plugs  applied,  and  patient  returned  to 
bed.  Two  days  later,  a deep  cerebellar  abscess 
was  revealed,  extending  tAvo  and  one-half 
inches  obliquely  imvard  and  backward.  This 
Avas  apparently  a cerebellar  surface  abscess, 
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and  was  prohod  cautiously  nearly  to  the  posi- 
tion of  the  I th  ventricle. 

For  the  next  two  weeks  the  boy  did  not  do 
well ; temperature  was  high,  nystagmus  and 
fibrillary  movements  of  the  left  side  developed, 
there  was  increase  in  vomiting,  projectile  type, 
neck  was  rigid,  and  patient  was  irritable.  On 
September  3rd  temperature  dropped  to  nearly 
normal  for  brief  periods,  but  was  105°  again 
by  September  8th. 

The  wound  was  carefully  washed  and 
drained  with  Dakin,  or  mercurochrome  solu- 
tion. On  September  10th,  the  25th  day  of 
disease,  temperature  dropped  to  normal,  and 
continued  so  for  approximately  six  days,  run- 
ning up  again  on  September  16th  to  the  neigh- 
bourhood of  102°,  with  very  variable  chart 
line,  reaching  101°  on  September  22nd. 

On  September  23rd  everything  went  wrong; 
patient  weak  and  irritable,  nystagmus  and 
fibrillary  contractions  active,  projectile  vomit- 
ing all  day.  After  consultation  with  Dr. 
Edmund  Piper,  it  was  decided  to  give  10  c.c. 
of  mercurochrome  intravenously.  This  was 
empirical,  as  no  positive  blood  culture  could 
be  obtained.  It  was  done  simply  as  a last 
resort.  Immediately  the  child  appeared  im- 
proved, rested  that  night,  and  next  day  was 
able  to  take  food  again.  In  three  days,  by 
September  26th.  temperature  dropped  to  nor- 
mal line  and  has  practically  stayed  there  to 
this  day.  Save  for  occasional  intermittent 
pulse  everything  went  with  uniformity,  and 
the  patient  was  discharged  on  March  8,  1925. 


He  was  continued  under  observation,  wound 
dressed,  and  out-patient  life  prescribed. 

On  Friday,  May  1st,  his  mother  brought  him 
to  my  office  a hearty  boy.  Practically  all 
rigidity  and  ataxia  had  disappeared.  This 
boy  was  clearly  saved  by  three  things:  prompt 
and  complete  mastoidectomy,  and  drainage  of 
sigmoid  sinus;  careful  watching  by  the  hos- 
pital corps;  and  the  injection  of  mercuro- 
chrome. His  mastoid  area  with  its  crucial  in- 
cision had  apparently  completely  healed.  He 
attends  school,  joins  with  other  boys  in  his 
play,  and,  was  literally  snatched  from  the 
grave. 

Conclusions 

1.  Lateral  sinus  thrombosis  or  phlebitis  is 
more  often  antecedent  to  systemic  infective 
disease  than  is  ordinarily  supposed. 

2.  Exploration  of  the  sinus  is  indicated  in 
the  absence  of  positive  blood  culture,  when  ear 
history  and  other  symptomatology  point  to  this 
focus. 

3.  Leucocyte  count  is  too  variable  an  index 
in  sinus  infection  to  be  of  great  value. 

4.  Persistent  low  grade  mastoiditis  will 
frequently  reveal  a perisinus  abscess. 

5.  Blood  transfusion  and  mercurochrome 
injection  in  selected  cases  have  demonstrated 
their  efficiency. 

6.  Blood  culture  and  X-ray  study  should 
be  primary  procedures  in  suspected  sinus  in- 
fection. 

7.  The  sigmoid  sinus  area  is  too  frequently 
overlooked  in  the  elimination  of  infection  foci. 


ALtttRT 


— •*> ' AC» T«  OT/ti*  Mcb/a  «.•  i«u*roii>iT  is  A023 


_4r~~,Ause.ftT  rfrcSoH 


Temperature  chart.  Albert  N.,  1924.  Lateral  sinus  thrombosis. 
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8.  The  variation  in  lesion  resultant  from 
basal  sinus  infection  should  urge  a more  fre- 
quent postmortem  exploration  in  obscure 
fatality. 

9.  The  response  to  appropriate  sinus  surg- 
ery is  surprisingly  favorable. 

10.  Modern  bronchoscopic  and  radiographic 
study  of  the  chest  has  marvellously  changed 
the  pulmonary  picture.  In  the  same  parallel, 
further  research  and  study  of  nature’s  oblitera- 
tive efforts  in  the  lateral  sinus  area  may  com- 
pletely change  its  varying  status  in  focal  im- 
portance. 
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HEART  LESIONS.* 

By  JOHN  W.  PRESTON,  M.  D„  Roanoke,  Va. 

In  assigning  me  a subject  of  so  broad  a scope 
as  the  title  implies,  I take  it  that  it  is  the 
thought  of  your  Committee  that  a discussion 
of  a decidedly  practical  turn  best  suits  the 
occasion. 

That  diseases  of  the  circulation  merit  inten- 
sive study  is  attested  by  the  fact  that  facing 
the  falling  death  rate  of  other  maladies,  that 
of  heart  disease  is  rising,  and  at  the  present 
moment  it  is  responsible  for  the  greatest  num- 
ber of  deaths  and  disabilities  of  any  in  the 
registration  area  of  the  United  States. 

Of  all  the  vital  organs  the  heart  is  most 
amenable  to  interrogation.  It  is  near  the  sur- 
face of  the  chest-,  so  that  its  area  and  pulsa- 
tions may  be  studied  by  the  eye,  the  hand,  and 
the  stethoscope;  and  the  load  which  it  carries 

•Read  as  part  of  symposium  on  the  Heart  before  the  South- 
western Virginia  Medical  Society,  at  Pulaski.  Va.,  March  26-27. 
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may  be  estimated  by  blood  pressure.  It  is  the 
one  organ  in  the  diagnosis  and  treatment  of 
which  the  work  of  the  observant  general  prac- 
titioner may  approximate  that  of  the  specialist. 

A word  as  to  the  examination  of  the  cardiac 
patient  as  a whole  may  not  be  amiss.  As  medi- 
cal experience  grows,  we  are  coming  more  to 
recognize  the  importance  both  of  the  general 
physiognomy  of  an  individual,  and  likewise 
his  hereditary  tendencies  as  related  to  his  func- 
tions and  pathology.  In  this  connection,  in  the 
matter  of  neuroses  of  the  heart  we  are  coming 
to  note  more  oarefully  the  asthenic,  or,  if  one 
please,  the  enteroptotic  type,  carrying  with  it 
the  long,  lean,  poorly  knit,  loosely  jointed  body, 
so  well  described  in  a recent  article  by  Abt1 
who  quotes  Dickinson  to  the  effect  that  one 
individual  born  in  every  five  is  of  this  type. 
From  among  these,  aside  from  the  neuroses, 
the  greater  number  of  rheumatics  develop, 
which  latter  disease  is  held  responsible  for  60 
per  cent  of  crippled  hearts.  The  troubles  of 
this  group  come  in  the  hey-day  of  youth  when 
the  tender  tonsil  is  over- worked  in  its  combat 
with  the  invading  organisms  of  the  upper  re- 
spiratory tract;  when  the  deciduous  teeth  de- 
cay and  abscess ; and  the  facial  sinuses  become 
clogged  and  are  over-looked,  but  too  often,  for 
the  reason  that  we  forget  that  such  a thing 
exists  in  a child. 

Over  against  the  asthenic  type  is  set  the 
plethoric  red-blooded  individual,  who  dines  not 
wisely  but  well;  who  does  not  know  an  ache 
or  pain  till  with  on-coming  middle  life 
he  puts  on  a load  of  flesh  and  forgets  how  to 
play,  and  in  whose  blood-vessels  unexcreted 
poisons  run  riot. 

Falling  between  the  two  is  the  over-worked 
and  much  worried  individual  who,  like  Cassius, 
thinks  much  and  lies  awake  at  night;  into 
whose  vessels  and  heart  the  corroding  canker 
of  care  burrows  deep,  and  whose  malady  is 
but  too  often  labelled  with  the  all  inclusive 
term  of  “indigestion.” 

To  be  more  specific  as  to  the  heart  itself.  It 
is  of  exceeding  interest  to  note  our  changing 
evaluation  of  murmurs.  In  substantiation  of 
this,  I cannot  do  better  than  quote  from  the 
Surgeon  General’s  Manual  of  1917,  in  which 
the  statement  is  made  that  “given  a heart  of 
normal  size,  and  responding  normally  to  effort, 
anv  murmur  that  is  heard  should  be  construed 
as  accidental  and  insignificant  unless  it  can  be 
positively  determined  that  it  is  a mitral  or 
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aortic  diastolic  murmur.”  In  other  words,  all 
systolic  murmurs  in  a heart,  whose  area  is 
normal,  may  be  considered  innocent  until 
proven  guilty  by  the  incriminating  evidence  of 
abnormal  behavior. 

It  is  perhaps  in  the  matter  of  determining 
the  heart  area  that  most  of  us  encounter  diffi- 
culty. The  one  greatest  aid  in  the  average  case 
can  safely  be  said  to  be  the  position  of  the 
apex  beat,  which,  if  well  inside  the  nipple  line, 
can  with  confidence  be  considered  normal.  It 
may  here  be  well  to  stress  the  greater  accuracy 
by  which  the  position  of  the  apex  beat  may  be 
determined  by  locating  it  between  the  tips  of 
the  thumb  and  index  finger. 

In  the  matter  of  percussing  out  the  area,  I 
am  exceedingly  doubtful  if  in  practical  work 
much  is  to  be  gained  by  the  effort  to  differ- 
entiate between  deep  and  superficial  cardiac 
dulness,  as  is  advised  by  some  text-books.  If 
one  can  surely  make  out  that  lung  resonance 
on  the  left  reaches  well  to  the  cardiac  side  of 
the  nipple  line,  and  that  no  cardiac  dulness  ex- 
tends to  the  right  side  of  the  sternum,  I believe 
he  does  well,  certainly  in  the  female  and  in 
those  with  thick  chest  walls.  It  is  in  these 
latter  that  the  fluoroscope,  if  available,  is  serv- 
iceable. 

The  irregular  heart  and  the  rapid  pulsating 
heart  particularly  merit  study  on  account  of 
the  varying  causes.  In  the  asthenic  type,  above 
referred  to,  these  vagaries  come  as  a natural 
sequence  of  disturbed  nerve  equilibrium.  Yet 
the  consideration  of  the  disordered  heart  beat 
brings  with  it  a recurring  puzzle  in  the  day’s 
work.  Its  study  with  recording  instruments  is 
fascinating,  but  for  our  present  purpose  prac- 
tical observations  best  suffice. 

In  the  matter  of  the  irregular  heart,  the  one 
chief  responsibility  resting  upon  the  practi- 
tioner is  to  differentiate  the  ordinary  extra- 
systoles, or,  if  one  please,  the  premature  beat, 
from  the  irregularity  incident  .to  auricular  fi- 
brillation. In  the  former,  it  may  be  said  that 
the  greatest  aid  is  the  simple  observation  that 
the  dropped  pulsation,  or  extra  pulsation, 
occurs  with  some  regularity  of  sequence.  For 
instance,  if  the  number  of  irregular  beats  be 
counted  per  minute  they  will  be  found  to  run 
approximately  the  same  number.  On  the  con- 
trary, in  fibrillation  the  one  notable  thing  is 
the  irregular  irregularity , if  one  may  so  ex- 
press it,  both  in  the  count  of  the  pulsations  and 
in  their  strength. 


Perhaps  in  diagnosing  fibrillation  the  one 
best  aid  is  to  remember  that  a heart  whose  rate 
as  counted  at  the  apex  is  found  less  than  a 
hundred,  may  fibrillate,  but  it  rarely  does  so; 
and  that  a fibrillating  heart  is  usually  made 
worse  on  exercise,  a functional  irregularity 
often  steadying. 

One  cannot  insist  too  strongly  that  the  thy- 
roid and  the  digestive  organs  be  carefully  in- 
vestigated in  connection  with  every  case  of  dis- 
turbed heart  action;  and  that  foci  of  infec- 
tions be  excluded,  not  always  perhaps  as  affect- 
ing the  heart  directly,  but  for  the  indirect 
effect  through  the  autonomic  nervous  system. 

Perhaps  one  cannot  do  better  in  the  above 
connection  than  to  stress  the  fact  that  in  almost 
every  cardiac  disorder,  whether  functional  or 
pathological,  there  is  mental  stress,  oftener  in 
reality  greater  in  the  functional  than  in  the 
pathological.  Conversely,  the  statistics  of  the 
British  Army2  show  that  during  the  World 
War  practically  all  soldiers  sent  to  psycho- 
pathic hospitals  had  cardiac  complaints.  Out 
of  1,000  cases  studied,  76.8  per  cent  had  cardiac 
pain,  and  67.5  per  cent  suffered  from  breath- 
lessness. In  this  there  should  certainly  be  a 
lesson  touching  the  demeanor  of  a practitioner 
toward  his  cardiac  patient. 

The  differentiation  of  cardiac  pain  due  to 
functional  and  to  organic  causes  cannot  be 
made  by  rule  of  thumb.  “Heartache”  in  the 
normal  heart  is  certainly  something  more  than 
an  idiom  of  our  language,  and  it  is  no  easy 
task  to  pick  out  from  the  mass  of  such  sufferers, 
the  distressed,  care-worn  woman,  or  the  over- 
worked business  or  professional  man,  for 
whom  can  one  with  assurance  prescribe  in- 
creased exercise,  and  with  positiveness  state 
that  there  is  no  pathology — a prescription,  in 
such  a case,  of  more  potency  than  all  the  drugs 
in  the  pharmacopeia. 

In  further  reference  to  anginas,  it  cannot  be 
too  strongly  impressed  that  the  day  and  time 
has  passed  when  all  can  be  classed  together; 
and,  further,  that  each  case  merits  careful  in- 
dividual study.  How,  for  instance,  may  the 
one  be  due  to  the  toxins  of  focal  infection;  an- 
other be  of  syphilitic  origin;  another  the  re- 
sult of  excessive  use  of  tobacco  (though  per- 
haps rarely) ; and  still  another  to  cardiac  over- 
strain secondary  to  high  blood  pressure  and 
faulty  habits  of  living.  Incidentally,  it  may  be 
well  for  us  to  remind  ourselves  that  patients 
suffering  from  high  blood  pressure,  who  are 
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not  frankly  nephritics,  and  who  escape  cere- 
bral hemorrhage,  as  a rule  pass  on  to  cardiac 
decompensation,  with  its  numerous  complica- 
tions. 

The  role  of  the  heart  muscle  is  of  the  great- 
est importance  of  all  in  cardiac  pathology. 
Even  in  frank  valvular  lesions  it  is  not  a ques- 
tion so  much  of  how  great  is  the  leakage  as  it 
is  one  of  how  much  reserve  has  the  muscle,  and 
how  much  scar  tissue  there  is  in  the  muscle. 
It  may,  therefore,  be  said  that  the  crux  of  the 
whole  matter  and  the  final  test  is  the  evaluation 
of  the  muscle,  and  its  blood  supply,  which  lat- 
ter goes  hand  in  hand  with  muscle  function. 

In  the  matter  of  instrumental  aids,  while  one 
gladly  accepts  all  the  help  that  can  be  had 
from  the  spirometer,  the  polygraph,  the  electro- 
cardiograph and  the  X-ray,  no  instrument  has 
yet  been  devised  that  can  measure  with  a de- 
cree of  accuracy  the  efficiency  of  the  blood  sup- 
ply of  the  heart,  and  the  stamina  of  the  muscle. 
In  the  last  analysis,  it  may  be  §aid  that  these 
things  may  best  be  determined  by  whether  one 
tires  too  easily,  and  whether  upon  standing 
there  is  edema  of  the  ankles,  whether  there  is 
shortness  of  breath  or  distress  upon  hopping 
a given  number  of  steps  or  upon  climbing  one. 
two  or  three  flights  of  stairs.  Accessory  evi- 
dence is  the  cardiac  area,  determined  as  above 
indicated,  and  whether  or  not  there  is  a tend- 
ency to  fibrillation.  Not  content  with  these 
things,  Pratt  has  well  said  in  relation  to  the 
heart:  “In  diagnosis  of  heart  disease  consider 
not  physical  signs  alone  or  signs  combined  with 
symptoms,  or  the  response  of  the  heart  to  exer- 
cise, for  these  are  not  sufficient,  but  consider 
the  whole  man,  body  and  soul  together. 

Reverting,  in  conclusion,  to  the  statement 
made  in  the  beginning  touching  the  alarming 
increase  of  cardiac  deaths,  may  I not  plead  with 
each  physician  to  do  what  he  can  to  stem  the 
tide  and  promote  prophylaxis  not  only  by  a 
redoubled  effort  to  prevent  foci  of  infections, 
but  that  he  become  even  moi'e  insistent  in  the 
care  and  hygiene  of  the  asthenic  child,  and  that 
he  more  assiduously  warn  those  approaching 
middle  life  of  the  dangers  of  over-feeding,  of 
over-weight,  and  of  little  exercise. 
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TREATMENT  OF  ANTERIOR  POLIOMYE- 
LITIS. 

By  J.  A.  TALBOTT,  M.  D.,  Washington,  D.  C. 
Professor  Orthopaedic  Surgery,  Georgetown  University  and 
Howard  University ; Orthopaedic  Surgeon,  Georgetown  Uni- 
versity Hospital,  Providence  Hospital,  Children’s  Hospital  and 
Garfield  Memorial  Hospital. 

Introduction.  The  subject  of  this,  my  first 
paper  before  the  Clinico-Pathological  Society, 
was  selected  because  it  was  felt  to  be  one  in 
which  everyone  of  us  is  interested,  especially 
as  regards  the  early  treatment.  No  claim  is 
laid  to  much  that  is  original  in  these  pages, 
but  an  attempt  has  been  made  to  combine  the 
knowledge  gained  in  my  private  practice  and 
the  clinics  of  the  Children’s  Hospital  with  the 
more  recent  findings  of  men  in  this  country  and 
abroad,  as  expressed  in  the  latest  literature.  A 
clear  discussion  of  the  treatment  of  any  dis- 
ease is  always  aided  by  refreshing  our  minds 
as  to  the  pathology,  symptoms,  and  etiology, 
of  the  disease  under  discussion.  With  this  in 
mind,  a brief  review  will  be  made  touching 
on  the  high  points  in  anterior  poliomyelitis. 

Anterior  'poliomyelitis , or  infantile  paralysis, 
is  an  acute  infectious  disease,  accompanied,  in 
a majority  of  cases,  by  paralysis.  The  paraly- 
sis  is  incidental  and  not  essential,  and  may  be 
a weakening  or  total  loss  of  motor  power  in 
certain  muscles  and  groups  of  muscles,  with 
little  or  no  gross  disturbance  of  sensation.  It 
may  be,  and  often  is,  widely  scattered  as  to 
the  muscles  affected,  and  is  primarily  a flaccid 
paralysis,  with  reflexes  lost  or  lowered. 

Pathology . According  to  Jones  and  Lovett, 
“Infantile  paralysis  is  a general  infection,  the 
results  of  which  are  most  marked  in  the 
nervous  system,  in  which  at  autopsy  the  men- 
inges are  found  to  be  edematous  and  injected, 
a slight  increase  in  the  amount  of  cerebro- 
spinal fluid  also  being  present.  The  brain  and 
cord  are  edematous,  and  minute  hemorrhages 
can  generally  be  distinguished. 

“The  first  stage  in  the  pathological  process 
is  an  acute  interstitial  meningitis,  usually  mod 
marked  on  the  anterior  surface  of  the  spinal 
cord.  In  the  cord  itself  there  occurs  a hypere- 
mia. and  a collection  of  small  round  cells  in 
the  lymph  spaces  surrounding  the  vessels  (peri- 
vascular infiltration)  as  a result  of  which  in 
many  places  the  cells  are  so  numerous  that 
they  press  on  the  lumen  of  the  vessels  and 
obstruct  the  circulation.  Minute  or  extensive 
hemorrhages  occur,  and  there  is  extensive 
edema.  The  lumbar  enlargement  of  the  cord 
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is  most  often  affected,  and  the  anterior  horns 
more  often  than  the  posterior  or  the  white 
matter,  as  in  the  former  blood  supply  is  more 
abundant.  Although  the  process  by  which  the 
vascular  lesions  affect  the  nerve  cells  is  in  large 
measure  a mechanical  one,  it  is  impossible  to 
exclude  the  fact  that  the  virus  may  exert  some 
directly  toxic  action  on  these  cells.  The  damag- 
ing effects,  therefore,  are  to  be  attributed  (1) 
to  direct  pressure  on  the  nerve  cells  by  hemor- 
rhages, edema  and  exudate,  (2)  to  the  anemia 
following  the  constriction  of  the  blood  vessels, 
which  is  probably  the  most  general  and  im- 
portant change,  and  (3)  perhaps  to  a direct 
toxic  action  of  the  virus  itself  on  the  nerve 
cells.  On  account  of  this  pressure  and  anemia, 
the  nerve  cells  may  degenerate,  yet  if  the  exu- 
date or  hemorrhage,  or  both,  are  absorbed  soon 
enough  the  cells  may  recover  function;  on  the 
other  hand,  if  the  unfavorable  conditions  have 
been  over-prolonged  or  excessive,  the  changes 
in  the  nerve  cells  may  go  on  to  complete  de- 
generation. In  addition  to  changes  in  the 
spinal  cord,  it  is  very  important  to  note  that 
the  same  sequence  of  changes  are  found  to  a 
less  degree  in  the  brain,  medulla.  and  pons. 
The  posterior  root  ganglia  are  practically  al- 
ways involved  by  lesions  similar  to  those  in 
the  cord  itself,  and  in  experimental  pathology 
this  is  the  first  step  in  the  process.  The  terminal 
stage  in  the  pathological  changes  is  repre- 
sented by  the  replacement  of  the  motor  cells 
bjr  focal  glioses  (focal  scleroses) , due  to  increase 
of  neuroglia  tissue,  which  are  analogous  to 
fibroses  and  areas  of  scar  tissue  in  other  or- 
gans, due  to  increase  of  connective  tissue. 
Shrinking  occurs  in  severe  cases.  The  destruc- 
tion of  spinal  cells  in  any  center  naturally 
represents  a loss  of  function  of  those  cells,  but 
the  inter-communications  between  the  bundles 
of  motor  cells  and  the  connections  between 
muscles  and  the  motor  centers  are  so  free  and 
so  manifold  that,  unless  the  destruction  has 
been  very  extensive,  the  possibility  remains  of 
establishing  new  connections  between  other 
cells  and  muscles.  This  fact  serves  as  a basis 
for  muscle  training. 

“The  changes  which  are  found  in  other  or- 
gans in  severe  infantile  paralysis  are  less  strik- 
ing than  those  in  the  nervous  system,  but  are 
practically  as  constant,  and  constitute  an  ex- 
tensive involvement  of  the  lymphoid  tissue  and 
•of  parenchymatous  organs.  In  the  latter, 


cloudy  swellings  are  usually  met  with,  not  un- 
like those  of  typhoid  fever. 

“In  short,  it  must  be  remembered  that 
poliomyelitis  is  a general  toxemic  process  which 
affects  organs  throughout  the  body,  but  which 
apparently  acts  mildly;  on  the  other  hand,  it  is 
characterized  by  lesions  in  the  spinal  cord 
which  occasionally  prove  fatal  by  involvement 
of  the  nerve  cells  controlling  respiration  or 
these  changes  may  lead  to  greater  or  lesser  im- 
pairment of  motor  function  in  certain  of  the 
cells  controlling  muscular  action,  most  often  in 
the  legs.  The  general  tendency  toward  spon- 
toneous  repair  in  this  disease  is  explained  by 
the  pathology,  which  also  shows  why  partial 
paralysis  is  so  much  more  common  than  total. 

“The  paralysis  at  first  presents  the  same  ap- 
pearance, from  whichever  of  the  causes  men- 
tioned it  arises,  and  may  be  total  or  partial. 
The  mildest  paralytic  changes  result  from  ane- 
mia and  edema,  many  of  which  clear  up  en- 
tirely, and  all  improve  except  where  these 
causes  have  led  to  necrosis.  Hemorrhage  causes 
a more  serious  grade  of  motor  involvement,  but 
if  it  has  caused  only  pressure  on  the  cells,  and 
not  destruction,  recovery  may  occur.  Destruc- 
tion of  motor  cells  by  anemia,  hemorrhage,  or 
direct  action  of  the  toxin,  causes  some  degree 
of  permanent  loss  of  power  in  the  parts  sup- 
plied by  them.” 

Symptoms.  In  mentioning  the  symptoms  no 
attempt  will  be  made  to  go  into  details  as  to 
the  various  types  of  poliomyelitis,  as  classified 
by  Wiekman  and  others,  except  to  enumerate 
these  various  types.  The  usual  symptoms,  as 
we  see  the  disease,  will  be  gone  into  a little 
more  fully.  Emphasis  will  be  laid  on  syste- 
matic examinations  and  accurate  recording:  of 
the  objective  symptoms,  especially  the  muscle 
groups  involved.  Wiekman ’s  classification  is 
as  follows: 

1.  Ordinary  spinal  paralysis,  anterior  polio- 
myelitis. 

2.  Progressive  paralysis,  usually  ascending, 
less  often  descending,  Landry’s  paralysis. 

3.  Bulbar  paralysis,  polio-encephalitis  of 
pons. 

4.  Acute  encephalitis,  giving  spastic  mono- 
plegia or  hemiplegia. 

5.  Ataxic  type. 

6.  Meningitic  type. 

7.  Polyneuritic  (multiple  neuritis)  type. 

8.  Abortive  type. 

Aside  from  Class  1,  the  ordinary  spinal 
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paralysis,  which  is  anterior  poliomyelitis  we 
commonly  see  in  children,  I wish  to  lay  special 
stress  on  the  last  type,  and  say  that  I believe 
many  individuals,  both  children  and  adults, 
have  the  so-called  abortive  type,  or  possibly  a 
better  term  would  be  a mild  type  without  much 
paralysis,  and  these  cases  are  never  diagnosed. 
There  is  no  question  but  that  many  of  the 
so-called  encephalitic  cases  can  be  classed  as 
acute  poliomyelitis. 

It  is  remarkable  in  how  many  cases,  with  de- 
formities of  more  or  less  severity,  it  is  im- 
possible to  fix  a definite  date  as  to  the  onset  of 
the  disease.  Sometimes  the  symptoms  of  the 
acute  stage  are  so  mild  as  to  be  entirely  over- 
looked, and  the  weakening  and  paralysis  are 
the  first  symptoms  noted.  This  difficulty  in 
definitely  fixing  the  date  of  the  onset  of  the 
disease  is  not  confined  to  the  children  of 
ignorant  parents  with  large  families,  where 
acute  spells  of  short  duration  may  be  ordi- 
narily overlooked,  but  is  encountered  in  fami- 
lies of  fairly  intelligent  parents. 

There  are  generally  recognized  four  stages 
in  the  symptomatology: 

1.  The  stage  of  onset. 

2.  Stationary  period. 

3.  Partial  recovery  or  convalescent  stage. 

4.  Chronic  stage. 

Aside  from  the  usual  symptoms  noted  in  all 
infectious  diseases  that  vary  with  the  intensity 
of  the  infection,  symptoms  that  in  many  cases 
lead  to  diagnosis  of  rheumatism,  influenza, 
meningitis,  and  at  times  even  acute  osteomye- 
litis, Platt,  of  England,  calls  attention  to  and 
lays  emphasis  on  three  important  symptoms : 

1.  Stiffness  in  the  neck. 

2.  Spontaneous  pain  in  the  back  and  limbs. 

3.  Marked  tenderness  of  the  limbs. 

Albee  calls  attention  to  a skin  rash  resem 

bling  at  times  measles  or  scarlatina,  purpuric 
and  herpetic  in  character,  that  may  be  mis- 
taken for  one  of  the  exanthemata.  I have  seen 
this  skin  condition  in  several  recent  cases. 
Paralysis  comes  on  early  in  the  disease.  In 
many  instances  it  is  the  first  symptom  noted  by 
the  mother.  The  reflexes  are  lost,  although 
A'erjr  early,  and  before  paralysis  ensues,  the 
knee  jerks  may  be  exaggerated  and  later  lost 
when  paralysis  begins.  The  paralysis  is  a 
flaccid  one  involving  one  or  more  muscles  or 
groups  of  nmscles  of  the  extremities,  and  the 
spinal  and  abdominal  groups.  Whitman  has 
noted,  and  it  bears  out  what  we  find  in  clinics 


here,  that  the  lower  extremities  are  more  often 
involved.  His  tabulation  of  the  distribution 


is  as  follows: 

One  leg 1,120 

Both  legs 645 

One  arm 162 

Both  arms 33 

Leg  and  arm 222 

Three  extremities 42 

All  extremities 194 


In  the  Whitman  group  the  upper  arm  is  more 
often  involved,  with  persistent  paralysis,  than 
tlie  lower,  the  anterior  muscles  of  the  thighs 
and  legs  more  often  than  the  posterior  muscles, 
and  the  adductor  muscles  of  the  feet  more  often 
than  the  abductor  muscles.  This  fact  also  bears 
out  my  observation  of  chronic  cases  seen  with 
hip  and  knee  contractures,  and  foot  held  in 
equino-valgus. 

As  the  acute  symptoms  of  the  disease  sub- 
side, the  stationary  period  comes  on,  in  which 
the  most  noteworthy  clinical  factor  is  the  dis- 
appearance of  pain  and  tenderness,  leaving 
only  the  paralysis. 

The  convalescent  stage  lasts  an  indefinite 
period,  say  from  one  to  six  months,  or  longer. 
Much  of  ’the  paralysis  during  this  stage 
gradually  clears  up  as  the  congestion  and  me- 
chanical pressure  in  the  cord  disappear,  leav- 
ing only  those  muscles  paralyzed  which  are 
affected  by  actual  cell  destruction. 

The  chronic  stage  may  safely  be  said  to  be- 
gin if,  after  two  years  from  the  initial  attack 
and  after  intelligent  treatment  during  the 
preceding  stages,  the  case  presents  paralysis 
of  certain  muscles  or  groups  of  muscles.  In 
this  stage,  especially  in  neglected  cases,  we 
find  the  deformities  and  loss  of  function.  I 
may  say  here  that  one  of  the  objects  of  this 
paper  before  the  Society  is  to  emphasize  the 
importance  of  early,  intelligent,  and  persistent 
observation  of  these  cases,  and  the  early  in- 
stigation of  proper  treatment  to  prevent  these 
deformities  in  the  later  stages. 

The  causes  of  deformity  are : 

a.  Force  of  gravity. 

b.  Loss  of  muscle  balance. 

c.  Habitual  posture. 

d.  Functional  use. 

Most  of  these  factors  combine  to  produce 
the  deformities,  but  loss  of  muscle  balance  is 
probably  the  most  important  factor. 

Examination.  These  patients  should  be 
examined  without  clothing,  and  the  various 
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muscles  involved  in  the  paralysis  should  he 
noted  and  recorded.  Lovett  lays  stress  on  the 
gait  as  important  in  reaching  anatomical  diag- 
nosis, and  we  have  found  this  a valuable  aid 
•in  arriving  at  a definite  idea  as  to  the  cause 
of  the  limp  in  lower  limb  paralysis.  Walking 
of  course  can  only  be  employed  in  those  cases 
that  have  advanced  beyond  the  acute  stage 
and  are  in  the  convalescent  period,  and  then 
only  in  cases  with  some  active  muscles  still 
present.  Too  much  stress  cannot  be  placed  on 
the  nude  examination.  Much  of  importance  is 
picked  up  in  this  way  by  observation.  Lum- 
bar and  abdominal  paralysis,  and  paralysis  of 
the  upper  arm,  which  have  been  previously 
overlooked  in  superficial  examinations  of  the 
extremities,  are  often  thus  detected.  After 
noting  the  limp,  and  arriving  at  a definite  con- 
clusion, it  is  a good  rule  to  examine,  in  order, 
the  upper  extremities,  beginning  with  the  hand, 
the  elbow,  the  shoidder,  the  back,  the  chest,  and 
abdomen,  for  signs  of  paralysis  and  weakness, 
then  passing  on  to  the  hip,  knee,  ankle  and  toes. 
It  is  not  essential  to  work  out  the  separate 
muscles,  and  a very  clear  idea  can  be  obtained 
by  simply  noting  the  various  groups  involved, 
the  flexors,  extensors,  adductors,  and  abductors 
of  the  paralyzed  joints,  first  testing  without 
resistance  and  then  with  slight  resistance.  A 
full  record  of  these  findings  is  of  great  help  in 
following  out  cases  through  improvement  and 
cure,  and  also  in  arriving  at  definite  conclu- 
sions  as  to  surgical  measures  which  may  be 
needed  to  stabilize  or  improve  function. 

Treatment  may  be  divided  into  that  for: 

1.  Acute  stage. 

2.  Prevention  of  deformity  during  con- 
valescence. 

3.  Surgical  procedure  in  chronic  stage. 

In  the  acute  stage  opportunity  for  early 
treatment  depends,  of  course,  on  prompt  diag- 
nosis. The  principle  on  which  treatment  must 
be  based  will  be  determined  by  a clear  under- 
standing of  the  factors  causing  the  deformities. 
Lovett  cautions  against  “too  much  treatment,” 
meaning  by  this  that  too  early  or  too  vigorous 
massage  is  counter-indicated  in  the  early 
stage.  This,  I think,  we  all  agree  to.  I do 
feel  though  that  we  can  lay  down  no  hard  and 
fast  rule  as  to  the  time  when  massage  should 
be  started,  or  how  often  it  should  be  given. 
Each  case  should  be  considered  individually. 
As  soon  as  diagnosis  is  made,  these  patients 
should  be  put  at  complete  rest  to  protect  the 


inflamed  nerve  cells  from  every  form  of  peri- 
pheral stimulus.  For  this  purpose  we  may  use 
the  plaster  bed  or  the  Bradford  frame.  The 
limbs  should  be  immobilized  in  certain  posi- 
tions we  will  note,  which  will  prevent  the  oc- 
currence of  the  common  contractures.  For  in- 
stance, the  thigh  should  be  extended,  the  leg 
extended  on  the  thigh,  the  foot  held  at  right 
angle,  with  neither  pronation  nor  supination 
of  the  foot.  The  upper  extremities  should  be 
kept  at  rest  in  abduction,  not  allowing  the 
weight  of  the  arms  to  pull  on  the  shoulder. 
These  points  are  important  because  the  fixed 
deformities  often  begin  within  a few  weeks  of 
the  onset  of  the  disease.  A little  later,  when 
the  acute  symptoms  of  the  disease  have  sub- 
sided, we  may  begin  to  tell  more  definitely  the 
muscles  involved  in  the  paralysis.  These 
paralyzed  muscles  should  be  put  in  a position 
of  relaxation.  By  relaxing  the  tendons  of  the 
paralyzed  muscles,  we  are  forestalling  early 
loss  of  muscle  balance,  and  can  thus  prevent  in 
a great  measure  the  unopposed  muscle  pull, 
which  is  the  main  cause  of  the  deformities. 
For  example,  we  many  times  see  children  with 
the  tibial  group  apparently  paralyzed  and  the 
foot  held  in  marked  valgus  deformity.  If  the 
case  has  been  untreated,  it  is  difficult  to  tell 
whether  the  tibial  group  is  acting,  or  whether 
it  has  been  so  stretched  by  the  unopposed 
muscle  pull  of  the  peroneal  groups  that  they 
cannot  function. 

Massage  is  of  help  in  poliomyelitis  after  the 
acute  tenderness  has  disappeared.  No  set  time 
can  be  fixed  as  to  when  massage  should  be 
started.  I have  made  it  a rule  to  start  light 
massage  fairly  early,  say  four  or  five  weeks 
after  the  initial  attack,  and  let  tenderness  and 
pain  be  the  guide  as  to  whether  it  should  be 
kept  up.  If  increase  of  tenderness  is  found 
after  massage,  it  should  be  discontinued,  and 
instituted  later.  Too  much  massage  is  a rather 
common  error  among  physiotherapists,  and  is 
worse  than  leaving  the  patient  alone.  It  only 
tends  to  fatigue  the  muscles,  and  rather  pre- 
disposes to  atrophy  of  the  affected  muscles.  It 
is  sometimes  a problem  to  convince  the  parents 
that  light  massage,  of  twenty  minute  periods, 
two  or  three  times  a week,  is  sufficient.  Mas- 
sage, in  the  mind  of  the  average  laymen,  is 
given  more  credit  than  it  deserves.  Do  not  mis- 
take me,  I am  a strong  advocate  of  massage, 
but  simply  as  a means  to  an  end,  and  with  no 
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idea  of  restoring  muscle  power.  I quote  from 
Kleen : 

“The  favorable  action  of  massage  on  parts 
affected  by  infantile  paralysis  is  undoubted, 
but  it  must  be  recognized  that  it  has  distinct 
limitations  and  that  too  much  must  not  be  ex- 
pected of  it.  The  proper  stroking,  kneading 
and  manipulation  of  an  affected  limb,  placed 
in  a position  where  affected  muscles  are  re- 
laxed, stimulates  the  flow  of  venous  blood  to- 
ward the  heart  and  increases  the  flow  of  ar- 
terial blood  to  the  limb.  It  also  facilitates  the 
flow  of  lymph  toward  the  center  of  the  body 
by  mechanical  emptying  of  the  lymphates  and 
direct  manipulation  of  the  muscles  must  also 
in  a measure  empty  them  of  waste  products.” 

If  a trained  physiotherapist  is  not  available 
it  is  far  better  to  keep  the  patient  at  rest  in 
splints,  or  split  cast,  and  have  the  joints  carried 
daily  through  their  normal  arc  of  motion, 
rather  than  have  them  unintelligently  handled. 
It  is  well  to  remember  that  massage  is  bene- 
fiting the  active  muscles  in  a paralyzed  limb, 
and,  in  so  doing,  is  having  the  same  effect  as 
functional  use,  thereby  tending  to  produce  or 
increase  deformity,  unless  supportive  measures 
are  used  in  conjunction  with  the  massage  to 
prevent  overbalance  of  muscle  pull.  A 
stretched  tendon  is  an  inefficient  tendon,  and 
does  not  respond  to  the  motor  impulses,  even 
after  nerve  power  has  been  restored.  I have 
purposely  devoted  quite  a little  space  to  the 
acute  stage  of  poliomyelitis,  and,  if  it  is  borne 
in  mind  that  the  main  object  of  orthopaedic 
treatment  is  the  prevention  of  deformity  and 
restoring  of  function,  one  can  easily  under- 
stand why  this  has  been  done. 

I am  often  asked  when  treatment  should  be 
started.  It  should  be  begun  as  soon  as  diag- 
nosis has  been  made,  that  is,  the  supportive 
part  of  the  treatment.  Unfortunately,  outside 
of  hospital  services,  many  of  our  cases  come 
to  us  rater  late  in  the  acute  stage,  and  well 
along  in  the  convalescent  stage,  with  deformity 
well  established  from  the  pull  of  unopposed 
muscles,  force  of  gravity,  or  functional  use. 
To  sum  up  the  points  in  the  acute  stage  of 
treatment,  we  should  have: 

1.  Complete  rest. 

2.  Early  immobilization. 

3.  Prevention  of  muscle  pull. 

4.  Delay  of  massage  until  tenderness  and 
pain  have  disappeared,  or  until  the  convales- 
cent stage. 


Treatment  in  Convalescent  Stage.  During 
this  stage  of  the  disease  patience  of  surgeon 
and  parent  should  be  of  the  stoutest.  Mental 
attitude  of  the  parents,  ability  to  understand 
what  the  surgeon  is  attempting  to  do,  and 
whole-hearted  co-operation  are  of  the  greatest 
importance.  It  is  in  this  period  that  much 
damage  to  the  patient  can  be  done.  Parents 
are  prone  to  become  lax  in  their  vigilance,  or, 
worse  still,  they  are  apt  to  drift  into  the  hands 
of  osteopaths  and  chiropractors.  Constant 
supervision  and  checking  up  should  be  kept  in 
mind  as  of  the  greatest  importance.  Here  too, 
intelligence  or  lack  of  it,  in  the  child,  comes 
in  as  a help,  or  a hindrance.  A bright  hopeful 
.youngster  will  grasp  very  readily  the  idea  of 
muscle  training,  and  will  succeed,  where  the 
dull  child  will  fail.  This  applies  equally  to 
parents,  an  intelligent  mother  being  a top 
sergeant  in  carrying  out  instructions.  Muscle 
training  will  improve  function  and  strengthen 
weakened  muscles  that  are  slowly  coming  back 
to  normal,  but  care  should  be  taken  not  to  go 
to  the  point  of  fatigue  at  each  sitting. 

Should  these  cases  be  allowed  to  walk? 
Lovett,  in  his  recent  book,  is  rather  inclined  to 
keep  the  child  from  weight  bearing  in  lower 
limb  paralysis.  He  cites,  for  example,  that  the 
right  hand  recovers  more  effectively  than  the 
left,  because  of  the  natural  tendency  to  use  the 
right  hand,  and  that  in  the  legs,  the  rate  of 
recovery  is  the  same,  which  he  interprets  as 
definitely  showing  that  exercise  under  proper 
control  is  good,  but  with  weight  bearing  not 
so  good.  I can  only  judge  from  experience 
whether  or  not  we  should  allow  weight  bearing, 
and  here  again  enters  the  personal  equation. 
If  patients  cannot  be  kept  under  observation, 
as,  for  instance,  patients  who  live  in  the  coun- 
try and  can  only  report  at  irregular  intervals, 
I allow  them  to  walk,  with  a proper  brace  to 
prevent  contractures  and  deformities  from 
overbalance  of  muscle  pull.  Such  children  are 
going  to  be  allowed  to  hobble  around  whether 
we  have  interdicted  weight  bearing  or  not.  and 
these  are  the  much-deformed  patients  seen  in 
the  chronic  stage  with  changes  in  the  bony 
structures,  due  to  stretching  and  contractions 
of  the  soft  parts.  Patients  who  are  under 
rather  constant  supervision  shoidd  not  be  al- 
lowed to  walk  until  well  along  in  the  convales- 
cent stage.  By  keeping  them  from  weight 
bearing,  but  allowing  exercises  and  muscle 
training,  we  can  prevent  fatigue  and  stretch- 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


221 


ing  of  weak  or  paralyzed  muscles,  and  hasten 
return  to  normal. 

It  is  in  this  period  of  the  disease,  if  back 
muscles  are  involved,  that  great  care  should  be 
exercised  in  allowing  these  children  to  sit  up 
unsupported.  Many  of  our  non-rachitic  scolio- 
sis patients,  so  markedly  twisted  and  deformed, 
i^re  the  result  of  neglected  poliomyelitis  backs. 
Even  with  supportive  casts  and  jackets  these 
cases  are  very  apt  to  go  on  to  scoliosis  if  the 
muscles  do  not  return  to  normal.  Back  paraly- 
sis is  somewhat  different  from  extremity 
paralysis,  in  that  the  deformity  here  is  di- 
rectly due  to  the  paralyzed  muscles,  and  not  to 
muscle  pull  of  strong  muscles.  The  convexity 
is  toward  the  good  side.  Split  casts  should  al- 
ways be  worn  where  back  muscles  are  involved, 
only  to  be  removed  for  massage  and  cleansing. 
The  support  of  the  upper  extremities  on  air- 
plane splints,  to  prevent  muscle  pull  by  the 
weight  of  the  arms,  very  often  prevents  sub- 
luxation  of  the  shoulder.  A suitable  splint  for 
the  hand,  in  paralysis  of  the  wrist,  is  advised, 
generally  a cock-up  splint.  Before  passing  on 
to  the  treatment  of.  the  chronic  stage  of  polio- 
myelitis, I will  conclude  the  treatment  of  this 
stage  by  emphasizing  these  points: 

1.  Close  supervision. 

2.  Intelligent  understanding  between  parents 
and  surgeons,  and, 

3.  Quoting  from  a recent  article  by  Legg, 
“emphasis  on  the  evil  results  of  over-fatigue, 
general  exercise  treatment  without  regard  for 
muscle  balance:  and  weight  bearing  without 
mechanical  support  in  positions  which  favor 
deformity.” 

Treatment  of  the  Chronic  Stage.  Massage 
during  this  period  is  of  benefit,  especially  to 
weakened  muscles,  and  following  any  operative 
procedure  which  may  have  been  done.  During 
this  stage  fatigue  should  also  be  guarded 
against.  Many  of  our  cases,  which  seem  to 
progress  satisfactorily  through  the  acute  and 
convalescent  periods,  are  found,  several 
months  later,  to  have  <rone  back.  Muscles  that 
have  shown  slight  twitching,  and  even  those 
which  have  been  functioning,  are  seen  to  re- 
lapse to  a state  of  flaccid  paralysis.  I believe 
this  is  brought  about  in  great  measure  by  forc- 
ing these  children  to  a point  of  fatigue.  Com- 
plete rest  and  gradual  return  to  activity  will 
often  prove  effective  in  restoring  muscles  to 
the  point  reached  before  relapse. 

Braces.  Apparatus  of  various  types  is  most 


beneficial  in  this  stage.  Apparatus  may  mean 
anything  from  tilted  heels  and  soles  for  a 
moderate  valgus  deformity,  to  rather  cumber- 
some braces  to  stabilize  flail  legs,  and  allow 
the  patient  to  indulge  in  “caliper”  walking 
with  crutches.  I am  not  a believer  in  loading 
these  children  down  with  complicated  braces, 
and  they  should  only  be  used,  made  as  simple 
as  possible,  where  no  operation  can  be  advised 
that  will  prove  of  benefit.  If  we  are  to  guard 
against  fatigue,  heavy  braces  are  certainly  not 
indicated.  Following  operations,  especially 
tendon  transplantation,  some  form  of  appara- 
tus, depending  on  the  individual  case,  is  neces- 
sary during  convalescence  to  hold  the  limb  in 
the  position  of  choice  until  stability  has  been 
established. 

Operative  Measures.  One  has  only  to  read 
the  many  articles  written  by  orthopaedic  sur- 
geons to  learn  how  many  different  views  can 
be  expressed  as  to  the  best  operation  for  given 
conditions.  My  own  personal  opinion  is  that 
we  often  lose  sight  of  what  any  operation  will 
do  at  best,  namely,  stabilize  and  establish 
muscle  balance  around  a joint.  If  we  attempt 
to  transplant  tendons  with  the  idea  that  these 
transplants  will  act  in  exactly  the  same  man- 
ner as  the  healthy  tendon  before  paralysis, 
we  are  often  doomed  to  disappointment.  To 
expect,  say,  a ten  horsepower  transplant  to  do 
the  work  of  a forty  horsepower  tendon,  and 
this  too  in  an  entirety  different  direction  and 
angle,  is  to  expect  too  much.  A recent  article 
by  Platt  brings  out  many  interesting  points  in 
this  connection.  He  states  that  normally  ten- 
dons of  muscles  with  given  strength  are  in- 
serted in  just  the  right  part  of  the  skeleton  to 
overcome  counter  pull  of  certain  other  muscles 
diametrically  opposed.  He  wisely  thinks  that 
in  doing  our  transplants  we  not  only  over-  or 
under-estimate  the  strength  of  our  trans- 
planted tendons,  but  attach  our  tendons  in 
such  a way  that  our  leverage  is  poor.  Another 
factor  of  importance  in  considering  our  trans- 
plants is  our  after-treatment.  Legg  has  writ- 
ten a most  sane  article  in  a general  review  of 
this  subject.  He  says: 

“Another  point  to  be  considered  in  determin- 
ing the  operation  to  be  used  is  the  fact  that 
transplantations  are  bound  to  fail  unless  good 
post-operative  treatment  is  carried  out.  The 
transplanted  muscle  is  temporarily  weakened 
by  the  operation  and  must  have  careful  mas- 
sage and  exercise  to  enable  it  to  regain  its 
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strength.  It  also  must  be  given  careful  re-edu- 
cation to  enable  it  to  take  up  its  new  function, 
for  in  many  cases  the  mere  mechanical  change 
in  its  new  line  of  pull  will  not  cause  it  to  pro- 
duce the  new  action.  If  the  cases  are  not  care- 
fully re-educated,  they  will  not  acquire  the 
new  function  and  the  success  of  the  operation 
is  lost.” 

It  can  readily  be  seen,  therefore,  that  many 
of  our  patients  have  to  be  eliminated  from 
consideration  of  tendon  transplantations  be- 
cause of  the  length  of  time  they  have  to  be  kept 
under  observation.  In  this  group  come  pa- 
tients living  at  a distance,  and  those  whose 
parents  will  not  co-operate  in  the  after-care. 
No  tendon  work  should  be  attempted  until 
existing  deformity,  due  to  change  in  bony 
structures,  has  been  remedied.  Time  will  not 
permit  detailed  description  of  the  various  ten- 
don operations  which  have  been  performed 
with  more  or  less  success,  and  bear  the  names 
of  their  originators.  Some  are  good,  many 
are  not  successful,  perhaps,  because  of  poor 
technique,  at  the  hands  of  disciples.  I have 
used  the  peroneus  longus  for  the  tibialis  anti- 
cus  for  overcoming  valgus  deformity;  the  in- 
sertion of  the  peroneus  longus  and  tibialis  por- 
tions into  the  os  calcis  to  act  for  the  tendo- 
Achillis;  the  use  of  one  of  the  hamstrings  for 
the  paralyzed  quadriceps,  all  with  a moderate 
degree  of  success;  but  I cannot  say  that  I am 
an  enthusiastic  believer  in  the  universally  good 
results  reported  from  time  to  time.  The  use  of 
silk  ligaments  has  not  been  sucessful. 

To  overcome  contractures,  we  resort  to 
gradual  stretching  and  application  of  casts,  or 
to  the  more  rapid  procedure,  tenotomies  and 
fasciotomies,  with  the  tendo-Achillis  as  the 
most  often  tentontomized.  I am  very  much  of 
Legg’s  opinion  that  open  tendon  lengthening  is 
the  operation  of  choice  if  the  tendon  cannot  be 
manually  stretched,  rather  than  subcutaneous 
tenotomy.  I do  not  believe  a surgeon  should 
work  blindly  when  it  is  so  simple  to  make  an 
incision,  judge  of  the  amount  of  length  you 
want  and  see  exactly  what  you  are  doing.  In- 
sertion of  tendons  into  bones  to  act  as  checks 
and  to  stabilize  joints  has  been  done  with  vary- 
ing results.  Most  of  the  difficulty,  if  these  cases 
are  followed  up,  is  due  to  the  stretching  of  the 
tendons  that  have  been  so  used.  Gallie’s  results 
from  his  operation  are  probably  better  than  in 
the  hands  of  other  surgeons. 

After  looking  over  our  records  in  the  office 


on  cases  done  by  the  late  Dr.  Win.  G.  Erving 
and  myself,  and  noting  the  results  as  reported 
by  various  writers,  I believe  the  bone  opera- 
tions, including  osteotomies,  with  or  without 
removal  of  wedges,  arthrodesis  operations,  and 
for  the  lower  extremities,  Whitman’s  astraga- 
lectomy,  will,  in  the  great  majority  of  cases, 
everything  taken  into  consideration,  prove 
more  successful  in  accomplishing  functional  re- 
sults. Whitman’s  astragalectomy,  with  strict 
adherence  to  his  technique,  especially  in  dis- 
placing the  foot  backward,  has  been  in  our 
hands  the  operation  of  choice  for  stablizing  the 
foot. 

For  flail  knee,  with  good  gluteal  muscles, 
arthrodesis  of  the  knee  mves  good  results.  We 
have  not  been  so  successful  in  the  few  attempts 
made  to  stabilize  the  hip.  For  flexion  contrac- 
tion of  the  hip  we  have  used  Soutter’s  opera- 
tion (transplantation  of  the  hip  flexors  at  the 
ilium  which  consists  of  sub-periosteal  stripping 
down  from  the  ilium  of  the  hip  flexors).  This 
operation  has  been  successful  in  that  the  pa- 
tients were  made  more  comfortable.  It  allowed 
us  to  get  them  about  on  braces  with  weight 
bearing  on  the  formerly  flexed  leg. 

In  back  and  abdominal  paralysis,  the  use  of. 
first,  a plaster  jacket,  and  then  a more  perma- 
nent jacket  of  leather  or  celluloid,  is  indicated. 
Albee’s  bone  graft  for  fixation  of  the  vertebrae 
should  be  considered  as  logical.  It  certainly 
does  improve  the  scoliosis,  and  has  been  suc- 
cessfully used  by  a few  American  surgeons. 

Upper  extremity  paralysis  is  somewhat  dif- 
ferent from  lower,  in  that  we  do  not  have  to 
contend  with  weight  bearing.  We  do  have, 
however,  to  figure  on  finer  motions,  especially 
as  regards  the  hand.  Tendon  operations  to 
overcome  wrist  drop,  and  transplantations  to 
give  use  of  the  thumb,  are  quite  successful. 
Tendon  transplantations  of  the  upper  arm, 
however,  are  not  so  successful.  In  deciding  on 
operations  on  the  upper  arm,  one  important 
factor  must  be  borne  in  mind.  It  is  useless  to 
do  anything  to  improve  function  of  the  upper 
arm  if  the  hand  is  useless,  for  after  all  the  arm 
is  only  a sort  of  lever  to  bring  the  hand  into 
play,  and  with  a flaccid  hand  an  improved  arm 
is  worthless. 

Arthrodesis  of  the  shoulder  for  deltoid 
paralysis,  especially  if  the  trapezius  is  active, 
is  the  operation  of  choice.  In  thus  fixing  the 
shoulder  we  obtain  scapular  motion  and  the 
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trapezius  will  act  as  an  abductor  of  the  arm 
when  the  patient  shrugs  the  shoulder. 

Summary  in  Treatment  of  Chronic  Cases: 

1.  Judicial  use  of  braces. 

2.  Tenotomies  and  fasciotomies  for  correc- 
tion of  minor  deformities. 

3.  Osteotomies,  arthrodesis  operation,  and 
astragalectomy,  are  the  best  stabilizing  opera- 
tions. 

4.  Tendon  transplantations  in  selected  cases, 
used  alone  or  combined  with  other  operations. 

I have  purposely  omitted  much  of  import- 
ance from  the  standpoint  of  the  pediatrician 
and  the  general  practitioner.  The  use  of  elec- 
tricity in  the  treatment  of  poliomyelitis  has  not 
been  touched  on.  We  have  had  no  experience 
with  electricity  and  have  always  thought  that 
massage  is  much  better,  as  being  more  easily 
controlled  to  prevent  fatigue. 

Floyd  Clark  and  Andrew  G.  Daw,  of  Omaha, 
in  a paper  before  the  Section  on  Diseases  of 
Children,  at  the  session  of  the  American  Medi- 
cal Association  in  June,  1924,  report  six  cases 
of  poliomyelitis,  diagnosed  early  before  the  on- 
set of  paralysis,  and  treated  with  Rosenow’s 
serum.  All  of  these  recovered  without  paraly- 
sis. They  lay  stress  on  rigidity  of  the  neck 
as  an  important  diagnostic  sign  and  caution 
physicians  to  have  the  disease  in  mind  from 
June  to  November.  I have  never  used  Rose- 
now’s serum.  Our  cases  are  seen  only  after  de- 
velopment of  the  paralysis.  I would  like  to 
have  the  opinion  of  some  of  the  pediatricians 
on  this  phase  of  the  treatment. 

1621  Connecticut  Avenue,  Northwest. 

INTRACRANIAL  HEMORRHAGE  IN  THF 
NEW-BORN.* 

By  ROGER  H.  DuBOSE,  M.  D.,  Roanoke,  Virginia. 

The  occurrence  of  intracranial  hemorrhage 
in  the  new-born  is  far  more  frequent  than  the 
average  physician  suspects.  In  recent  years 
much  light  has  been  thrown  on  the  subject  of 
intracranial  hemorrhage  by  various  workers, 
as  Holland,  Saenger,  Sharpe,  and  others. 

Unfortunately,  the  majority  of  intracranial 
hemorrhages  occur  in  a mild  form;  conse- 
quently, they  remain  unrecognized,  survive, 
and  later  in  life  are  classified  as  mental  and 
physical  defectives.  The  severe  cases  are 
usually  recognized,  but  their  chances  to  survive 
are  lessened  by  the  severity  of  the  hemorrhage 
and  the  late  diagnosis.  Very  few  attending 

‘Read  at  the  March,  1925,  meeting  of  the  Alleghany-Bath 
County  Medical  Society. 


physicians  give  enough  attention  to  the  baby 
for  the  first  few  days  of  life.  Frequent  visits 
are  made  to  the  mother,  but  often  the  welfare 
of  the  baby  is  taken  for  granted. 

It  is  my  object  in  this  paper  to  discuss  the 
most  generally  accepted  cause  (birth  trauma- 
tism) of  intracranial  hemorrhage,  and  not  to 
elaborate  on  predisposing  or  contributory 
causes  from  various  diseases,  such  as  intoxica- 
tion, congenital  syphilis,  hemophilia,  pro- 
longed coagulation  time,  etc. 

The  tentorium,  as  you  know,  is  a partition 
originating  from  the  dura  mater,  which  sepa- 
rates the  cerebrum  from  the  cerebellum.  The 
tentorium  is  the  most  common  site  of  hemor- 
rhage, according  to  Holland.  The  tears  may 
be  below  or  above  the  tentorium,  but  are  most 
often  below.  Furthermore,  they  may  be  uni- 
lateral or  bilateral,  complete  or  incomplete. 
Holland  states  that  the  origin  of  the  hemor- 
rhage is  in  the  tributaries  of.  Galen’s  veins, 
received  from  the  mid-brain  and  cerebellum, 
also  from  the  cerebellar  veins  entering  the 
straight  sinus.  During  difficult  labor  much 
tension  is  made  on  these  vessels,  they  become 
twisted  by  marked  molding  of  the  infant’s 
head  and  rupture.  Saenger  states  that  the  ten- 
torial veins  have  no  muscular  or  elastic  fibres, 
while  the  cerebral  veins  possess  that  power  of 
contractility  and  so  may  check  hemorrhage. 

The  coagulation  time  is  important  in  intra- 
cranial hemorrhage.  Greuter  found  the  coagu- 
lation time  to  be  prolonged  in  75  per  cent  of 
fifty-three  infants  having  icterus  neonatorum. 
Sherman,  in  a series  of  one  hundred  infants, 
found  the  bleeding  time  longer  than  five  min- 
utes in  twenty-eight  cases,  and  the  coagulation 
was  longer  than  twelve  minutes  in  twelve 
cases.  Cerebral  hemorrhage  occurred  in  one 
case.  Coagulation  time  should  be  done,  if 
possible,  on  all  cases  where  there  is  suspicion 
or  evidence  of  intracranial  hemorrhage,  espec- 
ially if  icterus  neonatorum  is  present. 

In  nine  cases  of  intracranial  hemorrhage  in 
the  new-born  that  have  come  under  my  obser- 
vation in  the  past  two  years,  icterus  neona- 
torum occurred  in  the  majority. 

The  physical  findings  vary  according  to  the 
size  and  seat  of  the  hemorrhage.  Hemorrhage 
below  the  tentorium,  though  of  a mild  degree, 
will  be  of  more  serious  nature  than  a large 
hemorrhage  above  the  tentorium.  Bleeding 
below  the  tentorium  produces  much  disturb- 
ance of  the  respiratory  and  vasomotor  system. 
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Marked  depression  and  cyanosis  are  common. 
Bleeding  which  occurs  above  the  tentorium 
cerebri  usually  causes  much  crying  and  scream- 
ing, bulging  of  the  fontanels,  nervousness,  and 
convulsions. 

Causes : Birth  traumatism  is  generally  ac- 
cepted as  being  the  cause  of  the  majority  of 
intracranial  hemorrhages  in  the  new-born, 
either  from  forceps  delivery,  rapid  delivery 
from  natural  means,  or  artificially  as  from  the 
use  of  pituitary  extract.  Last  of  all,  breech 
delivery  or  versions  are  often  the  cause  of  in- 
tracranial hemorrhages. 

I am  not  an  obstetrician,  but  I dare  to  con- 
demn any  man  who  becomes  impatient  and 
resorts  to  artificial  means  to  deliver  an  infant, 
without  first  giving  nature  a fair  chance.  I 
will  admit  that  many  infants  are  injured  dur- 
ing normal  spontaneous  delivery,  but  undue 
haste  in  the  use  of  forceps  or  pituitrin,  and 
breech  or  version  deliveries  are  responsible  for 
a great  number  of  serious  injuries  and  even 
deaths.  This  procedure  is  often  practiced  by 
capable,  well-informed  men  whose  concern  for 
the  mother  is  admirable,  but  whose  unconcern 
for  the  child  is  often  tragic. 

In  eighty-one  out  of  167  fetuses  dying  dur- 
ing labor  Holland  found  tears  in  the  dura 
mater  septa.  Thirty-five  out  of  the  eighty- 
one  were  either  breech  or  versions.  He  fur- 
ther states  that  51  per  cent  of  fetal  deaths  are 
due  to  complications  of  labor,  and  as  a rule 
are  due  to  hemorrhage.  The  tentorium  cere- 
bri was  torn  in  88  per  cent  of  the  dead  fetuses 
after  a normal  breech  delivery. 

Cruickshank’s  investigations  of  200  mature 
and  200  premature  cases  are  interesting.  In  a 
series  of  200  mature  infants,  hemorrhage  of 
greater  or  less  degree  was  present  in  154  cases, 
or  77  per  cent.  In  fifty-five  cases  of  this  num- 
ber the  hemorrhage  consisted  only  of  a capil- 
lary oozing.  Had  these  been  neglected,  there 
would  have  been  a gross  hemorrhage  in  ninety- 
nine  cases,  approximately  fifty  per  cent  of  the 
series. 

Studies  were  made  of  200  premature  infants, 
born  during  the  eighth  to  ninth  lunar  month 
of  pregnancy.  It  was  found  that  in  133  cases 
hemorrhage  was  present.  In  fifty-three  of  the 
premature  infants,  the  bleeding  did  not  amount 
to  more  than  a capillary  oozing,  so  that  the 
gross  hemorrhage  in  premature  cases  occurred 
in  eighty-one  cases,  approximately  40  per  cent 
of  the  whole.  He  further  states  that  where  a 


tentorial  tear  occurred  in  a mature  infant,  it 
was  found  that  in  79  per  cent  of  the  cases  the 
labor  was  abnormally  long,  while  in  9 per  cent 
it  was  precipitate.  Furthermore,  in  47  per 
cent  of  the  mature  cases,  and  53  per  cent  of 
the  premature  cases  where  tentorial  tears  oc- 
curred, breech  delivery  had  taken  place. 

I grant  you  that  forceps  and  pituitrin  in 
the  hands  of  a competent  obstetrician  are  of 
great  value,  but  in  the  hands  of  a physician 
who  is  lacking  in  either  judgment  or  ability, 
they  are  dangerous  weapons  so  far  as  the  life 
and  morbidity  of  the  infant  is  concerned. 

Cerebral  hemorrhage  is  far  more  frequently 
seen  in  breech  and  version  deliveries  than  in 
any  other  common  presentation.  Haste  to  de- 
liver the  after-coming  head  bv  physical  force 
often  results  in  tears  of  the  membrane;  con- 
sequentty,  hemorrhage.  In  my  opinion,  the 
physician  who  practices  version  does  nothing 
other  than  raise  the  infant  mortality  rate.  One 
of  our  leading  obstetricians  in  this  state  prac- 
tices and  advocates  versions.  It  might  be  of 
interest  to  know  that  his  infant  mortality  in 
1921  varied  between  12  and  17  per  cent. 

The  diagnosis  depends  upon  a complete  liis- 
torv  of  the  case,  normal  or  abnormal  labor, 
signs,  symptoms  and  lumbar  punctures.  It  has 
been  my  experience  in  four  cases  of  intra- 
cranial hemorrhage  that  one  lumbar  puncture 
caused  practically  all  the  clinical  signs  and 
symptoms  to  disappear  within  five  days.  When 
clear  bloody  spinal  fluid  is  withdrawn  in  any 
case,  the  hemorrhage  is  usually  fresh.  On  the 
other  hand,  when  a real  dark  bloody  spinal 
fluid  is  withdrawn,  it  is  indicative  of  an  old 
hemorrhage.  Therefore,  an  early  diagnosis 
and  lumbar  puncture  is  essential  as  far  as  the 
life  and  morbidity  of  the  infant  is  concerned. 

The  symptoms  vary  according  to  the  loca- 
tion and  size  of  the  hemorrhage,  also  acccord- 
ing  to  an  early  or  late  diagnosis.  Hemorrhage 
of  the  mild  form,  seen  early,  is  a much  more 
difficult  diagnosis  than  a large  hemorrhage  seen 
later. 

In  the  mild  form  of  intracranial  hemor- 
rhage, the  symptoms  and  signs  may  be  only 
slight,  such  as  disinclination  to  nurse,  yawn- 
ing, or  sighing,  slow  full  pulse,  nystagmus, 
normal  temperature,  drowsiness  and  shallow 
respiration.  This  same  form  may  show  signs 
and  symptoms  of  a greater  degree,  such  as 
screaming  as  if  in  pain,  refusing  food,  marked 
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restlessness  and  muscular  twitching  of  various 
parts  of  the  body. 

The  severe  form  of  intracranial  hemorrhage 
is  much  more  easily  recognized  because  the 
signs  and  symptoms  are  more  pronounced  and 
severe.  Marked  depression  of  the  respiratory 
and  vasomotor  systems  is  common.  Cyano- 
sis, muscular  twitching,  bulging  of  the  fonta- 
nels. Cheyne-Stokes’  respiration  and  rise  in 
temperature  are  late  and  dangerous  signs. 

It  is  the  mild  form  of  intracranial  hemor- 
rhage which  we  most  often  overlook.  Absorp- 
tion takes  place,  and  many  cases  survive,  im- 
proving after  the  first  five  or  ten  days,  later 
becoming  normal,  and  never  show  any  evi- 
dence of  having  had  intracranial  hemorrhage 
at  birth.  A much  greater  number  than  the 
average  physician  realizes  remain  normal  phy- 
sically and  mentally  until  they  reach  the  age 
of  six  to  eight  months  of  life,  when  the  aver- 
age infant  should  begin  to  sit  up  alone.  The 
mother  watches  her  child  with  great  anxiety, 
and  finally  consults  her  family  physician  as 
to  why  her  baby  is  backward.  He  will  very 
likely  refer  her  to  some  pediatrician,  neurolo- 
gist, or  orthopedist,  for  treatment.  The  diag- 
nosis of  intracranial  hemorrhage  due  to  birth 
traumatism  comes  too  late  to  be  of  any  cura- 
tive value,  a sad  state  of  affairs. 

I do  not  mean  to  infer  that  intracranial 
hemorrhage  is  responsible  for  all  mentally  and 
physically  defective  children.  I do  maintain, 
however,  that  intracranial  hemorrhage  at  birth 
is  responsible  for  a much  greater  number  than 
we  can  conceive.  According  to  my  records  of 
ten  cases  past  the  age  of  twelve  months  that 
have  come  under  my  observation  in  the  last 
two  years,  the  majority  were  subjects  of  diffi- 
cult labor.  A history  of  breech  delivery,  use 
of  forceps,  or  pituitrin  was  obtained. 

Sharpe,  in  a series  of  100  consecutive  births, 
found  bloody  spinal  fluid  in  9 per  cent.  Five 
of  these  nine  births  were  apparently  normal. 
Likewise  did  the  babies  appear  to  be  normal. 
They  did  not  show  any  marked  signs  of  intra- 
cranial hemorrhage.  In  four  cases  almost  pure 
blood  was  withdrawn. 

It  is  interesting  to  note  that  years  ago, 
Little,  of  London,  first  stated  that  cerebral 
spastic  paralysis  in  children  was  due  to  an 
early  meningitis,  as  well  as  to  an  impairment 
of  the  nerve  tissues,  retarding  development. 
Years  later  his  opinion  changed,  stating  that 


75  per  cent  of  such  cases  were  due  to  intra- 
cranial hemorrhage  at  birth. 

Treatment  consists  of  repeated  lumbar  punc- 
tures daily,  until  the  spinal  fluid  appears 
clear.  The  amount  to  be  withdrawn  at  each 
tap  varies  according  to  the  condition  of  the 
infant,  as  well  as  to  the  character  of  the  fluid. 
Personally,  I withdraw  2 to  10  c.c.  Some 
authorities  withdraw  as  high  as  25  c.c.  at  one 
time,  but  I do  not  advise  this.  The  injection 
of  horse  serum,  or  whole  blood  should  be  done 
in  conjunction  with  lumbar  puncture,  espec- 
ially in  those  cases  where  icterus  neonatorum 
is  present,  in  order  that  the  coagulation  time 
should  be  shortened  if  necessary.  Sedatives, 
such  as  sodium  bromide  and  chloral  hydrate, 
have  been  of  some  value  in  controlling  the 
nervous  symptoms.  I usually  use  five  to  eight 
grains  of  bromide,  and  two  to  three  grains  of 
chloral,  given  by  rectum  in  a two  ounce  mix- 
ture of  mucilage  of  acacia  through  a catheter 
inserted  seven  to  nine  inches.  If  the  infant 
can  swallow,  three  to  five  grains  of  sodium  bro- 
mide, well  diluted  in  water,  will  be  of  value. 
Morphin  should  not  be  given. 

Report  of  Cases 

Case  1. — Baby  C.,  seen  at  G :30  P.  M.,  four 
days  after  birth  at  home.  Premature  eight 
months  baby;  icterus  neonatorum  present; 
temperature  101;  refused  food;  fontanels  de- 
pressed; pulse  full  and  slow.  Respiration 
rapid  and  very  shallow;  depressed  and  drowsy; 
cried  out  at  intervals,  as  if  in  pain;  pro- 
nounced muscular  twitching  of  eyes  and 
mouth;  cyanosis  marked;  Cheyne-Stokes’  res- 
piration. 

Diagnosis  of  suspected  intracranial  hemor- 
rhage. Lumbar  puncture  done  and  7 c.c.  of 
almost  pure  dark  bloody  spinal  fluid  with- 
drawn, not  under  pressure.  Diagnosis  con- 
firmed. Nurses  stated  that  muscular  twitching 
began  twenty-four  hours  after  birth.  Baby 
died  at  10:45  the  same  evening. 

Mother,  age  twenty-five;  primipara;  labor 
began  at  1 :30  A.  M. ; delivered  at  4 :30  A.  M. ; 
in  labor  three  hours.  Pituitrin  given ; quantity 
unknown.  Mother  appeared  to  be  comfortable 
on  the  fourth  day  after  delivery,  other  than 
depressed. 

Case  2. — Baby  H.,  seen  forty-eight  hours  af- 
ter birth  in  hospital;  full  term  infant;  tem- 
perature 102.2;  pulse  slow  and  full;  respira- 
tion shallow  and  rapid,  80;  jaundice  ; muscular 
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twitching  left  side  of  body,  especially  face, 
eye  and  arm;  muscular  tensions  prominent; 
crying  at  times  as  if  in  pain;  refused  food; 
meconium  stools;  urine  blood  stained;  fonta- 
nels not  bulging;  cyanosis  only  slight. 

Diagnosis  was  suspicious  of  intracranial 
hemorhage.  Lumbar  punctures  done  and  9 
c.c.  dark  bloody  spinal  fluid  withdrawn  under 
pressure.  Diagnosis  confirmed.  Crying,  mus- 
cular twitching  and  muscular  tension  disap- 
peared promptly;  respiration  became  slow  and 
deeper.  Baby  slept  for  six  hours;  took  nour- 
ishment very  well;  twelve  hours  later  slight 
muscular  twitching  of  eye  and  left  side  of  face 
observed.  Second  lumbar  puncture  advised 
but  attending  physician  objected,  thinking  it 
unnecessary  since  the  improvement  had  already 
been  so  marked.  Muscular  twitching  con- 
tinued for  three  days,  then  disappeared.  The 
baby  was  discharged  with  the  mother  ten  days 
later,  apparently  normal.  Today,  at  the  age 
of  eleven  months,  the  child  is  apparently  nor- 
mal. 

Mother,  age  twenty-four ; multipara ; lost 
first  baby  at  birth;  cause  unknown.  Labor  be- 
gan at  10  A.  M.  and  delivered  at  10:45  P.  M. 
the  same  day;  normal  pi’esentation.  One 
minim  doses  of  pituitrin  given  every  hour  for 
five  hours;  four  minims  given  before  entering 
delivery  room.  No  lacerations  reported.  Five 
minims  given  to  control  bleeding. 

Case  3.— Baby  Me.,  seen  in  hospital  twenty- 
eight  hours  after  birth ; full  term  infant ; tem- 
perature normal;  pulse  full  and  slow;  respi- 
ration shallow  and  rapid;  marked  muscular 
twitching  of  eyes  and  face;  screaming  as  if  in 
pain;  refused  food;  meconium  stools;  fonta- 
nels not  bulging;  no  cyanosis;  no  jaundice, 
10  c.c.  dark  bloody  spinal  fluid  withdrawn 
under  slight  pressure;  muscular  twitching  re- 
laxed ; crying  ceased ; slight  muscular  twitch- 
ing of  face  and  eyes  continued;  second  lum- 
bar puncture  attempted  twenty-four  hours 
later ; failed  to  enter  the  canal ; baby  con- 
tinued to  improve;  took  breast  greedily;  at- 
tending physician  objected  to  third  lumbar 
puncture;  muscular  twitching  of  eyes  and  face 
continued  for  seventy-two  hours  and  disap- 
peared. Baby  was  discharged  with  mother  ten 
days  later,  apparently  normal.  Today  the 
baby  is  six  months  of  age,  normal  weight,  and 
appears  to  be  normal  physically  and  mentally 
in  every  respect. 


Mother,  age  thirty-two;  primipara;  normal 
presentation;  labor  began  late  one  afternoon, 
delivered  the  following  afternoon : in  labor 
twenty-four  hours;  y2  c.c.  of  pituitrin  given 
every  hour  for  four  hours;  1 c.c.  given  before 
entering  the  delivery  room;  high  forceps  ap- 
plied; second  degree  laceration,  repaired.  Dis- 
charged from  hospital  ten  days  later  in  good 
condition. 

Conclusions 

1.  Birth  traumatism  is  the  most  generally 
accepted  cause  of  intracranial  hemorrhage  in 
the  new-born. 

2.  Tears  occur  most  often  in  the  tentorium. 

3.  Intracranial  hemorrhage  occurs  more 
often  in  breech  or  version  deliveries  than  in 
any  other  common  presentation. 

4.  The  mild  form  of  intracranial  hemor- 
rhage is  most  often  overlooked. 

5.  Coagulation  time  should  be  done  on  all 
cases  of  suspected  intracranial  hemorrhage,  es- 
pecially in  those  cases  where  icterus  neona- 
torum is  present. 

6.  Lumbar  puncture  is  most  valuable  from 
a diagnostic  standpoint,  as  well  as  a curative 
procedure. 

7.  Intracranial  hemorrhage  is  responsible 
for  a greater  number  of  physically  and  men- 
tally defective  children  than  we  can  conceive. 

Anchor  Building. 


HEMORRHAGE  DURING  THE  LATTER 
MONTHS  OF  PREGNANCY  AND 
LABOR.* 

By  C.  J.  ANDREWS,  M.  D„  F.  A.  C.  S„  Norfolk,  Va. 

Perhaps  no  single  symptom  or  occurrence 
during  the  latter  months  of  pregnancy  has 
greater  significance  than  the  appearance  of 
hemorrhage.  It  is  caused  by  one  of  two  con- 
ditions— placenta  previa  or  ablatio  placenta. 
These  conditions  have  been  giving  trouble  from 
time  immemorial,  but  it  is  interesting  to  note 
that  Rigby,  1776,  clearly  described  its  mode  of 
production,  differentiating  between  hemor- 
rhage due  to  premature  separation  of  placenta 
and  that  due  to  placenta  previa,  and  designated 
the  former  as  accidental,  and  the  latter  un- 
avoidable hemorrhage.  Llolmes,  of  Chicago, 
1901,  proposed  that  premature  separation  of 
the  placenta  be  designated  as  abruptio  pla- 
centa. Although  we  are  more  familiar  with 

*Read  before  the  Southside  Virginia  Medical  Association,  in 
Norfolk,  March  10,  1925. 
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placenta  previa,  Polak  and  Williams  believe 
that  ablatio  placenta  is  more  frequent. 

A painless,  causeless  hemorrhage  before  de- 
livery is  presumably  due  to  placenta  previa. 
So  surely  is  this  true  that  this  working  diag- 
nosis may  be  made  without  an  examination ; in 
fact,  it  is  highly  desirable  that  no  examination 
be  made  until  the  patient  is  fully  prepared  and 
the  operator  is  ready  to  proceed  with  such 
treatment  as  is  chosen.  It  is  to  be  remembered 
that  sepsis  often  follows  placenta  previa.  This 
has  been  attributed  to  the  fact  that  the  pla- 
cental site  with  open  sinuses  is  closer  to  the 
infected  vaginal  tract.  Hasty  examination 
through  an  unprepared  field  would  be  expected 
to  be  a more  potent  cause. 

The  choice  of  treatment  will  depend  upon 
several  conditions.  Fortunately  most  of  these 
cases  are  multipara,  and  have  a fair  degree  of 
dilatation  when  seen.  With  two  or  more  fin- 
gers’ dilatation  and  a living  child,  the  choice 
would  be  packing  (Polak,  McPherson)  or  bag. 
If  packing  is  to  be  used,  it  must  be  very  thor- 
ough, filling  the  cervix  and  vagina,  in  fact, 
really  packing  the  pelvis.  This  operation  is 
greatty  facilitated  by  having  at  hand  packing 
prepared  in  a glass  tube  about  ten  or  twelve 
inches  long  bv  two  inches  wide,  large  enough 
to  hold  a strip  of  gauze  packing  two  inches 
wide,  four-ply,  and  ten  yards  long.  The  open 
end  of  this  tube  is  held  over  the  vulva  and  the 
operation  performed  without  touching  the 
packing  with  the  hands.  If  the  bag  is  chosen, 
one  should  be  used  large  enough  to  make  suffi- 
cient dilatation  to  permit  delivery.  The  opera- 
tor should  not  leave  the  patient  after  the  bag 
is  inserted,  as  violent  or  fatal  hemorrhage  may 
follow  its  expulsion  from  the  cervix  unless  the 
operator  is  ready  to  rupture  the  membranes,  or 
deliver  by  version  or  forceps. 

Braxton  Hicks  version  is  used  by  many  for 
this  type  of  case,  leaving  the  breech  to  stop 
flow  and  be  delivered  spontaneously.  This 
gives  poor  outlook  for  the  baby. 

The  bag  may  be  placed  inside  the  sac,  or 
extra  ovular.  The  extra  ovular  application  has 
been,  in  my  hands,  very  satisfactory  in  con- 
trolling hemorrhages.  In  some  cases  rupture 
of  membranes  may  be  all  that  is  needed.  If 
the  dilatation  is  sufficient,  immediate  delivery 
by  version  or  forceps  may  be  satisfactory. 

If  the  cervix  is  rigid  and  long,  the  choice  is 
between  Cesarean  and  packing.  Cesarean 
usually  offers  the  best  prospects  if  the  patient’s 


condition  is  good,  and  would  offer  much  bet- 
ter chances  for  the  baby. 

Transfusion  is  invaluable  in  tiding  over  the 
tragic  cases.  In  very  rare  instances  the  first 
hemorrhage  from  placenta  previa  may  be  se- 
vere or  fatal,  but  in  practically  all  cases  the 
hemorrhage,  like  the  rattlesnake,  gives  fair 
warning.  There  are  several  small  hemorrhages 
first.  If  these  warnings  are  not  disregarded 
by  the  patient  or  attendant,  very  few  will  be- 
come tragic. 

Premature  separation  of  the  placenta,  or 
abruptio  placenta,  may  cause  a hemorrhage, 
which  is  concealed  or  external. 

Holmes  found  the  hemorrhage  to  be  external 
in  193  of  a series  of  306  cases. 

Ablatio  placenta  cases  may  be  conveniently 
placed  in  three  groups.  The  first  is  the  trau- 
matic, which  is  asociated  with  the  history  of 
a blow  or  injury  of  some  kind,  and  possibly 
torsion  of  the  uterus.  The  second  is  the  mildly 
toxic  case  with  numerous  infarcts  in  the  pla- 
centa. In  both  of  these  the  blood  collects  be- 
neath the  placenta  until  it  tunnels  its  way  to  the 
open  cervix.  The  third  class  is  the  so-called 
utero-placental  apoplexy.  In  these  cases,  not 
only  is  the  placenta  separated  from  the  uterine 
wall  by  the  bleeding,  but  the  whole  uterine 
wall  is  infiltrated  with  blood  and  the  peri- 
toneal cavity  contains  bloody  serum,  the  uterus 
presenting  a dark  appearance.  These  are  asso- 
ciated with  sevefe  toxic  symptoms. 

After  an  extensive  study  of  this  subject, 
YYatson  concludes  that  utero-placental  apo- 
plexy is  caused  by  the  inundation  of  the  uterine 
wall  with  a toxin  of  the  nature  of  a hemor- 
rhagin  liberated  from  the  placenta,  and  natur- 
ally producing  its  maximum  effect  at  the  side 
of  its  absorption  and  greatest  concentration. 
This  toxin  has  been  likened  to  snake  venom. 
The  symptoms  vary  with  the  different  condi- 
tions. The  first  two  classes  give  symptoms  of 
hemorrhage,  either  concealed  or  external,  pain 
in  the  uterus,  and  rigidity  in  20  per  cent  of 
cases. 

Utero-placental  apoplexy  gives  these,  and, 
in  addition,  constant  board-like  rigidity  of 
uterus  and  symptoms  and  history  of  toxemia. 

Progressive  distention  of  uterus  is  common  to 
all.  Falling  hemoglobin  also  indicates  prog- 
ress of  hemorrhage. 

The  treatment  indicated  depends  upon  the 
type  and  severity  of  the  case.  The  mild  cases 
of  the  first  two  classes  may  be  treated  by  mor- 
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phine,  tight  binder,  and  packing  of  cervix  or 
use  of  bag  to  induce  labor,  or  even  rupture  of 
membranes. 

If  the  hemorrhage  progresses,  hysterotomy 
with  coincident  blood  transfusion  offers  the 
best  prospect  of  relief.  The  cases  of  utero-pla- 
cental  apoplexy  will  usually  fall  in  this  class. 
The  uterus  contracts  poorly,  and  is  even  in  dan- 
ger of  rupture.  Induction  of  labor  does  not 
promise  much.  Even  if  the  foetus  is  delivered, 
the  uterus  contracts  so  poorly  that  hemorrhage 
often  continues. 

Hysterotomy  not  only  gives  prompt  help,  but 
gives  opportunity  of  observing  the  condition 
of  the  uterus.  If  it  has  no  potver  of  contrac- 
tion, hysterectomy  may  be  done;  otherwise,  a 
classical  Cesarean  or  low  flap  operation,  as  may 
be  indicated,  will  be  necessary. 

The  final  result  in  these  cases  will  depend 
more  upon  a prompt  diagnosis  than  upon  the 
method  of  treatment  selected. 

The  folloAving  cases  illustrate  several  types 
of  these  conditions: 

Case  1. — Primipara,  age  twenty-two,  seven 
and  one-half  months  pregnant.  This  patient 
had  very  severe  vomiting  of  pregnancy  during 
the  early  months.  Following  this  there  Avas 
irregular  vaginal  bleeding  for  a Aveek  or  xxiore. 
The  blood  pressure  was  elevated  during  the 
whole  pregnancy.  At  seA'en  and  one-half 
months  patient  had  a sharp  hemorrhage,  and 
had  evidently  lost  a pint  or  lxxore  of  blood 
when  seen,  though  bleeding  Avas  not  very  active 
at  this  time.  Patient  was  removed  to  the  hos- 
pital and.  after  usual  preparation,  examination 
showed  placenta  partially  coArering  cervix.  Os 
Avas  about  tAvo  fingers  dilated.  A No.  5 
Voorhees’  bag  was  placed  extra  ovular,  and  a 
two  pound  weight  attached.  There  Avas  no 
further  bleeding.  After  about  three  hours  the 
bag  Avas  expelled,  the  membranes  Avere  rup- 
tured, and  the  head  appeared  at  vulva  in  about 
ten  minutes,  delivei'y  occurring  noi'mally.  The 
placenta  shoAved  a number  of  infarcts.  The 
baby’s  heart  Avas  not  beating  Avhen  delivered. 
The  patient  had  evidently  had  a toxic  separa- 
tion of  placenta,  as  well  as  placenta  previa. 
This,  with  prematurity,  accounted  for  the  still- 
birth. 

Case  2. — Primapara,  age  thirty,  full  term 
pregnancy.  This  patient  also  had  shoAvn  some 
toxic  symptoms  during  the  four  weeks  pre- 
ceding, such  as  elevation  of  blood  pressure, 
small  amount  of  albumin  and  oedema.  The 


first  hemorrhage  Avas  not  sevei’e,  possibly  not 
more  than  one-half  pint.  After  patient  was 
removed  to  the  hospital  and  prepared,  she  was 
found  to  have  a rather  tight  cervix,  admitting 
only  one  finger.  The  placenta  covered  the  cer- 
vix. The  baby’s  heart  sounds  Avere  normal.  A 
Cesarean  operation  Avas  done  with  satisfactory 
x’esults.  The  baby  Avas  in  good  condition. 

Case  3. — Patient  Avas  seen  in  consultation. 
Patient,  a primipara,  ga\Te  the  history  of  re- 
cent toxemia.  She  appeared  to  be  very  ill. 
The  abdomen  Avas  distended,  the  uterus  board- 
like  and  very  tender  to  touch.  There  had  been 
considerable  irregular  pain  in  abdomen  for 
several  hours,  but  no  definite  contractions.  No 
foetal  parts  could  be  palpated,  and  no  heart 
sounds.  Thei’e  Avas  no  external  bleeding.  The 
cervix  Avas  thick  and  tAAm  fingers  dilated.  No 
placenta  could  be  felt  Avith  examining  hand. 
A Cesarean  Avas  done.  The  uterus  Avas  found 
to  be  dark  in  color.  The  peritoneal  cavity  con- 
tained much  bloody  serum.  Hysterotomy  Avas 
done  in  the  usual  way,  and  a dead  foetus  re- 
moved. The  placenta  was  partly  detached  and 
separated  from  the  uterine  Avail  by  lai’ge  dark 
clots.  The  Avhole  uterine  Avail  Avas  infiltrated 
with  blood.  This  patient  recovered. 

Case  4. — Patient,  a secundipara,  full  term. 
This  patient,  when  first  seen,  had  been  bleeding 
irregularly  for  about  tAvo  days,  and  had  irregu- 
lar labor  pains  during  most  of  this  time.  The 
placenta  covered  the  whole  ceiwix.  Bleeding 
Avas  quite  acthe  when  examination  Avas  made. 
A No.  5 Voorhees’  bag  Avas  insei-ted  extra  ovu- 
lar. This  controlled  the  hemorrhage.  After 
about  two  hours  the  dilatation  was  complete. 
The  blood  pressure  Avas  110-70,  pulse  110,  and 
patient  appeared  to  be  in  fair  condition.  A 
Aversion  Avas  done  and  the  baby  delivered  easily 
without  any  further  loss  of  blood. 

Unfortunately,  just  befoi'e  the  completion 
of  delivery  the  anesthetist  announced  that  the 
pulse  had  sxiddenly  stopped.  This  may  ha\Te 
been  an  anesthetic  death,  but  most  likely  it  Avas 
the  result  of  the  continued  small  hemorrhages. 
If  Ave  had  properly  estimated  this  loss  and 
given  a blood  transfusion,  the  prospects  would 
certainly  haAre  been  better. 

Medical  Arts  Building. 


When  you  wake  up  at  dawn  and  can’t  go  to  sleep 
again  it’s  a sure  sign  it’s  a holiday. — Selected. 
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THE  TREATMENT  OF  EPIDIDYMITIS  BY 
DIATHERMY.* 

By  W.  W.  S.  BUTLER,  Jr..  M.  D..  Roanoke.  Va. 

Epididymitis  of  gonorrhoeal  origin  is  of  such 
frequent  occurrence  and  so  nearly  always  in 
men  in  active  work,  that  it  becomes  of  con- 
siderable economic  importance.  In  dispensary 
cases,  the  incidence  is  estimated  at  from  20  to 
30  per  cent.  In  diathermy,  we  have  a method 
which  will  reduce  this  loss  in  time  easily  by 
one-half  and  will  produce  partial  or  complete 
relief  of  pain  at  once.  Corbus  and  O’Conner, 
of  Chicago,  entitle  their  article  on  this  subject, 
“A  Specific  in  Epididymitis.”  And  Walther 
and  Peacock  report  remarkable  results.  Mv 
own  experience  in  the  past  few  months  limited 
to  seventeen  cases,  has  been  very  satisfactory. 

This  is  essentially  a use  of  heat,  and  we  have 
a means  to  apply  nature’s  remedy,  “fever,” 
at  a definite  area  deep  in  the  tissue.  The 
heated  blood  causes  absorption  of  the  products 
of  infection,  probably  by  an  increased  phago- 
cytosis; it  relieves  congestion  and  by  increased 
tissue  drainage  gives  marked  relief  from  pain, 
in  addition  to  the  bactericidal  effect  of  heat  on 
the  gonococci.  The  effects  of  heat,  and  how  it 
works,  need  not  be  discussed. 

The  faculty  of  placing  heat  at  a distance,  a-; 
a lens  would  focus  light,  gives  this  method  its 
value.  With  two  equal  sized  electrodes  in  a 
mass  of  tissue  the  hottest  point  is  half-way  be 
tween  them,  and  as  either  electrode  is  reduced 
in  size,  the  point  of  maximum  heat  is  brought, 
nearer  it.  Where  a large  electrode  is  used  for 
one  pole,  the  heat  is  thrown  so  much  nearer 
the  small  one  that  the  former  is  called  the  in- 
different, the  latter,  the  active  electrode.  For 
heat  used  for  its  bactericidal  and  stimulative 
effects,  the  term  medical  diathermy  is  used. 
The  temperature  can  be  satisfactorily  estimated 
by  the  sensations  of  the  patient,  i.  e.,  a current 
just  below  the  point  of  discomfort.  A hot 
wire  ammeter  registers  the  current  but  gives 
only  an  approximate  idea  of  the  temperature, 
because  this  depends  on  the  area  of  distribution 
of  the  current  and  the  uniformity  in  resistance 
of  the  medium.  If  the  ordinary  direct  current 
were  used  to  produce  this  heat,  the  pain  at  the 
point  of  contact  would  so  limit  the  amount  used 
that  no  appreciable  effect  would  be  gotten.  Or, 
if  the  usual  alternating  current  were  used,  it 
would  produce  muscular  contractions.  In  189r>, 
D’Arsonval,  of  Paris,  reported  that  if  a current 

*Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Pulaski,  Va.,  March  26-27,  1925. 


he  reversed  over  3,000  times  per  second,  muscu- 
lar contractions  were  diminished,  and  the  fol- 
lowing year  he  passed  3,000  milliamperes 
through  his  body  without  any  sensation  except 
that  of  heat.  With  the  modern  machine,  using 
a system  of  condensers,  an  alternation  as  high 
as  a million  per  second  is  produced,  and, 
further,  by  some  highly  technical  device,  the 
volume  of  current  is  sustained  at  this  high 
frequency. 

For  surgical  uses,  the  active  electrode  may  be 
reduced  to  a point  causing  immediate  coagida- 
tion;  here  the  term  fulguration  is  used.  Be- 
tween this  and  the  medical  diathermy  there  is 
a degree  of  heat  which  produces  necrosis  not 
immediately,  but  sometime  later,  allowing  na- 
ture time  to  wall  off  the  area  to  be  destroyed. 
For  this  the  term  surgical  diathermy  is  applied. 

In  addition  to  the  tissue  reactions  to  heat, 
we  have  the  peculiar  susceptibility  of  the 
gonococcus  to  heat.  The  spontaneous  cures 
following  a severe  epididymitis  or  prostatitis, 
or  in  acute  respiratory  infections  exemplify 
this.  The  organism  grows  so  poorly  in  arti- 
ficial media  that  its  ready  susceptibility  to  a 
slight  rise  in  temperature  does  not  make  a fair 
comparison.  Where  the  infection  has  been  in- 
oculated in  the  joints  of  dogs,  those  joints 
treated  by  diathermy  contained  sterile  fluid, 
while  the  others  showed  the  living  organism. 
An  exposure  at  104°  F.  for  six  hours,  or  108° 
F.  for  three  minutes,  will  destroy  gonococci 
where  they  can  be  localized  in  the  tissue.  A 
normal  epithelial  cell  will  withstand  118°  for 
an  hour,  though  germinal  epithelium  is  said  to 
have  very  little  heat  resistance.  In  infections 
from  mumps  and  from  infected  bladders,  there 
is  some  relief  from  pain  but  none  of  these  are 
included  in  this  series. 

The  question  of  possible  injury  to  the  gland 
is  a very  important  one.  Sterility  in  the  male 
of  gonorrhoeal  origin  is  due  to  obstruction  of 
the  vas,  and  in  diathermy,  by  allaying  the  in- 
flammation and  shortening  the  course  of  the 
disease,  we  lessen  the  amount  of  fibrous  tissue 
and  consequent  obstruction  of  the  vas.  The 
condition  in  the  posterior  urethra  remains  and 
there  is  an  equal  probability  of  infection  of 
the  same  or  opposite  epididymis  as  before. 
This  occasional  recurrence  shows  that  the  vas 
is  open,  whereas  a procedure  which  allows  no 
recurrences  would  have  a high  per  cent  of 
sterility.  Another  possible  cause  of  sterility 
would  be  a direct  injury  of  the  germinal  epi- 
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thelium.  C.  R.  Moore,  of  Chicago,  in  his  experi- 
mental work  to  determine  the  effect  of  heat  on 
the  germinal  epithelium,  reports  that  water 
heated  to  116°  F.  for  ten  minutes  produces 
destructive  changes  in  the  germinal  epithelium, 
and  that  these  changes  are  in  direct  proportion 
to  the  distance  from  the  source  of  heat.  In 
diathermy,  the  heat  is  more  evenly  distributed 
through  the  gland  and  it  hardly  seems  probable 
that  a destructive  change  would  occur  without 
some  pain  to  the  patient.  The  occurrence  of 
sterility  following  gonorrhoea  is  discussed  in. 
Cabot’s  Urology.  Of  gonorrhoeal  patients 
whose  records  were  obtained  for  five  years,  10 
per  cent  of  marriages  were  sterile,  25  per  cent 
in  unilateral  epididymitis  patients  and  41  per 
cent  in  those  with  bilateral  epididymitis. 

In  applying  diathermy,  I have  followed  the 
method  recommended  by  Corbus  and  O’Conner. 
They  have  devised  a clamp  of  fibre  which  holds 
the  two  concave  metal  electrodes  on  each  side 
of  the  testis.  The  skin  is  shaved  and  moistened 
with  25  per  cent  glycerin  to  prevent  drying  and 
subsequent  heating  effect  in  the  skin.  A cur- 
rent of  600  to  1.000  milliamperes  is  used  for 
an  hour  and  is  kept  just  below  the  point  of 
discomfort,  i.  e .,  below  being  too  hot  or  aching. 
This  method  proved  more  satisfactory  than  the 
mesh  electrode  moistened  with  lather  and 
wrapped  in  oil  silk. 

In  a group  of  fifteen  cases  there  has  been 
relief  of  pain  in  every  instance  for  several 
hours,  and  improvement  has  continued  from  the 
first  treatment.  The  time  under  treatment 
varied  from  one  to  four  days.  In  the  first  man 
treated,  the  relief  was  immediate  and  he  re- 
turned to  work  at  once,  but  on  the  fourth  day 
he  had  a recurrence  on  opposite  side.  Since  the 
same  conditions  continue  in  the  posterior  ure- 
thra, recurrences  in  the  same  or  opposite  side 
must  be  expected.  Each  remaining  patient  has 
been  advised  to  avoid  active  exercise  from  two 
to  four  days.  Eight  complained  of  severe 
pain  all  of  the  preceding  night,  and  when  seen 
the  following  morning,  repoi'ted  such  relief 
that  they  had  a good  night’s  rest.  Only  one 
man  was  treated  on  the  first  day  of  pain  and 
swelling.  The  symptoms  immediately  began  to 
improve  and  no  time  was  lost  from  work. 

This  procedure  has  the  advantage  that  there 
is  no  pain  while  being  administered  and  no 
harm  can  be  done,  and  you  can  almost  promise 
immediate  relief  of  pain  in  addition  to  the  sav- 
ing in  time.  Shenandoah  Life  Building. 


SYPHILIS  OF  THE  LUNGS— REPORT  OF 
TWO  CASES.* 

By  CHARLES  R.  GRANDY,  M.  D.,  Norfolk,  Va. 

In  giving  you  what  is  really  a report  of  what 
I think  to  be  two  cases  of  pulmonary  syphilis, 
I am  not  going  into  any  exhaustive  account  of 
this  condition,  which  can  be  found  in  various 
articles,  notably  in  one  published  by  C.  P. 
Howard  in  the  American  Journal  of  Syphilis 
of  January,  1924,  which  also  gives  an  extensive 
bibliography.  But  I am  merely  going  to  give 
you  a short  introduction  and  then  present  two 
cases  for  your  consideration,  feeling  that  any 
evidence  which  can  be  presented  may  aid  in 
clarifying  this  obscure,  though  quite  widely 
discussed  affection. 

Before  the  discovery  of  the  tubercle  bacillus 
by  Koch,  it  was  quite  usual  to  make  diagnosis 
of  pulmonary  syphilis,  for  what  was  more 
natural  than  to  attribute  to  syphilis  a lung  con- 
dition which  accompanied  various  other  mani- 
festations of  this  disease.  But  a more  general 
use  of  the  microscope  soon  showed  that  most 
of  the  cases  diagnosed  pulmonary  syphilis  were 
really  due  to  the  tubercle  bacillus  and  writers 
began  to  contend  that  there  was  no  such  thing 
as  pulmonary  syphilis. 

The  discovery  of  the  spirochete  and  of  the 
Wassermann  reaction  revived  the  interest  in 
this  condition,  for  it  was  felt  that  we  could 
now  obtain  positive  microscopic  proof  in  favor 
of  the  syphilitic  infection,  which  would  offset 
the  negative  proof  presented  by  finding  the 
tubercle  bacillus  in  the  sputum.  This  expecta- 
tion (expressed  by  so  great  a man  as  Osier) 
has,  however,  not  been  realized  for  in  most 
cases  we  have  merely  found  evidence  of  the 
presence  of  the  two  diseases  in  one  person. 

Careful  postmortem  examinations  have 
nevertheless  found  undoubted  cases  of  syphilis 
of  the  lungs,  though  even  here  the  differentia- 
tion is  so  difficult  that  Carrera  concludes  his 
article  with  the  statement,  “The  diagnosis  of 
pulmonary  syphilis  must  be  made  microscopi- 
cally.” On  one  hand  we  have  the  lesion  due  to 
a chronic  fibroid  tuberculosis  and  on  the  other 
the  hypostatic  pneumonia  and  brown  indura- 
tion due  to  a failing  heart,  which  may  itself 
be  the  result  of  a luetic  infection,  all  of  which 
can  be  easily  confused  with  the  lung  lesion  de- 
scribed as  the  result  of  syphilis.  With  an  affec- 
tion which  presents  such  great  difficulties  even 
to  the  pathologist  on  postmortem  it  is  not  re- 

•Read  at  a meeting  of  the  Norfolk  County  Medical  Society, 
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markable  that  there  are  now  few  clinicians  who 
will  dare  to  make  a positive  diagnosis  of  pul- 
monary syphilis  from  the  symptoms  of  the 
patient. 

There  is  indeed  nothing  especially  character- 
istic in  the  symptoms  given  for  pulmonary 
syphilis  though  H.  G.  Carter  says,  “We  did 
note  that  in  advanced  lesions  symptoms  were 
less  severe  than  would  be  expected  from  simi- 
lar tuberculous  lesions.”  Cough  seems  to  be  in- 
variably present  in  cases  with  enough  pathol- 
ogy to  be  diagnosed.  It  is  naturally  worse  in 
cases  accompanied  by  bronchiectasis  and  except 
in  this  last  condition  the  sputum  is  scantier 
than  in  tuberculosis. 

Haemoptysis  frequently  occurs.  Hoarseness 
and  dyspnoea  seem  more  marked  than  in  tu- 
berculosis, while  fever  seems  to  run  lower  and 
night  sweats  to  be  rare.  I.oss  of  weight  is  not 
constant,  but  may  be  marked.  You  see  there 
is  nothing  in  these  symptoms  to  distinguish 
such  a case  from  a chronic  fibroid  tuberculosis. 

The  physical  signs  likewise  are  not  char- 
acteristic and  can  be  found  in  both  upper  and 
lower  lobes.  There  may  be  very  marked  as  in 
the  cases  reported  by  C.  P.  Howard,  which 
showed  large  gummatous  or  sclerotic  lesions 
on  autopsy,  but  naturally  may  be  of  lesser  ex- 
tent. There  also  seems  to  be  nothing  pathogno- 
monic in  the  X-ray  pictures,  though  some 
Roentgenologists,  like  Watkins,  claim  to  be  able 
to  make  the  diagnosis. 

In  spite  of  this,  C.  P.  Howard  says  there  are 
now  over  two  hundred  clinical  cases,  which 
are  well  enough  differentiated  to  be  accepted 
as  true  cases  of  pulmonary  syphilis.  To  make 
this  diagnosis,  after  having  excluded  lung 
abscess,  bronchiectasis,  and  a localized 
empyema,  he  says  that  you  must  have: 

(1) .  A constantly  negative  sputum  for  the 
tubercle  bacillus. 

(2) .  The  presence  of  the  sigmata  of  a sphili- 
tic  infection. 

(3) .  A markedly  positive  Wassermann. 

(4) .  A therapeutic  test  by  anti-syphilitic 
treatment. 

H.  G.  Carter  depends  largely  on  this  last 
for  his  diagnosis,  while  Howard’s  case  reports 
certainly  do  not  show  very  bi'illiant  results 
from  treatment.  He,  however,  was  fortunate 
(?)  enough  to  get  four  autopsies,  two  of  which 
took  exhaustive  special  study  to  confirm  the 
diagnosis. 

The  Negro  race,  which  is  unusually  subject 


to  both  tuberculosis  and  syphilis,  naturally 
offers  a fruitful  field  in  which  to  make  a differ- 
ential diagnosis.  But  while  we  find  many  cases 
of  lung  infection  in  Negroes  with  a strongly 
positive  Wassermann,  in  most  of  these  cases 
the  tubercle  bacillus  is  also  to  be  found  and  the 
lung  lesions  are  really  the  result  of  the  latter. 
Still  we  do  pick  up  cases,  which  after  long  ob- 
servation we  feel  are  probably  cases  of  pul- 
monary syphilis,  but  this  is  about  as  far  as  the 
writer  has  dared  go. 

Dr.  H.  G.  Carter,  of  Piedmont  Sanatorium, 
writes  me  that  he  has  had  five  such  cases  in 
fifteen  hundred  admissions.  I sent  him  one  of 
these  cases,  though  I failed  to  diagnose  it.  So 
I will  present  it  and  one  other  case  to  you  for 
your  consideration. 

The  patient,  who  was  first  seen  at  our  clinic 
on  April  8,  1924,  is  a colored  woman  of  thirty- 
eight,  who  gives  no  family  history  of  tuber- 
culosis, but  who  had  nursed  a patient  with  this 
disease  seven  or  eight  years  ago.  She  has  had 
the  ordinary  childhood  diseases  and  influenza 
in  1918.  She  has  one  living  child  and  has  lost 
one,  but  gives  no  history  of  miscarriages.  Her 
present  attack  has  lasted  two  months,  and  she 
was  quite  sick  at  first.  She  has  a cough  with 
thick,  white  sputum,  but  has  had  no  haemopty- 
sis. She  gets  cold  easily  but  has  had  no  night 
sweats.  She  has  some  dyspnoea  on  exertion 
and  has  lost  strength.  Her  appetite  is  poor  and 
she  is  frequently  nauseated  but  her  bowels  are 
regular.  She  has  lost  weight  and  her  tempera- 
ture when  first  seen  was  99.6  degrees  and  pulse 
80 — the  highest  temperature  we  have  found  in 
this  case.  Her  sputum  was  negative  for  tu- 
berculosis; her  Wassermann  4 plus.  Signs  of 
slight  consolidation  with  numerous  moist  rales 
were  found  over  right  upper  lobe  front  and 
back  with  similar  but  lesser  findings  in  the  left 
lobe.  As  the  patient  desired  sanatorium  treat- 
ment, her  application  was  immediately  sent  to 
Piedmont  Sanatorium,  to  which  she  was  ad- 
mitted about  May.  She  did  very  well  at  the 
Sanatorium  where  she  had  a course  of  salvar- 
san.  Dr.  Carter  wrote  me,  “This  patient  left 
here  on  July  3rd,  as  an  improved  case.  She 
did  not  show  positive  sputum  throughout  her 
stay,  but  did  show  positive  Wassermann. 
X-ray  examination  showed  a mottling,  that  is 
not  apparently  characteristic  of  pulmonary  tu- 
berculosis.” She  was  referred  to  Dr.  Gill’s 
clinic  for  anti-syphilitic  treatment.  On  No- 
vember 11th,  she  looked  and  felt  well  and  had 
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no  cough.  She  was  referred  for  X-ray  to 
Dr.  Magruder,  who  reports  as  follows : ‘‘There 
is  marked  peri-bronchial  thickening  through- 
out the  upper  lobes  of  both  lungs,  believed  to 
be  due  to  tuberculous  infection.  There  is  some 
fibrosis  indicating  good  resistance.  No  gross 
pathology.”  I sent  the  films  to  Dr.  Carter,  who 
in  turn  sent  them  to  Dr.  Lawrason  Brown,  who 
writes,  “It  is  exceedingly  difficult  from  what  I 
know  to  make  a diagnosis  of  syphilis  of  the 
lung.  Mr.  Sampson  and  I went  over  the  series 
of  films,  which  you  sent,  a couple  of  times  and 
we  have  come  to  the  conclusion  that  on  the 
right  side  there  was  a definite  pathological 
change  radiating  from  the  root  into  the  lower 
half  or  two-thirds  of  the  lung.  This  was  more 
pronounced  in  the  first  films,  as  on  later  films 
it  has  somewhat  cleared  up.  The  change  sug- 
gested to  us  at  first  that  of  tuberculosis,  but 
its  location  and  one  or  two  characteristics  are 
such  that  a non-tuberculous  process  can  not 
be  excluded.  There  were  no  changes  to  be 
noted  on  the  left  side.” 

Here  then  we  have  a case  with  a positive 
W assermann,  sputum  negative  for  tuberculosis 
on  repeated  examinations  who  has  done  very 
well  on  anti-syphilitic  treatment,  but  who 
showed  none  of  the  stigmata  of  visceral  syphi- 
lis— thus  presenting  three  of  the  four  diagnostic 
points  given  by  Howard.  It  certainly  looks 
like  a case  of  pulmonary  syphilis  and  I am  ex- 
tremely thankful  to  Carter  for  making  the 
diagnosis  for  me.  I will  be  A^ery  much  in- 
terested in  watching  the  final  outcome  in  this 
case  for  Negi’o  tuberculosis  cases,  who  do  well 
at  the  Sanatorium,  relapse  much  irfbre  fre- 
quently than  similar  white  cases,  while  a case 
of  pulmonary  syphilis  certainly  ought  not  to 
do  so. 

My  second  case  is  a very  different  type  who, 
strange  to  say,  was  first  seen  on  the  same  day 
as  the  other  case.  This  patient  is  a hod  carrier 
of  forty-nine,  who  was  born  in  Portugal.  Was 
referred  to  the  tuberculosis  clinic  from  St. 
Vincent’s  clinic  by  Dr.  Morgan  as  a case  of 
’’chronic  pharyngitis  and  tuberculous  laryngi- 
tis.” This  man  spoke  very  poor  English  which, 
along  with  marked  aphonia,  made  him  give  a 
very  unsatisfactory  history.  There  was  no 
family  history  of  tuberculosis  and  no  known 
contact  with  it.  He  likewise  did  not  remember 
being  sick  before  this  attack,  which  only  dated 
back  six  weeks.  His  chief  complaint  is  pain 
in  the  neck  and  throat  which  kept  him  from 


swallowing  any  solid  food,  though  his  appetite 
was  good.  He  has  a slight  cough  with  white 
sputum,  but  gives  no  history  of  haemoptysis, 
of  night  sweats  or  of  dyspnoea.  He  has  lost 
strength  and  flesh  but  does  not  know  his  usual 
weight.  Examination  shows  an  emaciated 
man,  who  is  very  hoarse  and  almost  aphonic, 
and  has  a badly  idcerated  pharynx,  which  is 
considered  to  be  probably  due  to  a double  in- 
fection with  syphilis  as  well  as  tuberculosis. 
Lung  examination  shows  slight  dullness  with 
BV  breathing  and  moist  rales  in  both  upper 
and  right  middle  lobes.  He  was  reported  as  a 
case  of  pulmonary  and  laryngeal  tuberculosis 
with  an  exceedingly  bad  prognosis,  for  he 
looked  as  if  he  would  only  last  a few  weeks. 
His  blood  gave  a 4 plus  Wassermann  but  his 
sputum  was  negative  for  tubercle  bacilli.  On 
first  examination  he  weighed  106  lbs.,  his  tem- 
perature was  97.6,  and  pulse  76.  His  throat 
was  swabbed  with  3%  formalydehyde  in  gly- 
cerine and  he  was  given  Tr.  iodine  (M  III)  in 
a teaspoonful  of  castor  oil  three  or  four  times 
a day. 

One  week  later  he  only  weighs  102  lbs.,  but 
his  throat  looks  better;  he  still  can  not  swallow 
solid  food  and  liquids  regurgitate. 

On  April  29th,  his  weight  and  general  con- 
dition are  the  same  but  his  throat  looks  better 
and  cough  is  better. 

On  May  20th,  he  is  able  to  eat  a soft  egg,  his 
weight  has  increased  to  103  lbs.,  and  his  cough 
is  almost  well.  He  is  sent  to  the  venereal  dis- 
ease clinic  for  salvarsan  while  the  other  treat- 
ment is  continued  at  our  clinic. 

On  June  3rd,  his  throat  feels  better  and  he 
now  weighs  112  lbs. 

On  July  8th,  he  weighs  115  lbs.  He  has  had 
five  injections  of  salvarsan,  Lis  throat  is  no 
longer  painful  and  he  is  no  longer  hoarse. 
Physical  examination  shows  some  dullness  and 
increased  breathing  over  both  upper  lobes 
with  some  fine  rales  in  left  upper.  Pharynx  is 
recorded  as  healing.  (The  iodine  and  castor 
oil  was  discontinued  but  had  to  be  started  again 
in  two  weeks  on  account  of  the  return  of  his 
cough  and  painful  swallowing) . 

Our  notes  show  that  he  continued  about  the 
same,  going  up  and  down  till  October  24th. 
when  physical  examination  revealed  no  mois- 
ture in  lungs. 

On  December  6th,  he  is  feeling  generally  bet- 
ter and  swallows  pretty  well.  He  is  sent  to 
Dr.  Magruder  for  X-ray  examination  which 
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is  reported  as  showing,  ‘‘No  X-ray  evidence  of 
pathology  in  lungs  or  vascular  structures.” 

On  December  20th,  his  last  visit  to  clinic,  he 
weighs  117  lbs.,  he  feels  better  and  swallows 
better  and  is  able  to  return  to  his  work.  His 
temperature  has  never  been  up  to  100  at  any 
visit  to  our  clinic  while  it  has  usually  been 
below  99  and  his  pulse  has  only  once  been  above 
80,  <roin<r  once  down  to  64. 

Whether  his  lung  signs  were  due  to  syphilis 
is  difficult  to  decide.  I thought  at  first  they 
were  due  to  tuberculosis,  but  if  this  emaciated 
Negro  had  had  tuberculosis  as  well  as  syphilis, 
he  would  have  been  dead  long  ago,  and  his 
X-ray  films  would  also  have  shown  the  results 
of  tuberculosis. 

This  case  measures  up  pretty  well  with 
Howard’s  four  criteria.  He  had  the  stigmata 
of  syphilis  (in  pharynx). 

He  had  a markedly  positive  Wassermann. 

His  sputum  was  negative  for  tubercle  bacilli, 
but  this  examination  should  have  been  repeated 
oftener.  This  was  not  done  because  our  spu- 
tum examinations  had  been  so  unsatisfactory 
that  we  had  gotten  to  paying  little  or  no  atten- 
tion to  a negative  report,  if  the  signs  and 
symptoms  of  tuberculosis  were  present.  From 
outward  appearance,  the  passer-by  would  have 
diagnosed  this  man  as  a hopelessly  advanced 
case  of  tuberculosis,  and  it  was  only  the  re- 
sponse of  the  disease  to  anti -syphilitic  treat- 
ment that  convinced  me  that  I was  handling  a 
case  of  lues  uncomplicated  with  tuberculosis. 

In  the  colored  race  there  are  undoubtedly 
many  cases  of  combined  syphilis  and  tubercu- 
losis of  the  lungs,  as  well  as  many  uncompli- 
cated cases  of  tuberculosis.  There  seem  also 
to  be  a certain  number  of  uncomplicated  cases 
of  syphilis  of  the  lungs.  How  frequently  these 
cases  occur  still  remains  to  be  determined, 
though  Carter  has  found  one-third  of  one  per 
cent  in  his  sanatorium,  which  is  naturally  far 
greater  than  that  found  in  a white  sanatorium. 
I know  that  he  is  going  to  continue  his  search 
for  these  cases,  but  feel  that  the  subject  needs 
a more  general  attention  on  the  part  of 
Southern  clinicians  who  should  also  publish 
their  cases  in  order  to  throw  more  light  on  this 
obscure  problem. 

Bank  of  Commerce  Building. 


THE  DIAGNOSIS  AND  MEDICAL  TREAT- 
MENT OF  TOXIC  GOITER.* 

By  JAMES  H.  SMITH.  M.  D„  Richmond.  Va. 

The  diagnosis  of  a classical  case  of  toxic 
goiter  can  be  made  at  a glance,  and  until  a 
year  or  so  ago  there  was  no  medical  treatment 
worthy  of  the  name.  We  may,  therefore,  de- 
vote our  time  chiefly  to  the  diagnosis  of  the 
mild  or  borderline  case  of  toxic  goiter,  and  to 
the  very  recent  advance  in  medical  treatment 
through  iodin  therapy. 

For  the  present,  in  our  practical  work,  I 
think  we  will  do  well  to  keep  to  the  idea  that 
we  know  no  toxic  goiter  other  than  such  as  is 
associated  with  increased  thyroid  function  as 
expressed  in  an  elevated  basal  metabolic  rate, 
and  even  within  this  strict  definition,  to  em- 
phasize that  the  rate  as  experimentally  deter- 
mined, shall  be  a true  basal  rate.  I hold  to 
this  proposition  knowing  that  such  an  authority 
as  Crile  does  not  regard  increased  metabolism 
as  essential  to  the  diagnosis.  I do  not  wish  to 
be  understood  as  asserting  that  a metabolism 
test  is  necessai^  to  the  diagnosis  of  toxic  goi- 
ter, but  I should  be  unwillino-  to  make  the 
diagnosis  unless  I believed  that  the  test,  if 
done,  would  show  an  elevated  rate.  I am, 
therefore,  in  opposition  to  the  doctrine  of  hy- 
perthyroidism or  toxic  goiter  with  a normal 
basal  metabolic  rate. 

Another  idea  has  been  advanced  which  I 
think  clinicians,  for  the  present,  should  reject 
as  leading  to  unsafe  practice.  Lieb,  Hyman  and 
Ivessel  have  quite  recently  published  a great 
deal  of  matter  on  the  thyroid.  They  reported 
eighty-six  cases  “with  many  or  even  all  of  the 
classical  symptoms  of  the  text-book  picture  of 
exophthalmic  goiter,”  with  a normal  meta- 
bolism, and  who  “did  not  suffer  from  that  dis- 
ease.” No  one  will  deny  that  frequentlv  we 
see  cases  with  many  of  the  classical  symptoms 
of  exophthalmic  goiter,  having  normal  meta- 
bolism and  not  suffering  fom  thyroid  disease. 
With  this  part  of  the  statement  we  have  no 
difference.  We  can  imagine  also  a rare  in- 
stance of  a fortuitous  chain  of  circumstances 
that  might  result  in  all  the  classical  symptoms, 
due  to  a combination  of  causes  other  than 
thyroidal  in  nature.  But  I think  a dangerous 
and  unwelcome  diagnostic  snare  is  set  for  un- 
wary feet  to  combine  the  words  “many”  and 
“all,”  and  apply  them  to  a group  of  eighty- 

♦Read  at  the  meeting-  of  the  South  Piedmont  Medical  Society, 
at  South  Boston,  Va.,  April  21,  1925. 
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six  cases  seen  in  the  experience  of  one  group 
of  writers. 

Like  other  laboratory  procedures,  the  basal 
metabolism  test  should  be  looked  upon  as  con- 
firmatory of  clinical  study  and  not  as  the 
source  of  authoritative  decree.  Though  per- 
sonally an  enthusiastic  follower  of  its  uses,  I 
believe  its  merits  are  now  generally  appreci- 
ated, and  its  limitations  are  more  in  need  of 
emphasis.  Recall  the  factors  that  enter  into 
its  determination. 

The  patient  is  supposed  to  be  in  the  post- 
absorptive  stage  as  regards  the  taking  of  food. 

Muscular  etfort  is  minimized  as  far  as  may 
be  possible. 

All  disturbing  psychic  and  environmental 
influences  are  shut  off  in  theory,  but  the  pa- 
tient’s psyche  is  largely  under  her  own  control 
if  under  anyone’s,  and  if  saliva  trickles  down 
her  throat  and  sets  up  an  impulse  to  cough, 
this  for  the  time  being  dominates  her  environ- 
ment. She  may  be  apprehensive  of  a test 
strange  to  her,  or  if  it  is  not  her  first  experience 
with  it,  her  recollections  may  be  full  of  a seem- 
ing horror. 

The  patient’s  temperature  is  believed  to 
modify  her  metabolic  rate  approximately  ten 
points  for  each  one  degree  centigrade  of  body 
temperature.  What  should  be  her  exact  nor- 
mal body  temperature? 

The  volume  of  gasses  varies  with  tempera- 
ture and  barometric  pressure,  and  with  some 
other  factors,  such  as  water  vapor,  the  last 
not  usually  being  taken  into  account. 

The  patient  is  supposed  normally  to  con- 
sume so  much  oxygen  per  square  meter  of  body 
surface.  Her  body  surface  is  arrived  at  by 
curves  worked  out  on  the  basis  of  height  and 
weight.  This  necessarily  is  only  approximate. 

The  caloric  value  assigned  to  oxygen  is  an 
average  of  its  heat  producing  power  in  com- 
bination with  the  various  food  principles. 

Females  are  accepted  to  have  a normal  rate 
about  7 per  cent  slower  than  males.  It  can 
be  only  very  roughly  true. 

The  rate  slows  with  age.  Without  doubt  it 
does  in  the  average,  but  some  women  are  old 
at  thirty  and  others  young  at  fifty. 

The  net  result  of  the  test  is  expressed  as  a 
definite  figure.  The  variables  introduced  into 
the  calculation  make  it  necessary  to  adopt  a 
quite  wide  range  as  the  normal,  and  this  usually 
is  fixed  at  minus  ten  to  plus  ten.  It  is  really 
remarkable  that  a normal  can  be  arrived  at. 


I have  gone  at  length  into  what  may  appear 
hypercritical  analysis  in  order  to  formulate  an 
objection  to  a claim  sometimes  advanced  that 
it  is  in  the  borderline  case  that  the  basal 
metabolic  rate  is  most  useful.  I do  not  think 
so.  A borderline  reading  on  the  plus  side,  if 
associated  with  a borderline  clinical  picture, 
may  properly  leave  the  clinician  in  a border- 
line state  of  mind,  which,  it  seems,  is  what  the 
interests  of  the  patient  demand  for  the  time 
being.  Such  a rate,  because  outside  the  pre- 
scribed limits  for  normal,  does  not  set  up  a 
positive  diagnosis  in  the  sense  that  finding  a 
few  tubercle  bacilli  or  tapeworm  eggs  does. 
On  the  plus  side  we  should  think  in  terms  of 
tens,  not  of  ones.  For  at  least  two  reasons 
more  latitude  must  be  allowed  on  the  plus  side 
than  on  the  minus:  (1)  the  scale  of  abnormal 
range  is  greater  on  the  plus  side.  A very  high 
rate  would  be  plus  100;  a very  low  rate  would 
be  minus  forty.  (2)  The  most  frequent  sources 
of  error  are  toward  the  plus  side.  As  Means 
and  Burgess  put  it : “The  finding  of  normal 
rates  in  persons  suspected  of  having  hyper- 
thyroidism practical^  rules  that  condition  out, 
but  the  finding  of  an  elevated  rate  does  not 
necessarily  rule  it  in.”  In  line  with  what 
seems  to  be  their  experience,  I think  in  our 
series  of  tests  the  chief  usefulness  of  the 
method  has  been  in  eliminating  susi^ected  thy- 
roid hyperactivity.  Very  rarely  should  any 
advice  be  given  the  patient  looking  to  a reduc- 
tion of  thyroid  activity  on  the  basis  of  the 
metabolic  rate,  other  than  would  be  given 
without  it.  To  put  it  differently,  I should  be 
unwilling  to  endorse  a report  of  any  plus  figure 
without  seeing  the  patient,  but  would  usually 
accept  a low  or  normal  figure  from  any  relia- 
ble technician  who  could  guarantee  against 
mathematical  errors. 

I have  spoken  at  length  of  the  limitations 
of  the  metabolism  test,  especially  in  the  diag- 
nosis of  mild  cases  of  toxic  goiter.  I can  more 
briefly  declare  my  great  faith  in  its  helpful- 
ness when  the  test  is  carried  out  with  due  con- 
sciousness of  its  liability  to  error,  and  when 
consistent  results  can  be  successively  shown 
through  repeated  tests  in  a given  case. 

Let  us  turn  now  to  consider  what  clinical 
or  bedside  evidence  is  necessary  for  a reason- 
able diagnosis  of  toxic  goiter  as  the  essential 
condition  requiring  treatment. 

First,  to  speak  negatively:  A patient  with 
any  manifest  disease,  such  as  diabetes,  myo- 
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cardial  degeneration  or  chronic  nephritis, 
marked  anemia  or  leukemia,  must  be  looked 
upon  as  an  impure  problem  in  thyroid  diagnos- 
tics, and  the  patient  studied  as  a whole  rather 
than  as  the  subject  primarily  of  an  endocrine 
d isturbance. 

If  pulmonary  tuberculosis  exists,  apparent 
mild  hyperthyroidism  should  be  regarded  with 
skepticism  or  considered  to  be  the  eflect  of 
the  pulmonary  infection,  and  treatment  of  the 
lung  condition  given  first  place. 

If  definite  chronic  focal  infection  is  present, 
especially  in  the  upper  respiratory  tract  or 
teeth,  a mild  hyperthyroidism  is  at  times  com- 
pletely and  permanently  relieved  by  surgical 
removal  of  the  infection. 

With  these  reservations,  and  omitting  such 
inconclusive  symptoms  as  sweating,  vasomotor 
flushes,  digestive  symptoms  and  the  like,  there 
are  six  symptoms  and  signs  which  are  to  be 
noted  as  present  or  absent  when  the  diagnosis 
of  toxic  goiter  is  under  consideration.  I shall 
number  them  serially  in  order  to  make  a rather 
fanciful  use  of  the  numerals. 

(1)  Nervousness:  (2)  Tremor;  (3)  Loss  of 
weight;  (4)  Increased  pulse  rate;  (5)  Exo- 
phthalmos and  other  eye  signs;  (6)  Goiter. 

To  define  more  accurately  the  use  of  these 
terms : As  is  well  known,  the  significance  of 
thyroid  enlargement  does  not  vary  directly 
with  its  size,  but  rather  with  its  associated 
symptoms.  The  exophthalmos  of  toxic  goiter 
is  usually  easy  to  distinguish  from  a normal 
even  though  exaggerated  prominence  of  the 
eye-ball,  and  is  confirmed  by  the  presence  of 
the  Stelwag,  von  Graefe  and  Moebius  signs. 
The  term  tachycardia  will  arbitrarily  be  used 
to  refer  to  a pulse  rate  usually  over  100  and 
not  falling  below  90  even  under  the  basal  con- 
ditions of  the  test.  Nervousness  and  tremor 
are  necessarily  somewhat  vague  terms,  but  by 
loss  of  weight  is  meant  something  more  than 
5 per  cent  of  the  recent  normal  body  weight. 

Nervousness,  tremor  and  loss  of  weight 
manifestly  are  insufficient  for  the  diagnosis  of 
toxic  goiter,  nor  do  I think  the  addition  of 
tachycardia  suffices  in  the  absence  both  of  eye 
signs  and  goiter.  I doubt  whether  basal 
metabolism  determinations  have  helped  to  es- 
tablish as  practical  truth,  that  exophthalmic 
goiter  may  exist  without  either  goiter  or  exo- 
phthalmos. 

On  the  other  hand,  given  goiter,  the  addi- 
tion of  almost  any  two,  or  at  most  three,  of  the 


other  symptoms,  is  usually  confirmed  by  the 
basal  metabolic  rate  as  indicating  thyroid  over- 
activity. 

I believe,  then,  it  is  roughly  true  to  say  that 
the  symptoms  listed  may  be  assigned  values 
corresponding  to  their  numerical  order,  and 
that  the  diagnosis  of  toxic  goiter  approaches 
certainty  as  the  sum  of  these  values  exceeds 
ten.  Nervousness,  (1)  ; tremor,  (2)  ; loss  of 
weight,  (3)  and  tachycardia,  (4)  would  just 
equal  ten:  the  addition  of  exophthalmos  (5) 
would  give  fifteen,  and  of  goiter  (6)  the  full 
total  of  twenty-one.  The  basal  metabolic  rate 
should  be  used  when  possible  to  confirm  the 
impression.  One  hundred  cases  analyzed  in 
1922  accorded  quite  well  with  the  rough  rule 
just  given,  the  metabolic  rate  used  as  a cri- 
terion, and  while  no  detailed  analysis  has 
been  made  since,  the  series  now  numbers  ap- 
proximately 450,  and  the  impression  gained 
in  the  earlier  cases  still  holds.  As  for  a ratio 
between  the  metabolic  rate  and  clinical  symp- 
toms, the  pulse  rate  will  be  found  to  bear  a 
direct  proportion  to  the  metabolic  rate  much 
more  constantly  than  will  any  other  symptom 
or  sign. 

Therapeutic  considerations  now  make  it 
necessary  to  distinguish  the  two  great  types 
of  toxic  goiter,  exophthalmic  goiter  and  toxic 
adenoma,  with  greater  care  than  formerly.  I 
am  not  sure  that  it  can  always  be  done  with 
certainty,  nor,  indeed,  that  the  two  types  of 
pathology  are  not  sometimes  mixed  in  a single 
thyroid  gland  so  as  to  make  the  differentiation 
impossible.  However,  the  main  considerations 
are  that  adenoma  is  a tumor,  giving  the  phy- 
sical characteristics  of  one  or  several  tumors 
within  the  thyroid  gland,  as  contrasted  with 
diffuse  hypertrophy  in  exophthalmic  goiter; 
adenoma  has  existed  on  an  average  of  fifteen 
years  before  the  development  of  toxic  symp- 
toms, as  compared  with  a recent  thyroid  en- 
largement in  exophthalmic  goiter,  the  aver- 
age age  of  the  adenomatous  group  being  con- 
siderably greater;  and  exophthalmos  does  not 
develop  in  adenoma  regardless  of  the  degree  of 
toxicity.  Again,  it  should  be  reiterated  that 
exophthalmic  goiter  may  exist  without  exo- 
phthalmos. 

Medical  Therapy:  Rest  of  body  and  peace 
of  mind  have  long  been  recognized  as  import- 
ant in  any  method  of  treatment  of  toxic  goiter. 
Limitation  of  protein  intake  would  seem  to 
assume  additional  importance  in  view  of  Mac- 
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Leod's  statement  that  the  pulse  is  quickened 
after  the  administration  of  thyroxin  only  when 
protein  food  is  also  taken. 

Within  the  past  year  or  two  there  has  been 
made  available  a medicinal  therapy  of  definite 
value.  Following  Plummer’s  announcement 
of  the  effect  of  iodin  administration  (Lugol’s 
solution)  in  exophthalmic  goiter,  there  has 
been  a remarkable  unanimity  in  the  reports  of 
those  who  have  written  on  the  subject.  The 
conclusions  reached  in  the  Thyroid  Clinic  of 
the  Massachusetts  General  Hospitalt  will  be 
quoted  as  representative : 

1.  Iodin  by  mouth  will  produce  abrupt  re- 
mission in  most  cases  of  exophthalmic  goiter. 

2.  The  remission  is  often  as  rapid  and  as 
extensive  as  that  following  subtotal  thyroidec- 
tomy. 

3.  It  is  believed  that  iodin  is  the  causal 
agent  of  this  remission. 

4.  Iodin  alone,  as  now  used,  has  not  been 
shown  to  be  sufficient  to  suppress  the  disease 
permanently. 

5.  After  a patient  with  exophthalmic  goiter 
has  been  taking  iodin,  a rapid  rise  of  meta- 
bolic rate  and  increase  of  toxic  symptoms  will 
occur  within  one  or  two  weeks  if  the  iodin  is 
stopped. 

6.  In  some  cases  of  exophthalmic  goiter, 
iodin  has  no  observable  effect. 

The  usual  dose  is  fifteen  to  twenty  drops 
daily.  In  toxic  adenoma  no  benefit  is  observed, 
and  at  times  symptoms  appear  to  be  aggra- 
vated by  its  use. 

There  is  a lesson  in  humility  in  the  use  of 
iodin  in  goiter.  Ten  years,  or  even  three  years 
ago.  as  I understood  the  orthodox  teaching, 
there  was  no  place  in  the  treatment  of  hyper  - 
throidism  for  iodin,  thyroid  gland  or  any 
product  used  in  the  treatment  of  hypothyroidal 
states.  If  I saw  a hyperthyroidal  patient  who 
had  been  given  iodin,  I thought  she  had  suf- 
fered at  the  hands  of  some  practitioner  who 
had  not  learned  that  such  practice  was  dis- 
carded long  ago.  Now,  because  of  a theory 
conceived  by  Plummer  of  an  incomplete  thy- 
roxin molecule  in  exophthalmic  goiter,  a defi- 
nite advance  is  made  in  the  management  of  the 
condition.  There  is  doubtless  a good  deal  yet 
to  be  learned  about  it.  Starr  and  his  co-work- 
ers in  Boston  note  that  the  quantity  of  the 
dose  in  relation  to  various  factors,  such  as  tKe 
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size  of  the  gland,  rate  of  metabolism,  age  of 
the  patient,  pathology  of  the  goiter,  duration 
of  the  disease,  and  the  sympathomimetic  symp- 
toms, is  yet  to  be  solved.  After  all,  the  meas- 
ure of  success  that  has  come  out  of  Plummer’s 
theory  does  not  prove  the  theory.  Certain  pa- 
tients whose  symptoms  have  remitted  under 
iodin  suffer  exacerbations  while  still  taking 
the  drug.  Iodin  prevents  simple  goiter  and 
the  hypothyroidism,  myxedema  and  cretinism 
that  may  follow  in  the  train  of  endemic  goiter. 
Why  is  toxic  goiter  so  much  more  frequent  in 
women  than  in  men?  The  whole  subject  still 
presents  the  most  inviting  fields  for  investiga- 
tion, and  for  aught  we  now  know  iodin  may 
yet  find  a use  in  toxic  adenoma. 


INDUCTION  OF  LABOR  AT  OR  NEAR 
TERM.* 

By  BURNLEY  LANKFORD,  M.  D„  F.  A.  C.  S'.,  Norfolk,  .Va. 

It  often  happens  in  my  own  experience  that 
I fail  to  use  certain  agents  or  procedures  with 
which  I am  familiar  but  which,  for  one  rea- 
son or  another,  I have  neglected.  Hearing  or 
reading  a paper  on  certain  subjects  will  remind 
me : “Here  is  something  that  I have  been  over- 
looking, that  will  serve  me  well  when  needed,' 
and  so  I go  home  carrying  an  old  weapon, 
newly  polished,  for  my  armamentarium  in  the 
age  old  fight  against  illness  and  death.  Such 
may  be  the  case  with  you,  and  so  I am  bring- 
ing to  your  attention  a simple  procedure  that, 
when  wisely  used,  will  prove  of  great  benefit 
to  our  women  patients. 

I would  like  briefly  to  discuss  the  subject  of 
the  induction  of  labor  under  two  heads,  indi- 
cations for,  and  methods  of,  induction. 

While  the  title  of  this  paper  indicates  a dis- 
cussion of  labor  at  or  near  term,  will  you  allow 
me  to  digress  just  a little  for  a word  or  two 
about  pernicious  vomiting  as  an  indication  for 
the  induction  of  labor?  And  by  this  we  mean 
pernicious  vomiting,  because  every  case  of 
vomiting  that  may  seem  pernicious  is  not,  and 
very  few  women  who  have  severe  and  long- 
continued  vomiting  really  have  the  pernicious 
type.  Just  as  we  have  ceased  making  the  diag- 
nosis of  “neurasthenia”  as  an  entity,  so  it  seems 
to  me  we  are  gradually  ceasing  to  attribute  the 
vomiting  of  pregnancy  to  neurotic  or  reflex 
causes.  It  is  doubtless  true  that  a woman  of 
what  we  call  neurotic  temperament  (whatever 

•Read  before  the  Southside  Virginia  Medical  Society,  at  Nor- 
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that  may  mean)  will  have  more  serious  and 
more  difficultly  controlled  vomiting  than  a 
woman  of  a phlegmatic  temperament;  at  the 
same  time,  is  it  not  probable  that  the  neuro- 
sis is  not  the  cause  but  simply  an  aider  and 
abettor?  I believe  we  are  all  coming  to 
think  that  we  can  more  accurately  classify  all 
vomiting  of  pregnancy  as  slightly  toxic,  more 
toxic,  deeply  toxic,  and  pernicious.  A discus- 
sion of  the  causes  of  such  toxemias  is  not  a 
part  of  this  paper.  What  we  have  to  do  is  to 
distinguish,  if  possible,  between  the  severe  and 
pernicious  types,  and  abort  the  latter  by  in- 
duction in  the  least  traumatic  way.  Any 
woman  we  suspect  of  having  pernicious  vomit- 
ing should  be  studied  as  carefully  as  we  can, 
should  certainly  be  isolated  from  her  friends 
and  relatives,  if  possible,  and  if  creatinin  ap- 
pears in  the  bloocl  as  high  as  3 or  4 milligrams 
per  100  c.c.  we  had  better  not  wait  longer  for 
hoped  for  improvement,  because  if  we  wait  un- 
til jaundice  becomes  marked  and  the  develop- 
ment of  coma,  torpor  and  coffee  ground  vomit, 
it  may  be  too  late,  no  matter  what  we  do.  So 
far  as  I know,  the  marked  increase  in  creatinin 
is  the  most  valuable  sign  and  one  that  must 
not  be  disregarded. 

Now  to  get  back  on  the  main  track.  Prob- 
ably the  indication  that  will  most  often  war- 
rant the  induction  of  labor  near  term  is  the 
development  of  severe  toxemia.  The  question 
of  the  type  of  toxemia  present  does  not  inter- 
est us  much  just  here  as  the  fact  that  a woman 
is  toxic,  and  that  she  is  growing  worse  instead 
of  better,  although  under  treatment. 

A great  deal  of  good  work  is  being  done  in 
the  investigation  of  toxemias  of  pregnancy; 
we  have  numerous  theories  as  to  the  cause,  some 
of  them  plausible  and  comprehensive,  but  the 
fact  still  remains,  at  least  so  far  as  I am  aware, 
that  we  do  not  know  the  cause  or  causes  of  the 
pre-eclamptic  state  or  of  actual  eclampsia,  and 
oftentimes  we  do  not  know  how  to  remove  the 
conditions  in  time  to  save  the  woman.  What 
we  do  know  is,  that  only  pregnant  women  have 
eclampsia,  and  that  despite  the  advances  made 
in  the  reduction  of  the  mortality  by  treatment 
of  the  toxemias  expectantly  (that  is  by  re  t, 
isolation,  diet,  elimination,  morphia  and  the 
avoidance  of  rough  and  rapid  delivery),  there 
yet  remains  a considerable  percentage  of 
women  who  do  not  improve  sufficiently  under 
treatment,  or  if  they  improve  temporarily, 
soon  relapse.  Such  women  must  be  relieved  of 


the  extra  load  they  are  carrying  in  the  child, 
if  we  would  save  them  from  actual  eclampsia 
and  even  death.  Given  a woman  in  the  lat- 
ter months  of  pregnancy  who  has  become  toxic, 
has  been  treated,  has  improved  slightly  or 
markedly,  but  .who  begins  to  “go  bad”  again, 
then  is  the  time  to  induce  labor,  in  the  best 
interest  of  the  mother,  whether  the  child  is 
viable  or  not,  and  whether  circumstances  be 
convenient  or  not.  Only  by  such  a course  can 
we  as  a profession  eliminate  the  scourge  of 
eclampsia.  We  look  forward  to  a better  day, 
a day  when  symptoms  may  be  accurately 
treated  and  the  cause  removed  without  the  loss 
of  the  child,  but  as  yet  that  day  has  not 
dawned.  What  we  do  know  is  that  even  now, 
in  the  vast  majority  of  cases,  we  can  prevent 
eclampsia,  if  we  watch  our  patients  closely 
enough,  and  treat  them  as  outlined  above. 

Certain  multiparae,  who  have  had  difficult 
forceps  deliveries  at  term,  whether  from  over- 
size babies,  or  from  slightly  contracted  pelves, 
may  have  labor  induced  two  or  three  weeks 
before  term,  with  benefit  to  themselves  and 
their  offspring.  The  question  immediately 
arises  in  such  cases— when  are  they  “two  or 
three  weeks  from  term?”  That  we  cannot  say 
with  absolute  precision,  but  Ave  can  estimate 
accurately  enough  to  aA’oid  the  two  dangers  in- 
volved, which  are  inducing  labor  too  early, 
therefore  endangering  the  child,  or  waiting  too 
late  and  having  the  same  experience  as  in  the 
preceding  labors.  Without  going  into  details, 
the  following  observations  will  help  to  deter- 
mine the  time  to  safely  induce  labor  in  such 
cases:  A multipara  who  gh^es  a history  of 
difficult,  or  forceps  delweries,  should  first  of 
all  have  a careful  examination  of  her  pelvis 
so  that  we  may  have  a fair  idea  of  any  degree 
of  contraction : nothin*;  can  excuse  us  from 
this.  A Aery  careful  history  of  the  cessation 
of  menses  should  be  taken  and  recorded ; the 
date  of  first  fetal  mo\rements;  monthly  exami- 
nations of  the  abdomen,  noting  the  height  of 
the  top  of  the  fundus  above  the  symphysis; 
estimations  of  the  size  of  the  fetal  head  by  ex- 
ternal pelvimetry;  the  general  “feel”  of  the 
fetus;  the  condition  of  the  cervix,  which  may 
be  determined  by  rectal  or  vaginal  examina- 
tion. Another  class  of  multiparae,  almost  like 
the  above,  is  the  woman  who  habitually  runs 
OA'er-time,  and  has  a large  baby  as  a result; 
the  post-mature  fetus  about  which  we  hear  in- 
creasingly more.  When  such  women  come  un- 
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der  our  care,  it  seems  to  me  good  obstetrics  to 
induce  labor  on  her  when  her  time,  as  cal- 
culated by  an  accurate  menstrual  history,  has 
approximated  term. 

Dr.  Norris,  of  Philadelphia,  a very  experi- 
enced and  careful  obstetrician,  thinks  that  a 
primipara  with  a floating  head  at  term  should 
have  labor  induced,  providing  the  floating  head 
is  not  due  to  an  impossible  pelvis. 

The  question  of  lesser  degrees  of  contracted 
pelvis  deserves  consideration  in  this  connection. 
It  seems  to  me  that  we  may  safely  advise  a 
woman  with  such  a pelvis,  who  has  had  one 
or  more  difficult  labors,  that  induction  of  labor, 
even  as  much  as  four  weeks  before  the  care- 
fully estimated  full  term,  offers  her  and  her 
child  a safer  method  than  the  full  term  instru- 
mental delivery  or  Cesarean  sections.  We  may 
be  more  conservative  with  the  primipara,  who 
has  a mild  degree  of  contraction,  as  we  do  not 
know  before  hand  how  much  molding  may  take 
place,  nor  how  well  she  may  use  her  secondary 
powers  of  labor,  nor  can  we  tell  exactly  how 
much  contraction  any  one  woman  has.  In  ad- 
dition, there  are  a number  of  other  factors 
that  enter  into  such  a decision  with  a primi- 
para that  might  make  us  hesitate  to  induce 
labor  so  far  ahead.  With  slightly  contracted 
multipara,  however,  who  has  showed  what 
would  happen  in  one  or  more  previous  labors, 
there  is  no  question  in  my  mind  but  what  the 
induction  is  the  method  of  choice. 

In  certain  cases  of  placenta  previa,  where  the 
location  of  the  placenta  is  such  that  a rupture 
of  the  membranes  will  allow  the  head  to  come 
down  and  plug  the  lower  segment,  it  seems  to 
me  safer  to  induce  labor  in  such  cases  as  soon 
as  they  are  discovered,  rather  than  wait  for 
further  and  increasingly  dangerous  hemor- 
rhages. (Such  cases  should  have  bag  induc- 
tion). 

There  is  another  class  of  women,  not  a large 
class,  yet  one  that  we  will  all  recognize,  one 
that  we  all  see  occasionally,  and  in  this  class 
it  seems  to  me  we  are  fully  justified  in  induc- 
ing labor  two  weeks,  or  thereabouts,  before 
term : I refer  to  the  woman  who  is  extremely 
distressed  during  the  last  six  or  eight  weeks 
of  pregnancy,  whether  by  persistent  backache, 
very  pendulous  abdomen,  general  obesity  with 
profuse  sweating  in  the  hot  months,  inability 
to  walk  more  than  a few  steps  without  great 
discomfort,  vague  abdominal  pains,  general 
malaise,  and  occasionally  other  factors  that  are 


not  dangerous  in  themselves,  but  that  make 
and  keep  Avomen  miserable  during  these  latter 
weeks. 

Now  as  to  the  methods  of  induction  ! Unless 
the  indication  be  urgent,  it  would  seem  wise 
to  try  the  effect  of  non-mechanical  means  first 
in  every  case.  By  so  doing,  quite  an  appreci- 
able number  will  go  into  labor,  and  labor  so 
induced  is  certainly  safer  than  mechanically 
induced.  Watson,  of  Toronto,  has  reported 
425  cases  in  which  attempts  to  induce  labor  by 
a sequence  of  drugs,  have  been  successful  the 
first  time  in  about  75  per  cent.  His  plan,  un- 
less recently  changed,  is  as  follows : An  ounce 
of  castor  oil  is  given  at  12  M. ; one  hour  later 
ten  grains  of  hydrobromide  of  quinine;  one 
hour  later,  a soap  suds  enema,  copious  and  hot; 
one  hour  later,  ten  more  grains  of  quinine; 
three  hours  later  ten  grains  of  quinine.  If 
patient  has  not  gone  into  labor  nine  hours  from 
the  last  dose  of  quinine,  he  gives  y2  c.c.  of 
pituitary  extract,  and  repeats  this  every 
half  hour  for  six  doses,  if  pains  do  not  ensue. 
There  are  reports  from  other  men  that  pitui- 
tary extract  so  used  has  been  responsible  for 
the  premature  separation  of  the  placenta,  and 
I do  not  mention  this  use  of  pituitary  gland  to 
endorse  it. 

Castor  oil  sequence  having  failed,  the  patient 
is  never  any  the  Avorse  but  almost  invariably 
will  express  herself  as  feeling  decidedly  better 
the  next  day  after  taking  the  oil.  We  then 
haAre  to  decide  upon  which  of  the  mechanical 
means  we  will  use.  Of  these  we  have  at  our 
disposal  the  several  types  of  bags,  rectal  tubes, 
bougies,  packing  Avith  gauze,  and  simple  rup- 
ture of  the  membranes.  The  Voorhees’  ba<r  is 
the  generally  accepted  one,  although  there  are 
a number  of  others  used  to  induce  labor,  among 
Avhich  should  be  mentioned  the  Hirst  bac.  In 
cases  of  placenta  previa  where  we  wish  to  in- 
duce labor,  the  bag  is  just  what  we  want  until 
the  head  can  be  made  to  act  as  a plug,  but  in 
other  conditions  where  we  wish  to  induce  labor, 
it  seems  to  me  we  can  dispense  with  the  bag 
for  a better  means  of  induction.  By  better,  I 
mean  more  easily  and  more  aseptically  intro- 
duced, a more  nearly  natural  process  of  labor 
induced,  and  a less  painful  first  stage.  Either 
the  old,  soft,  very  flexible  rectal  tube,  as  advo- 
cated and  used  by  Dr.  Richard  Norris,  or  the 
gauze  packing,  introduced  through  a slightly 
curved  tube,  will  take  precedence  over  the  bags 
in  the  points  just  enumerated.  My  personal 
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preference  and  largest  experience  is  with  the 
gauze  packing.  This  does  not  require  a skilled 
or  surgically  clean  assistant — any  woman  of 
ordinary  intelligence  who  is  not  rattled  and 
who  wdll  listen  to  your  instructions,  will  be 
able  to  render  all  the  assistance  needed  to  in- 
troduce the  packing. 

Very  few'  multiparae  will  need  any  anes- 
thetic. I think  it  wise  to  give  a short  an- 
aesthetic to  every  primipara,  the  choice  of  the 
anaesthetic  depending  upon  the  indication  for 
the  induction. 

Dorsal  or  Sims’  posture  may  be  used;  the 
vulval  hair  should  be  closely  clipped  rather 
than  shaved;  the  external  genitalia  painted 
with  two  coats  of  3 per  cent  tincture  of 
iodine  (which  is  half  the  pharmacopoeial 
strength),  neutralized  as  soon  as  dry  by  the 
copious  application  of  alcohol ; or  the  external 
genitalia  maj'  be  painted  with  2 per  cent  mer- 
curochome  solution.  Two  fingers  are  then  in- 
troduced into  the  vagina  (and  not  removed 
until  all  the  packing  is  ini,  the  posterior 
vaginal  wall  retracted,  and  the  vaginal  vault 
and  portio  vaginalis  of  the  cervix  painted  with 
the  iodine  or  mercurochome  solution.  The  tip 
end  of  the  packer  is  then  gently  pushed  wTell 
up  through  the  cervix,  guided  by  the  two  fin- 
gers, which  are  usually  sufficient  for  that  pur- 
pose without  the  necessity  of  catching  the  cer- 
vix with  forceps.  The  assistant  now  holds  the 
jar  or  tube  of  packing  close  to  the  receiving  end 
of  the  packer  and  the  end  of  the  gauze  is 
easily  fed  into  the  packer  by  means  of  the 
plunger,  without  haifing  to  be  touched  by  any- 
thing. Thus,  the  gauze  is  fed  into  the  lower 
segment  of  the  uterus  directly  from  the  sterile 
container  and  through  a sterile  tube — nor  can 
this  little  operation  be  done  in  any  cleaner  man- 
ner. From  two  to  four  yards  of  a two  inch 
gauze  strip  can  usually  be  packed  in ; the  direc- 
tion of  the  inner  end  of  the  tube  being  changed 
slightly  several  times,  during  the  procedure, 
so  that  as  much  as  possible  of  the  lower  seg- 
ment may  be  filled.  The  more  accurately  this 
is  done  the  quicker  and  more  surely  will  labor 
ensue.  Gauze  for  this  purpose  should  be  in 
strips  four  to  five  yards  long  and  two  inches 
Avide.  Such  strips  can  conveniently  be  carried 
in  very  large  heavy  test-tube-shaped  glass  con- 
tainers, such  as  may  be  purchased  from  any 
supply  house.  The  strip  is  packed  lightly  into 
the  large  test  tube,  the  top  stuffed  with  cot- 
ton, the  whole  wrapped  in  some  heavy  cotton 


container  and  thus  sterilized.  When  used,  the 
assistant  removes  the  outside  wrapping,  Avhich 
may  be  folded  back  over  the  hand,  the  opera- 
tor removes  the  cotton  stopper,  and  the  assist- 
ant then  holds  the  top  of  the  test  tube  in  close 
proximity  to  the  packing  tube,  into  which  the 
gauze  is  fed  immediately  from  the  test  tube. 

Labor  pains  will  begin  at  various  lengths  of 
time  from  the  packing.  I have  seen  this  vary 
all  the  Avay  from  beginning  before  the  patient 
got  back  to  her  bed,  to  one  case,  in  which  the 
pack  had  not  induced  labor  thirty-six  hours 
later.  When  pains  do  begin,  however,  they 
progress  more  nearly  like  normal  labor,  and  I 
am  sure  that  they  cause  less  pain  to  the  Avornan 
than  labor  induced  Avith  a bag.  Gauze  pro- 
motes the  softening  of  the  cervix  and  its  re- 
traction and  obliteration  in  a way  more  nearly 
simulating  normal  labor  than  bags. 

I do  not  know  of  any  disadvantages  of  this 
method;  it  has  never  failed  to  induce  labor  but 
once  for  me,  although  I know  it  sometimes 
fails.  HoAvever,  bags  slip  out,  pains  cease  and 
the  bags  haA'e  to  be  put  back  in  some  cases. 

If  reasonable  degree  of  gentleness  be  used  in 
the  manipulations,  the  membranes  will  seldom 
be  ruptured.  If  this  does  happen,  the  gauze 
will  not  be  so  effectWe  in  bringing  on  labor  as 
will  a bag,  and  it  is  wise,  where  possible,  to 
have  a bag  ready  for  use,  if  needed.  If  pains 
do  not  ensue  within  tAventy-four  hours,  I be- 
lieve it  will  be  safer  to  remove  the  packing, 
as  such  a foreign  body,  Avhen  left  in  too  long 
(no  matter  how  cleanly  put  in)  invites  sepsis. 

This  paper  has  not  included  every  condition 
occurring  during  pregnancy  in  which  induction 
may  be  advantageously  used,  but  has  covered 
the  majority  and  has,  I hope,  served  to  refresh 
our  memories  regarding  a useful  procedure. 

530  Shirley  Avenue. 

STUDY  OF  THE  FUNCTIONAL  CAPACITY 
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For  the  sake  of  orientation  wye  will  first 
briefly  epitomize  the  prevailing  concept  of  the 
physiology  of  urinary  excretion.  The  kidneys 
have  an  abundant  blood  supply,  the  renal 
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arteries  taking  off  directly  from  the  abdomi- 
nal aorta  and  being  quite  short.  The  arterial 
system  leads  eventually  to  the  glomeruli  of 
the  kidneys  where  the  arterioles  break  up  into 
large  capillary  tufts.  The  vessels  leading  from 
the  glomeruli  are  distinctly  smaller  than  the 
afferent  ones.  This  favors  the  idea  that  the 
blood  in  passing  through  the  glomerulus  loses  a 
large  proportion  of  its  water.  The  arterioles 
leading  from  the  glomeruli  break  up  again  into 
a second  capillary  network  distributed  around 
the  convoluted  tubules.  This  double  capillary 
system  is  quite  unique  among  the  organs  of  the 
bod^'  and  justifies  in  part  the  assumption  that 
while  water  and  perhaps  other  substances  pass 
out  through  the  glomeruli,  the  excretion  of  cer- 
tain  other  constituents  of  the  urine  is  a func- 
tion of  the  convoluted  tubules. 

Briefly,  the  prevailing  theory  is  that  fluid 
passes  out  through  the  capillary  walls  in  the 
glomeruli,  through  the  very  thin  Bowman’s 
capsule  purely  by  physical  processes,  and  that 
this  transudative  fluid  contains  its  constituents 
in  approximately  the  same  concentration  as 
that  of  the  blood  plasma.  The  glomerulus 
acts  as  a semi-permeable  membrane  allowing 
passage  to  water  and  most  of  the  crystalloid 
substances  but  holding  back  the  colloids.  As 
this  very  dilute  urine  passes  the  cells  of  the 
convoluted  tubides  it  is  altered  by  the  resorp- 
tion of  some  of  its  constituents  through  the 
epithelium  and  back  into  the  blood  stream. 
Aschoff  divides  the  urine  excretory  system  into 
three  sections,  the  glomerulus  or  filtration  ap- 
paratus, the  proximal  convoluted  tubule  or  re- 
sorption apparatus,  and  the  loop  of  Henle. 
which  serves  as  a pressure  regulator. 

The  colloidal  chemists  explain  the  resorption 
of  water  in  the  primary  tubules  on  physical 
grounds.  Fischer  believes  that  blood  rich  in 
carbon  dioxid,  such  as  arterial  blood,  has  a 
to  swell  or  absorb  water,  while  blood  poor  in 
carbon  dioxide,  such  as  arterial  blood,  has  a 
tendency  to  give  up  water  or  shrink.  The  ar- 
terial blood  in  the  glomeruli  gives  up  water 
readily  Avhile  the  venous  blood  in  the  second 
set  of  capillaries  tends  to  absorb  water. 

The  resorption  of  water  explains  the  con- 
centration of  urine  but  it  does  not  explain  the 
alteration  in  proportion  of  the  various  ele- 
ments. Sodium  chlorid  is  concentrated  to 
double  the  plasma  strength,  while  urea  is  con- 
centrated about  forty  times.  In  explaining 
this,  Cushny  divides  the  constituents  of  the 


blood  plasma  into  threshhold  bodies  and  non- 
threshhold  bodies.  Dextrose,  chlorid  and 
sodium  are  threshhold  bodies  and  are  excreted 
only  when  their  concentration  in  the  blood  ex- 
ceeds a certain  percentage.  Threshhold  bodies 
are  necessary  for  vital  processes  and  are  re- 
tained unless  in  excess.  On  the  other  hand, 
substances  which  are  of  no  use  to  the  body, 
such  as  urea,  are  excreted  when  present  even  in 
small  amounts  and  in  this  way  have  no  appre- 
ciable threshhold  of  excretion. 

According  to  the  colloidal  theory,  substances 
with  threshhold  value  pass  through  the  glo- 
meruli but  are  resorbed  along  with  water 
through  the  tubular  epithelium. 

Aschoff  maintains  that  in  such  a condition 
as  mercury  poisoning , mercury  is  excreted 
through  the  glomerulus  and  it  is  only  during 
its  resorption  through  the  tubules  that  dam- 
age to  the  latter  occurs.  Gil-y-Gil  has  demon- 
strated that  in  experimental  uranium  poison- 
ing the  epithelial  cells  damaged  during  x-esorp- 
tion  acquire  a tolerance  to  the  poison.  Lethal 
doses  may  be  subsequently  given  with  impunity, 
the  uranium  being  excreted  in  the  urine  in- 
stead  of  being  taken  up  in  the  cells.  This  gives 
us  an  insight  into  one  phase  of  the  production 
of  chronic  nephritis.  The  epithelial  cells  be- 
eonxe  less  permeable,  if  we  may  use  this  term, 
to  the  substances  which  have  passed  out 
through  the  glomeruli  and  do  not  resorb  them 
as  they  should.  This  is  probably  true  of  water 
as  well  as  of  the  substances  in  solution.  As  a 
result,  the  concentrating  ability  of  the  kidneys 
becomes  damaged. 

We  have  been  accustomed  to  describe  paren- 
chymatous nephritis  and  glomerular  nephritis. 
In  the  one  the  damage  appears  to  have  been 
chiefly  tubular,  in  the  other  glomerular.  But 
both  systems  are  more  or  less  involved  in  either 
type  and  the  clinical  differentiation  is  often 
difficult  or  impossible.  The  word  nephritis  pre- 
supposes  an  infection  or  inflammation  of  the 
kidneys.  Nephrosis  is  a designation  applied 
to  those  types  of  renal  pathology  in  which 
there  is  no  evidence  of  infectious  origin  and 
in  which  the  cause  appears  to  have  been  toxic. 
This  applies  particularly  to  those  cases  with 
predominant  involvement  of  the  tubular  epi- 
thelium. Parenchymatous  nephritis  is  char- 
acterized by  degeneration  of  the  epithelium  lin- 
ing the  uriniferous  tubules  with  little  or  no 
involvement  of  the  glomeruli.  The  kidney  is 
slightly  enlarged,  the  coxffex  broadened,  and 
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an  excess  of  fat  deposit  is  found  in  the  cells 
of  the  tubules.  As  a general  rule  there  is  no 
cellular  infiltration  of  the  connective  tissue 
suggestive  of  localized  infection,  so  that  we 
may  consider  this  condition  a nephrosis.  This 
is  the  type  of  picture  observed  in  mercuric 
chlorid  poisoning. 

In  acute  and  chronic  glomerulonephritis  the 
gross  appearance  resembles  that  of  parenchy- 
matous nephritis.  The  tubules  are  involved  in 
greater  or  less  degree,  the  glomeruli  are  swol- 
len and  show  an  increase  in  the  number  of 
nuclei  dependent  on  multiplication  of  both  en- 
dothelial and  epithelial  elements  and  in  the 
advanced  cases  a crescentic  mass  of  desqua- 
mated cells  occupies  the  capsular  space.  These 
are  usually  inflammatory  changes.  Glomerular 
involvement  does  not  undergo  such  complete 
recovery  as  does  the  parenchymatous  type.  The 
vascular  tufts  become  adherent  in  places  to 
the  capsule  and  destruction  of  portions  of  the 
glomerulus  results  in  partial  hyalinization. 

The  interstitial  connective  tissue  almost  in- 
variably undergoes  proliferation  and  it  was 
customary  formerly  to  distinguish  a parenchy- 
matous and  an  interstitial  type  of  nephritis, 
depending  upon  the  degree  of  connective  tissue 
formation.  Weigert  has  shown,  however,  that 
chronic  parenchymatous  lesions  are  nearly  al- 
ways associated  with  interstitial  growth.  He 
interprets  the  connective  tissue  proliferation 
as  an  attempt  to  fill  in  the  defect  caused  by  the 
destruction  of  parenchyma,  that  is,  a replace- 
ment fibrosis. 

The  secondary  contracted  kidney  follows  ex- 
tensive parenchymatous  destruction  and  con- 
nective tissue  overgrowth  and  we  may  look 
upon  this  as  the  end  stage  of  a chronic  glo- 
merulonephritis. The  scar  tissue  in  the  kidney 
has  a patchy  distribution. 

The  primary  contracted  kidney  or  red  granu- 
lar kidney  differs  in  many  essentials  from  the 
types  of  kidneys  just  described.  In  the  red 
granular  kidney  we  observe  bands  or  wedge- 
shaped  areas  of  fibrous  tissue  enclosing  atro- 
phic tubules  and  obliterated  glomeruli,  alter- 
nating with  active  parenchyma.  The  glo- 
meruli are  small,  hyalin  and  surrounded  bv  a 
thickened  capsule.  They  have  suffered  total 
destruction.  In  other  poi'tions  of  the  kidney 
they  are  normal.  The  arterial  walls  in  the 
red  granular  kidney  are  always  affected.  The 
elastic  layer  becomes  thickened  and  the  intima 
undergoes  fatty  degeneration.  These  de- 


generative lesions  are  undoubtedly  a phase  of 
arteriosclerosis,  and  the  vascular  lesion  or 
arteriosclerosis  is  probably  the  chief  factor  in 
the  production  of  the  primary  contracted  kid- 
ney. The  vascular  changes  are  followed  by 
nutritional  disturbances  which  endanger  par- 
ticularly the  glomeruli.  After  their  destruc- 
tion the  tubules  atrophy  from  disuse.  Thus  we 
see  that  the  renal  damage  in  all  forms  of  ne- 
phritis involves  both  the  glomeruli  and  the 
tubules,  and  the  variations  in  the  different 
types  are  only  relative.  Even  in  the  arterio- 
sclerotic or  primary  contracted  kidney  both 
systems  are  involved.  It  is  apparently  only  in 
true  nephrosis  that  the  glomeruli  remain  rela- 
tively free  from  damage. 

We  can,  therefore,  x-eadily  understand  the 
difficulty  of  attempting  to  localize  renal  in- 
jury  in  the  living  patient,  whether  in  the 
tubules  or  in  the  o-lomeruli.  It  is  far  safer  and 
more  correct  to  speak  of  acute  or  chronic  ne- 
phritis with  or  without  hypertension,  thus  de- 
scribing the  renal  pathology  as  a whole.  This 
attitude  has  been  urged  particularly  by  Chris- 
tian in  this  counti'v  and  by  Jores  and  others 
in  Europe. 

The  fallaciousness  of  simple  qualitative  urin- 
alyses is  known  to  all.  The  value  of  func- 
tional tests  is  conceded.  The  interpx*etation  of 
their  significance  is,  on  the  other  hand,  not 
always  above  question.  We  no  longer  think  of 
the  salicylic  acid  test  as  a measure  of  the 
permeability  of  the  glomeruli,  the  methylene 
blue  test  as  a nxeasure  of  the  osmotic  function 
of  the  epithelial  cells,  and  the  phlorizin  test 
as  a means  of  determining  the  secretory 
ability  of  the  renal  epithelium.  Even  with 
those  tests  which  are  in  general  use  today  it 
is  hazardous  to  venture  conci'ete  hypotheses 
with  regard  to  their  modus  operandi  in  the  kid- 
ney. 

In  terms  of  the  preceding  discussion  we  may, 
however,  at  a certain  risk  of  accuracy,  visualize 
the  reaction  of  the  kidneys  to  the  commonly 
used  functional  tests  somewhat  as  follows : 

Disease  of  the  kidneys  affects  the  body  either 
by  allowing  substances  to  pass  out  which  should 
be  retained,  or  by  l’etaining  substances  which 
ought  to  pass  out.  Of  the  substances  which 
should  be  retained  but  do  escape,  albumin  is 
of  chief  importance.  Of  those  which  should 
he  excreted  but  are  retained  those  commonly 
measured  are  uric  acid,  urea  and  creatinin. 
Either  the  glomerular  membrane  becomes  less 
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permeable  to  them  or  they  are  resorbed  in  the 
tubules.  The  former  seems  the  more  likely. 
These  are  non-threshhold  substances  and  nor- 
mally are  not  resorbed.  Moreover,  observations 
indicate  a diminution  rather  than  an  increase 
in  the  absorptive  capacity  of  the  tubules. 

Phenolsulphonephthalein  is  an  organic 
dyestuff  towards  which  the  body  reacts  as  it 
does  toward  urea.  Undoubtedly  it  is  excreted 
through  the  glomerular  epithelium  and  nor- 
mally  is  not  resorbed  to  any  great  extent  in 
the  tubules.  Like  urea,  in  chronic  nephritis  it 
probably  does  not  pass  as  readily  through  the 
glomeruli.  The  reaction  of  the  kidneys  to 
phenolsulphonephthalein  is  proportionately  so 
similar  to  their  reaction  to  urea  and  other  ni- 
trogenous substances  that  the  phthalein  test 
has  come  to  be  used  as  a measure  of  the  capac- 
ity for  excretion  of  nitrogenous  substances. 

We  cannot  at  present  explain  with  entire 
satisfaction  the  inability  of  the  damaged  kid- 
neys to  concentrate  those  crystalloids  which  do 
pass  the  glomerulus.  The  fluid  passing  through 
the  glomeruli  presumably  contains  those 
crystalloids  which  are  not  materially  obstructed 
in  about  the  same  concentration  as  in  the 
blood.  Failure  to  concentrate  is  then  pre- 
sumably due  to  some  change  in  the  tubular 
epithelium.  We  have  seen  that  the  chronically 
poisoned  epithelium  becomes  less  permeable  to 
certain  substances.  It  is  possible  that  the 
failure  to  concentrate  substances,  such  as 
sodium  chlorid,  is  due  to  lessened  resorptive 
capacity  for  water. 

We  are  not  so  much  interested  in  sodium 
chlorid  as  an  excretory  product  as  we  are  in 
the  kidneys’  ability  to  concentrate. 

It  is  usually  stated  that  the  urea  excretion 
is  an  index  of  jrlomerular  function,  while  salt 
and  water  excretion  is  an  index  of  tubular 
function.  The  two  latter  are  threshhold  bodies. 
F rom  the  foregoing  we  can  see  how  in  a general 
way  this  may  be  true. 

Normally  the  kidneys  can  concentrate  uric 
acid  about  twenty-three  times,  urea  sixty  times, 
and  creatinin  one  hundred  times.  With  func- 
tional impairment,  therefore,  uric  acid,  which 
is  concentrated  with  least  ease,  increases  first 
in  the  blood,  while  creatinin  does  not  increase 
materially  until  toward  the  end  stages  of  a 
chronic  nephritis. 

We  will  not  detail  the  normal  standards  for 
the  various  functional  tests. 

Certain  generalizations  have  been  made  from 


functional  studies,  which,  while  in  the  main 
correct,  have  important  exceptions,  and  it  is 
our  desire  briefly  to  direct  attention  to  certain 
of  these.  It  has  been  stated,  for  example,  that 
the  examination  of  a single  specimen  gives  no 
information  regarding  the  functional  capacity 
of  the  kidney.  It  is  true  that  little  infonna- 
tion  is  gained  from  a single  urinalysis  and  that 
when  its  specific  gravity  is  low,  we  have  no  in- 
dication of  the  functional  capacity  of  the  or- 
gan. But  when  the  specific  gravity  is  1020 
or  above  we  may  be  confident  that  the  concen- 
trating ability  of  the  kidney  is  reasonably  good, 
and  that  nitrogenous  substances  are  being  ex- 
creted by  the  kidney  in  essentially  a normal 
manner.  Thus,  a single  specimen  with  high 
specific  gravity  is  of  definite  value.  Of  course 
it  is  necessary  to  rule  out  the  presence  of  sugar. 

It  has  been  stated  that  when  the  phthalein 
excretion  is  high  we  may  be  confident  that  there 
is  no  nitrogen  retention  in  the  blood.  This  is 
not  always  true.  The  particular  exception  is 
to  be  found  in  acute  nephritis.  Thus,  a patient 
excreting  50  per  cent  phenolsulphonephthalein 
in  two  hours  (nearly  a normal  figure)  had  a 
salivary  urea  index  of  80  with  calculated 
blood  urea  81  and  non-protein  nitrogen  con- 
centration in  the  blood  of  78  milligrams  per 
100  c.c.  This  increased  until  the  patient  had 
typical  uremic  convulsions  while  the  phthalein 
elimination  never  fell  below  45  per  cent  in  two 
hours.  The  kidney  was  able  to  eliminate 
phenolsulphonephthalein,  etc.,  in  normal  con- 
centration, but  the  trouble  lay  in  the  water  ex- 
cretion which  was  so  greatly  impaired  that  not 
enough  water  could  pass  through  to  prevent 
the  damming  back  of  urea  in  the  blood.  In 
support  of  this,  the  water  excretion  in  two 
hours  following  a heavy  fluid  intake  was  300 
c.c.  instead  of  the  normal  1,000  c.c.,  and  the 
specific  gravity  was  1,018  as  contrasted  with 
the  normal  of  1,005  for  this  test.  Acute 
nephritis  is  then  an  exception  to  the  generaliza- 
tion that  with  a high  phthalein  excretion  there 
is  no  nitrogenous  retention  in  the  blood. 

A high  specific  gravity  does  not  necessarily 
indicate  normal  ability  to  concentrate  urine. 
We  may  find  lack  of  flexibility  in  the  two- 
hourly  renal  test,  the  variation  in  specific 
gravity  throughout  the  day  being  less  than  10 
points,  showing  distinct  fixation  of  specific 
gravity  at  a high  level.  This  is  particularly 
apt  to  occur  in  parenchymatous  lesions  and  we 
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have  observed  it  repeatedly  in  cases  of  long- 
standing focal  sepsis. 

A tendency  toward  fixation  of  specific 
gravity  at  a high  level  may  appear  in  normal 
individuals  who  from  habit  have  a low  water 
intake.  This  observation  is  of  help  in  directing 
their  daily  routine  in  that,  with  a greater  fluid 
intake,  they  develop  a normal  type  of  reaction. 
We  have  found  that  such  an  individual  can  be 
fairly  readily  differentiated  from  the  low 
grade  nephritic  by  increasing  the  fluid  intake 
throughout  the  day.  Large  amounts  of  water 
are  given  during  the  day  but  none  after  six 
or  seven  P.  M.  Where  it  is  simply  a matter  of 
fluid  intake,  the  night  volume  and  specific 
gravity  are  within  normal  limits.  Where  there 
is  true  damage,  an  abundant  fluid  intake  dur- 
ing the  day  may  overcome  the  fixation  in  the 
day  specimens  with  resulting  normal  fluctua- 
tion, but  at  night  the  volume  is  increased  and 
the  specific  gravity  often  falls  below  normal. 

Thus,  an  individual  on  whom  numerous 
two-hourly  renal  tests  have  been  performed, 
usually  showed  a specific  gravity  ranging  be- 
tween 1,020  and  1,026,  about  half  the  normal 
variation.  His  night  output  was  on  one  occa- 
sion 360  c.c.  with  specific  gravity  1,020.  These 
night  fiures  are  normal,  the  day  figures  normal 
except  for  diminished  variation.  After  an 
abundant  fluid  intake  the  specific  gravity  of 
the  day  collections  varied  from  1,010  to  1,025, 
which  is  again  normal,  but  the  night  output 
was  1,125  c.c,  practically  twice  normal. 

Our  experience  has  been  that  in  early  kid- 
ney damage,  particularly  that  resulting  from 
low  grade  focal  infection,  the  picture  presents 
either  a negative  urinalysis  or  an  occasional 
cast  and  leucocyte  with  or  without  albumin, 
and  a tendency  toward  fixation  of  specific 
gravity  at  a high  level  without  ability  to  con- 
centrate the  night  urine  following  heavy  fluid 
intake. 

However,  no  one  test  is  sufficient  in  all  cases 
and  no  study  of  renal  function  even  in  the 
mildest  nephrotic  is  sufficiently  complete  unless 
all  of  those  tests  of  proven  value  have  been 
made  and  correlated.  No  single  functional 
test  is  sufficient  for  the  recognition  of  early 
pathology.  This  is  due  chiefly  to  two  factors : 
First,  excretion  for  some  substances  may  be 
normal  while  impaired  for  others,  and,  second, 
even  in  the  normal  there  is  considerable  fluctua- 
tion in  the  response,  and  multiple  checks  must 
therefore  be  applied. 


The  question  arises,  which  tests  should  be 
used  by  preference.  In  England  the  estima- 
tion of  the  blood  urea  and  of  the  urinary  urea 
concentration  are  held  important.  In  France 
reliance  is  placed  chiefly  upon  the  estimation 
of  blood  urea,  the  maximum  concentration  of 
urea  in  the  urine,  and  on  Ambard’s  co-efficient 
of  urea  excretion.  In  the  United  States  blood 
nitrogen  estimations  and  the  phenolsnlphone- 
phthalein  test  are  most  commonly  used. 

To  these  latter  we  would  add  as  essential  for 
a proper  evaluation  of  kidney  function,  the 
two-hourly  concentration  test  and  the  water 
excretion  test.  The  urea  concentration  factor 
is  equally  valuable  but  has  no  great  superiority 
over  the  phthalein. 

Medical  Arts  Building. 


HODGKIN’S  DISEASE— AN  ATYPICAL 
CASE.* 

By  O.  O.  ASHWORTH,  M.  D.,  Richmond,  Va. 

From  the  Medical  Department  of  St.  Elizabeth’s  Hospital. 

Mr.  H.  W.  M.  B.,  single,  American,  age 
twenty-seven,  occupation,  farmer,  admitted  to 
St.  Elizabeth’s  Hospital  December  6,  1923, 
complaining  of  “cramping  pain  in  the  legs 
and  hips,  and  headache.” 

His  family  history  was  essentially  negative 
and  his  past  history  was  negative  except  that 
he  had  just  recovered  from  an  operation  for 
appendicitis,  at  which  time  his  tonsils  were 
also  removed. 

The  history  of  the  present  illness  given  by 
the  patient  was  essentially  as  follows:  Nine 
months  ago,  he  had  a great  deal  of  cramping 
pain  in  his  hips  and  legs  which  was  intermit- 
tent and  had  no  tendency  to  be  exaggerated  at 
any  special  time  during  the  day.  About  one 
month  later  he  had  “flu”  and  was  confined  to 
bed  for  a period  of  six  weeks.  About  two 
months  later  he  had  another  attack  of  “flu” 
and  was  compelled  to  be  in  bed  for  about  two 
weeks.  He  continued  to  feel  badly  generally 
and  soon  afterward  his  attention  was  called  to 
some  enlarged  glands  in  his  neck.  For  this  he 
consulted  an  osteopath,  who  told  him  that  he 
had  “liver  trouble”  and  goitre  and  gave  him 
some  electrical  treatment. 

His  condition  did  not  improve  and  he  con- 
sulted a physician  who  advised  the  removal  of 
his  tonsils  and  appendix,  which  was  done  six 
weeks  before  admission  to  St.  Elizabeth’s  Hos- 
pital. After  the  operation  the  surgeon  in- 

*Read  before  the  Richmond  Academy  of  Medicine,  December, 
1924. 
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formed  him  that  his  spleen  was  found,  to  be 
enlarged  and  advised  him  to  come  to  Rich- 
mond for  X-ray  treatment  for  “blood  trouble.” 

There  was  no  history  of  epistaxis  or  unusual 
hemorrhage  or  easy  bruising. 

The  cramping  in  his  legs  had  seemed  better 
since  the  operation,  but  he  was  becoming 
much  weaker  and  was  rapidly  losing  weight. 
The  glands  in  his  neck  seemed  to  be  somewhat 
larger  than  when  first  noticed,  but  were  never 
red  or  tender. 

Briefly:  His  P.  E.  indicated  a well  de- 
veloped man  of  medium  height  with  signs  of 
marked  loss  of  weight.  His  temperature  was 
100.8  when  admitted  to  the  hospital.  The  skin 
was  sallow,  mucous  membranes  pale,  the  con- 
junctiva yellow,  and  the  tongue  pale  and 
slightly  coated.  There  were  glands  in  the 
lower  left  cervical  chain  which  were  consider- 
ably enlarged,  each  being  about  the  size  of  a 
small  cherry.  The  glands  were  freely  movable, 
slightly  indurated  and  not  tender.  There  were 
no  other  palpable  glands. 

Thorax  : The  right  supraclavicular  fossa 
was  deeper  than  the  left.  Expansion  was  ap- 
parently equal  on  the  two  sides.  There  was 
definite  increase  in  retro-sternal  dulness  which 
extended  to  5 cm.  from  the  M.  L.  in  the  left 
second  I.  C.  S.  There  was  slight  dulness  in 
the  left  axilla  from  the  7tli  I.  C.  S.  to  the  base 
and  in  the  right  axilla  from  the  8th  I.  C.  S. 
to  the  base  There  Avas  some  increase  in  inter- 
scapular dulness  on  both  sides,  more  marked 
on  the  left.  There  were  increased  W.  V. 
sounds  with  prolongation  of  expiration  at  the 
left  apex  anteriorly  to  the  third  rib  and  pos- 
teriorly to  the  spine  of  the  scapula.  There 
Avere  no  rales. 

Heart-.  Apex  impulse  in  4th  I.  C.  S.,  10y2 
cm.  from  the  M.  L.  There  was  a Avell  marked, 
visible  precordial  pulsation,  Avhich  was  maxi- 
mal over  the  2nd  and  3rd  I.  C.  S.,  to  the  left 
of  the  sternum.  An  inconstant  systolic  mur- 
mur was  heard  at  the  apex  which  was  not 
transmitted  to  the  axilla  and  a definite  systo- 
lic blow  at  the  pulmonic  area  which  Avas  not 
transmitted.  All  sounds  were  of  fair  quality, 
the  pidse  Avas  regular  in  F.  and  R.  Medium 
volume  33  to  14  minute.  The  blood  pressure 
Avas  104/48. 

Abdomen-.  Abdomen  was  moderately  dis- 
tended and  tense.  There  was  a right  rectus 
incision  of  recent  date,  which  had  healed  sat- 
isfactorily. There  was  no  tenderness  at  any 


point.  Tympany  extended  to  flanks.  There 
was  no  shifting  dulness.  There  was  liver  flat- 
ness from  the  4th  rib  down  to  the  costal  bor- 
der and  the  area  of  splenic  dulness  was  con- 
siderably increased.  The  edge  of  the  spleen 
could  be  felt  on  deep  inspiration  and  ap- 
peared fairly  sharp  and  not  tender. 

The  knee  jerks  Avere  obtained  only  after  re- 
inforcement. 

Examination  was  otherwise  negative. 

Routine  Blood  Examination:  The  Hbg.  was 
55  per  cent  (Sahli),  the  R.  B.  C.  3,960,000 
and  the  W.  B.  C.  was  10,800.  Polys  70,  Eosi- 
nophiles  3 per  cent,  Large  Mononuclears  18 
per  cent,  Lymphocytes  5 per  cent.  Smear 
shoAved  some  achromia  of  the  R.  B.  C.  AA'ith  ap- 
parent increase  of  platelets. 

Routine  urine  examination  Avas  negative  ex- 
cept for  a trace  of  albumen. 

Intravenous  phenolsulphonephthalein  test 
shoAA'ed  70  per  cent  excretion  of  phthalein  the 
first  hour  and  a trace  the  second  hour. 

Gastric  analysis  shoAved  a trace  of  bile  in 
all  specimens  with  about  1/10  the  normal 
amount  of  free  and  comb,  acid  in  a fractional 
test  meal. 

Blood  culture  Avas  negative.  Repeated  stool 
examinations  were  negathe  for  parasites.  The 
Wassermann  was  negative. 

An  X-ray  examination  of  the  chest  by  Dr. 
F.  M.  Hodges  was  negative. 

From  the  enlargement  of  the  cervical  lymph 
nodes,  apparent  enlargement  of  the  spleen,  the 
blood  picture  and  general  symptoms  of  the 
patient,  a tentative  diagnosis  of  Hodgkin’s  dis- 
ease Avas  made. 

On  December  14th,  under  local  anesthesia,  a 
gland  Avas  removed  from  the  neck  by  Dr.  J. 
Shelton  Horsley  for  histological  examination. 
Sections  of  the  gland  Avere  quite  suggestive  of 
Hodgkin’s  disease.  This  diagnosis  was  sub- 
sequently made  from  sections  sent  to  Dr.  Bro- 
ders  of  the  Mayo  Clinic. 

The  patient  Avas  ghTen  X-ray  treatment  by 
Dr.  Fred  Hodges  over  the  splenic  area,  upper 
thorax,  mediastinum  and  neck.  After  three 
treatments  over  a period  of  fnre  days  the  pa- 
tient’s temperature,  which  had  ranged  from 
100  to  1021/2,  became  normal.  His  appetite 
and  general  condition  steadily  improved  and 
a letter  from  him  three  months  from  the  time 
of  treatment  indicates  that  he  is  up  and  around 
and  in  apparently  good  condition. 

The  crucial  test  in  the  differential  diagnosis 
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in  this  case  was  in  the  histological  examina- 
tion of  the  lymph  gland  excised  for  diagnostic 
purpose.  From  the  history,  clinical  symptoms 
and  P.  E.  the  diagnosis  had  to  be  made  from 
the  following  diseases: 


Section  from  the  cervical  gland  showing  lymphosarcoma  of 
the  Hodgkin’s  type,  x200. 


Hodgkin’s  disease,  the  leukemias,  an  acute 
bacteremia,  syphilis,  tuberculosis,  lymphosar- 
coma, malignancy,  and  endoearitis. 

The  blood  picture  was  characteristic  of 
Hodgkin's  disease  and,  of  course,  eliminated 
the  leukemias.  There  was  no  evidence  of  a 
focus  for  an  acute  bacteremia  and  repeated 
blood  cultures  were  negative.  The  stool  exami- 
nation was  negative  for  typhoid.  The  en- 
largement of  the  spleen  and  localization  of 
lymphatic  enlai'gement,  lymphopoenia,  nega- 
tive history  and  negative  Wassermann  reaction 
largely  ruled  out  syphilis  as  a cause  of  the 
glandular  hyperplasia.  While  tuberculosis  is 
a common  cause  of  progressive  lymph  gland 
enlargement,  it  is  most  frequent  in  young  peo- 
ple, pyrexia  is  not  so  often  marked,  the  glands 
are  usually  matted  together,  areas  of  necrosis 
and  softening  occur  in  the  gland  and  the  in- 
flammation extends  into  the  periglandular  tis- 
sues, often  with  involvement  of  the  skin  and 


fistula  formation.  In  tuberculosis  there  is 
usually  a relative  lymphocytosis,  and  often 
signs  of  tuberculosis  elsewhere  in  the  body. 
A differential  diagnosis  from  lymphosarcoma 
would  have  been  difficult  had  there  not  been 
a histological  examination  of  the  excised 
gland. 

Where  lymphosarcoma  ends  and  Hodgkin’s 
disease  begins  is  not  settled.  Those  cases  which 
have  a localized  focus,  a strong  tendency  to 
metastasize  to  periglandular  tissues,  with  a 
rapidly  fatal  ending,  and  which  have  leucocy- 
tosis  as  their  most  prominent  feature,  are 
styled  lymphosarcoma.  Similar  cases  with  the 
addition  of  enlargement  of  the  spleen,  but  a 
fairly  rapid  fatal  ending,  are  termed  acute 
Hodgkin’s  disease. 

McCarthy  is  of  the  opinion  that  the  lympho- 
sarcoma and  Hodgkin’s  disease  may  be  but  dif- 
ferent manifestations  of  the  same  condition. 

In  regard  to  a true  malignancy,  there  were 
no  marked  G.  I.  symptoms  or  other  evidence 
of  a malignancy  as  a primary  focus. 

The  history  of  the  case,  blood  picture, 
absence  of  cardiac  symptoms  and  enlargement, 
and  negative  blood  cultures,  might  have  war- 
ranted an  exclusion  of  endocarditis  as  a cause 
of  the  pyrexia,  but  here,  too,  the  crucial  test 
in  the  differential  diagnosis  was  in  the  histolog- 
ical examination  of  the  lymph  gland  excised 
for  diagnostic  purpose. 

The  preceding  case,  while  not  an  atypical 
case  of  Hodgkin’s  disease,  nevertheless  pre- 
sented certain  features  which  could  easily  have 
led  to  a mistake  in  diagnosis.  The  features 
in  the  differential  diagnosis  have  been  previ- 
ously mentioned. 

Hodgkin’s  disease,  while  infrequent,  is  not 
rare  and  comes  next  in  frequency  to  tuber- 
culosis as  a cause  of  progressive  lymph  gland 
enlargement  in  young  people.  Trousseau  has 
divided  the  disease  into  three  clinical  periods : 
the  latent  period,  the  period  of  progress  and 
generalization,  and  the  cachectic  period.  In 
the  majority  of  patients  the  latent  period  is 
passed  over  without  any  symptoms  that  at- 
tract their  attention  and  slight  glandular 
swelling  is  the  first  symptom  noted.  The 
symptoms  vary  as  the  disease  progresses,  ac- 
cording to  the  resistance  of  the  patient  and 
the  location  and  extent  of  glandular  involve- 
ment. In  the  greatest  number  of  cases,  the 
patient  first  consults  the  physician  because  of 
the  discovery  in  some  location  of  enlarged 
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glands  which  have  developed  painlessly; 
usually  such  glands  are  noted  in  the  neck.  Col- 
lection of  cases  in  literature  give  a percentage 
of  fifty  per  cent  or  over  for  primary  cervical 
enlargement.  Longcope  found  primary  neck 
involvement  in  66  per  cent  of  eighty-six  cases. 
Of  the  other  superficial  groups  the  axillary 
glands  are  first  involved  more  commonly  than 
the  inguinal  group;  following  these  in  fre- 
quency are  the  mediastinal  and  abdominal 
group.  Splenic  tumor  develops  in  60  per  cent 
to  70  per  cent  of  cases.  The  patient  gradu- 
ally passes  into  the  cachetic  stage  with  marked 
anemia,  pressure  symptoms,  and  a general  state 
of  malnutrition.  During  this  period,  fever," 
which  may  occur  in  moderate  degree  during  any 
stage  of  the  disease,  becomes  a more  marked 
feature.  Febrile  periods,  often  of  great  in- 
tensity and  of  several  days’  duration,  followed 
by  an  apyrexial  interval  of  several  days’  dura- 
tion, are  again  succeeded  by  a wave  of  pyrexia. 
During  the  febrile  periods  the  patient  feels 
desperately  ill,  with  headache,  complete  ano- 
rexia, vomiting  and  exaggeration  of  all  symp- 
toms. The  afebrile  period  on  the  other  hand 
is  a period  of  calm  and  well-being. 

In  lymphatic  hyperplasias,  when  diagnosis 
is  doubtful,  exploratory  puncture  or  excision 
of  a gland  will  usually  make  the  diagnosis 
certain. 

While  the  prognosis  in  Hodgkin’s  disease  is 
grave,  X-ray  and  radium  treatment  will 
usually  relieve  symptoms  and  prolong  life. 
In  a few  early  cases  where  the  diagnosis  was 
apparent  correct  cures  have  been  reported. 
The  earlier  the  diagnosis  in  any  glandular  hy- 
perplasia the  more  hope  there  is  for  cure  by 
any  correct  method  of  treatment. 

617  West  Grace  Street. 


APPENDICITIS  FROM  THE  VIEWPOINT 

OF  THE  GENERAL  PRACTITIONER.* 

By  J.  G.  DAVIS,  Jr.,  M.  D„  Christiansburg,  Va. 

It  is  not  with  the  idea  of  advancing  anything 
new  in  regards  to  appendicitis,  but  with  the 
hope  of  sounding  a warning  lest  we  forget  the 
things  we  already  know  only  too  well,  that  I 
take  the  privilege  of  bringing  such  a frequently 
discussed  subject  before  you. 

I am  not  going  to  burden  you  with  any  of 
the  details  of  the  symptoms,  diagnosis,  etc., 
which  are  familiar  to  you  all,  but  limit  this 

*Read  before  the  Southwestern.  Virginia  Medical  Society,  at 
Pulaski,  Va.,  March  26-27,  1925. 


paper  to  a few  suggestions  to  the  general  prac- 
titioner who  is  called  first  of  all  to  see  a pa- 
tient with  “acute  indigestion”  or  “a  pain  in  the 
stomach.” 

When  we  remember  that  the  appendix  is  by 
far  the  most  frequent  cause  of  so-called  “in- 
digestion” or  abdominal  pain,  it  is  of  para- 
mount importance  that  disease  of  this  organ 
be  eliminated  before  any  medical  treatment, 
such  as  purgatives,  dietary,  etc.,  be  instigated. 
Any  abdominal  pain,  except  due  to  traumatism, 
known  poisoning,  etc.,  should  call  for  absolute 
rest  and  elimination  of  everything  by  mouth, 
until  a definite  diagnosis  is  established.  The 
diagnosis  of  the  usual  case  of  appendicitis  is, 
as  a rule,  exceptionally  easy  and  for  this  rea- 
son we  must  look  for  some  other  cause  of  such 
an  appalling  unnecessary  mortality  as  we  now 
have  from  this  disease.  It  is  not  in  the  fault 
of  the  diagnosis  but  the  treatment.  A doctor  is 
called  to  see  a patient  with  an  attack  of  ab- 
dominal pain ; nearly  always  he  has  had  one 
or  more  previous  attacks  very  much  of  the 
same  nature  and  rapidly  improved  following 
a purgative,  often  given  by  some  less  cautious 
physician.  Why  then  should  this  doctor  in- 
sist on  an  operation,  especially  before  some 
medical  treatment  has  been  tried?  To  a pa- 
tient with  a severe  attack  and  excruciating  pain 
it  is  not  very  difficult  to  explain  the  possi- 
bilities of  a perforation  during  such  treatment; 
but  to  one  with  a mild  attack  it  is  often  very 
hard.  The  question  now  arises,  when  should 
surgery  be  insisted  on  and  when  should  medical 
treatment  be  resorted  to?  We  know  that  with 
the  best  and  most  careful  medical  regime  about 
10  per  cent  of  all  cases  will  terminate  in  a 
perforation.  Where  then,  can  be  the  justi- 
fication of  such  a treatment  unless  the  dan- 
gers of  surgery  out- weigh  the  10  per  cent; 
and  we  know  that  the  results  of  a so-called 
“clean”  operation  are  almost  100  per  cent  per- 
fect. Whether  or  not  the  present  attack  will 
subside  or  perforate  is,  of  course,  a matter  of 
judgment  and  has  to  be  decided  by  the  physi- 
cian at  the  time. 

If  an  operation  be  decided  upon  even  though 
the  case  seems  mild,  there  is  no  advantage  in 
not  considering  it  an  emergency  case.  All  food 
and  water  should  be  stopped  and  the  patient 
given  a hypodermic  of  morphia — but  never  the 
morphia  until  after  the  operation  is  agreed 
upon  or  there  is  some  contraindication  to  surg- 
ery. I once  heard  a surgeon  say  that  any  doc- 
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tor  who  would  give  a purgative  to  a patient 
with  appendicitis  was  nothing  short  of  a crimi- 
nal. Perhaps  that  is  putting  it  a bit  strong, 
but  certainly  the  one  who  masks  nature’s  warn- 
ings with  morphine  without  first  being  assured 
that  the  patient  is  willing  for  an  operation  is 
no  less  guilty.  Pain  is  the  greatest  protection 
we  have  to  human  health  and  life;  indeed,  it 
is  often  the  only  thing  that  will  bring  a patient 
to  the  operating  table.  I once  saw  a case  of 
peritonitis  following  a perforation  absolutely 
refuse  an  operation  until  the  effects  of  a hastily 
given  hypodermic  had  worn  off,  after  which, 
when  a second  one  was  denied,  she  was  positive 
an  operation  was  the  only  thing  to  be  con- 
sidered. Please  do  not  misunderstand  me;  I 
am  not  condemning  morphine  in  the  treatment 
of  appendicitis;  indeed,  it  is  the  most  valuable 
drug  we  have  in  this  condition.  The  objection 
to  it  here  majr  be  applied  equally  as  well  to 
many  other  conditions;  it  is  dangerous  onty  in 
that  it  may  mask  symptoms  which,  if  not  in- 
terfered with,  would  bring  the  patient  to  a 
life-saving  operation.  Perhaps  doctors  in  the 
cities  have  little  trouble  in  getting  patients  to 
follow  out  their  advice,  but  in  the  rural  dis- 
tricts where  a morbid  fear  of  the  word  hos- 
pital still  exists,  the  question  of  a method  of 
convincing  a patient  an  operation  is  necessary 
often  becomes  of  paramount  importance:  and 
until  these  people  are  educated  to  what  is  and 
what  is  not  a dangerous  or  necessary  operation, 
it  is  our  duty  at  least  to  refrain  from  inter- 
fering with  nature’s  time-tried  method. 

In  conclusion,  let  us  say  that  although  the 
diagnosis  is  occasionally  at  fault,  there  is 
little  question  but  that  the  treatment  is  the 
chief  source  of  error  causing  the  high  mor- 
tality which  now  exists.  Appendicitis  is  a true 
surgical  condition,  and  until  the  medical  pro- 
fession realizes  this  and  discontinues  dangerous 
and  often  futile  attempts  to  treat  it  by  any 
other  method,  the  death  rate  will  remain  the 
same  as  it  has  for  the  past  many  years. 

New  Altamont  Hospital. 


Some  ships  go  East  and  some  go  West, 
Whilst  the  self-same  wind  doth  blow, 

For  it's  rudder  and  sail,  and  not  the  gale, 
Decide  where  the  ship  shall  go. 

Nor  wind,  nor  gale,  control  our  fate, 

As  we  journey  along  through  life; 

It’s  the  set  of  the  soul  decides  the  goal, 

And  not  the  calm  nor  the  strife. 

— Wilcox. 


EARLY  REMOVAL  OF  DRAINAGE  IN 
ACUTE,  PERFORATIVE,  GANGRE- 
NOUS APPENDICITIS  WITH  PERI- 
TONITIS, WITH  ANALYSIS  OF 
100  CASES.* 

By  S'.  S.  GALE,  A.  B.,  M.  D„  F.  A.  C.  S.,  Roanoke,  Va. 

While  the  method  that  we  have  adopted  in 
handling  these  cases  is  original  as  far  as  we 
are  concerned,  upon  reviewing  the  literature 
we  found  that  Moynihan  and  Yates  had  done 
considerable  experimental  work  on  dogs  to  see 
just  how  long  a drain  in  the  peritoneal  cavity 
actually  drained,  and  from  their  experimental 
work  they  proved  that  a drain  was  practically 
completely  walled  off  from  the  rest  of  the  peri- 
toneal cavity  within  twelve  hours. 

We  have  never  done  any  experimental  work 
along  this  line  but  some  six  or  seven  years 
ago  my  associate,  Dr.  Whitman,  and  I began 
to  remove  drainage  tubes  in  perforative,  gan- 
grenous appendicitis,  with  peritonitis,  within  a 
few  days,  and  as  the  results  were  good  and  we 
gained  more  experience  we  began  to  remove 
the  tubes  within  from  twenty-four  to  thirty- 
six  hours,  rarely  leaving  a drain  in  longer  than 
seventy-twTo  hours.  We  found  that  a large 
number  of  these  patients  would  get  well  in 
from  nine  days  to  two  weeks,  and  almost 
without  an  exception  that  they  would  be  ready 
to  leave  the  hospital  within  two  weeks,  even 
though  the  wound  was  not  entirely  healed. 

During  the  latter  part  of  this  series  of  cases 
we  stopped  using  a rubber  tube  almost  en- 
tirely except  in  a few  selected  cases,  simply 
using  a rubber  dam  drain  with  a gauze  wick. 

It  is  our  belief,  based  on  the  teaching  of 
John  B.  Murphy,  that  peritoneal  infection  is 
taken  care  of  principally  by  the  lymphatics 
and  that  as  soon  as  the  peritoneal  cavity  is 
opened,  if  the  focus  of  infection,  viz.,  the  ap- 
pendix, is  removed,  the  pus  is  no  longer  under 
pressure,  the  absorption  of  pus  ceases  and  is 
then  handled  by  the  lymphatics  with  the  other 
protective  body  forces. 

Also,  during  the  latter  part  of  this  series  of 
cases  we  have  endeavored  to  cleanse  the  peri- 
toneal cavity  by  means  of  a suction  apparatus 
and  then  to  wash  out  the  peritoneal  cavity  with 
warm  sterile  salt  solution,  this  also  being  re- 
moved with  the  suction  apparatus,  following  a 
method  which  was  suggested  by  Willis,  of 
Richmond.  We  are  inclined  to  believe  that 

•Read  before  meeting  of  the  Tri-State  Medical  Association  of 
the  Carolinas  and  Virginia,  at  Greenville,  S.  C.,  February  20 
and  21,  1924. 
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this  has  also  helped  to  shorten  the  time  of  re- 
covery, but  in  my  opinion  the  outstanding 
feature  of  this  treatment  is  the  removal  of  the 
appendix,  the  removal  of  pus  by  a suction 
apparatus,  the  insertion  of  a rubber  dam  drain, 
one  or  two  as  the  case  may  require,  usually  a 
long  one  going  down  into  the  Douglas  cul-de- 
sac,  and  occasionally  a shorter  one  down  to 
the  stump  of  the  appendix,  and  the  complete 
removal  of  these  drains  within  seventy-two 
hours,  at  the  outside. 

Below  is  a brief  analysis  of  these  cases: 


Total  Number  of  Cases 100 

Males  68 

Females  32 

Oldest  Patient  64  yrs. 

Youngest  Patient 8 yrs. 

Average  Age  28 y2  yrs. 

Highest  Leucoycte  Count 32,600 

Lowest  Leucocyte  Count  8.000 

Average  Leucocyte  Count  17,625 

McBurney  Incision  80 

Right  Rectus  Incision  20 

Time  Sick  Before  Operation 

From  6 hrs.  to  3 wks. 
Average  Time  Sick  Before  Opera- 
tion   3 days 


We  sent  out  100  questionnaires  and  received 
replies  from  eighty. 

Eight  of  these  cases  had  hernias,  10  per  cent. 

Out  of  twenty  right  rectus  incisions,  two  de- 
veloped hernia. 

Out  of  eighty  McBurney  incisions,  six  de- 
veloped hernia. 

In  the  eight  hernia  cases  tube  was  removed, 
two  on  fourth  day,  four  on  sixth  day,  one  on 
twelfth  day,  one  on  fourteenth  dajL 

Average  number  of  days  tube  stayed  in, 
seven  days. 

Note  that  in  one  case  tube  stayed  in  twelve 
days,  and  in  one  case  fourteen  days.  Un- 
doubtedly tube  stayed  in  these  cases  too  long. 
Note  that  no  hernia  developed  in  any  case  in 
which  tube  was  removed  prior  to  the  fourth 
day. 

Note  difference  in  stay  in  hospital  of  pa- 
tients in  whom  drainage  tube  was  removed 
early: 

Drain  removed  third  day,  nineteen  cases. 
Average  number  of  days  in  hospitals  fourteen 
and  one-half. 

Drain  removed  fourth  day,  seventeen  cases. 
Average  number  of  days  in  hospital,  seventeen 
and  one-half. 


Note  these  patients  stayed  in  hospital  three 
days  longer  than  patients  with  drain  removed 
on  third  day. 

Drain  removed  fifth  day,  ten  cases.  Aver- 
age number  days  in  hospital  twenty-one. 

Note  these  patients  stayed  in  hospital  three 
and  one-half  days  longer  than  patients  with 
drain  removed  on  fourth  day. 

Apparently  for  every  additional  day  drain- 
age tube  remains  in  three  days  are  added  to 
time  patient  stays  in  hospital. 

Number  of  patients  in  hospital  under 


twenty-one  days  60 

Average  removal  of  tubes  5 days 

Average  stay  in  hospital  16  days 

Complications  in  100  cases 13 

Pneumonia  6 

Acute  septic  nephritis  1 

Unhealed  sinus  1 

Phlebitis  1 

Intestinal  obstruction  2 

Peritonitis  that  caused  death 2 

Number  cases  appendix  not  removed... .3 

Number  of  deaths  6 

Mortality  6% 

Cause  of  Death: 


1.  Patient  died  from  acute  nephritis  on 
sixteenth  day.  Tube  removed  on  fourth  day. 

2.  Patient  died  from  general  peritonitis  less 
than  twenty-four  hours  after  admission. 

3.  Patient  died  from  general  peritonitis 
twenty- four  hours  after  operation. 

4.  Patient,  six  months  pregnant,  had  been 
sick  five  days.  Delivered  of  dead  foetus.  Had 
double  pnumonia.  Died  two  days  after  opera- 
tion from  double  pneumonia,  pregnancy  com- 
plicating. 

5.  Patient  died  from  obstruction  eleven 
days  after  operation.  Tube  removed  on  fourth 
day. 

6.  Patient  died  from  pneumonia  on  twen- 
tieth day  after  operation.  Tube  removed  on 
second  day. 

Lewis- Gale  Hospital. 


THE  RELATION  OF  THROAT  INFEC- 
TIONS TO  ACUTE  NEPHRITIS.* 

By  ESTILL  L.  CAUDILL,  M.  D.,  Narrows,  Va. 

There  has  occurred  in  Giles  County  within 
the  last  few  weeks  an  unusually  large  number 
of  cases  of  acute  nephritis  following  throat 
infections. 

*Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Pulaski,  Va.,  March  26-27,  1925. 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


249 


The  structures  of  the  mouth  and  upper  air 
passages  are  peculiarly  exposed  to  infection. 
The  great  variety  of  pathogenic  micro-organ- 
isms that  are  present  in  the  saliva  and  pharyn- 
geal mucus  constitute  a universal  danger  of  in- 
fection. The  most  trifling  lesion  of  the  mucous 
membrane  serves  as  the  point  of  entrance  to 
deeper  structures.  Enlarged  tonsils  and  hyper- 
trophy of  the  adenoid  and  other  lymphoid 
tissue  of  the  naso-pharynx  interfere  with  respi- 
ration and  drainage  and'  favor  infection  of 
these  structures. 

Members  of  the  streptococcus-pneumococcus 
group  have  been  shown  to  be  present  in  the 
throats  of  a large  number  of  individuals  ap- 
parently in  good  health.  They  vary  greatly  in 
virulence.  The  virulence  increases  under  con- 
ditions favorable  to  luxuriant  growth.  Any 
condition  lowering  the  natural  resistance  of  the 
body  favors  systemic  infection. 

There  has  been  a feeling  among  certain 
workers  that  bacteria  have  an  affinity  for  cer- 
tain organs.  Bumpuss  and  Misser  have  re- 
covered streptococci  viridans  from  the  teeth 
and  tonsils  of  certain  patients  with  nephritis 
and  found  that  these  organisms  upon  injection 
into  rabbits  produced  lesions  in  the  rabbit’s 
kidneys.  They  considered  that  the  infections 
in  the  kidneys  in  man  may  come  from  infec- 
tions elsewhere  in  the  body  with  organisms 
which  have  a special  affinity  for  the  urinary 
tract.  * 

That  there  is  a temporary  bacteriaemia  fol- 
lowing throat  infections,  and  that  the  infec- 
tion reaches  the  kidney  through  the  blood 
stream  is  no  longer  doubted.  The  presence  of 
typhoid  bacilli  in  the  urine  of  patients  suffer- 
ing with  typhoid,  and  tubercle  bacilli  in  pa- 
tients with  pulmonary  tuberculosis,  but  with 
no  renal  lesions,  is  evident  proof  that  these  in- 
fections are  of  hematogenous  origin. 

Bumpuss  and  Misser  have  inoculated  eightv- 
two  animals  with  streptococci  taken  from  the 
teeth  and  tonsils  of  patients  suffering  with 
pyelonephritis,  and  in  sixty-three  of  these  ani- 
mals lesions  of  the  kidney  were  found.  They 
believe  that  pyelonephritis  is  often  due  to 
local  infection  containing  streptococci,  which 
have  a selective  affinity  for  the  urinary  tract, 
and  that  the  colon  bacillus,  which  is  commonly 
present,  is  only  a secondary  infection. 

Hayden,  in  a more  recent  article,  reports  his 
findings  on  the  injection  of  twenty-eight  rab- 
bits with  cultures  taken  from  patients  suffer- 


ing with  nephritis,  89  per  cent  of  these  animals 
showing  gross  kidney  lesions. 

James,  of  Boston,  in  studying  fifty-eight 
cases  of  acute  nephritis  in  children,  gave  ton- 
sillitis as  the  etiology  in  twTenty-two  cases.  In 
eight  cases  of  acute  nephritis  seen  in  my  prac- 
tice in  the  last  few  weeks,  tonsillitis  preceded 
the  onset  of  urinary  symptoms  fi'om  three  days 
to  two  weeks.  In  lxiost  of  these  cases  the  throat 
infection  was  apparently  mild,  and  a physician 
was  not  called  until  the  symptoms  of  nephritis 
developed. 

I wish  to  report  the  followiixg  cases : 

Case  1. — Mrs.  D.,  housewife,  age  thirty-one. 
Has  four  living  children.  Has  had  no  severe 
illness  but  has  had  recurrent  attacks  of  ton- 
sillitis. On  January  15th,  she  was  taken  with 
sore  throat,  chills  and  aching  in  head  and 
limbs.  States  that  she  had  white  spots  on  ton- 
sils. Did  not  have  a physician.  Sore  throat 
lasted  for  several  days.  On  January  20th,  five 
days  after  onset  of  tonsillitis,  she  began  suffer- 
ing with  severe  pain  in  head  and  back  of  neck, 
had  dizziness  aixd  blurred  vision.  At  this  time 
there  was  swelling  of  face  and  eyelids.  Had 
insomnia,  nausea  and  vomiting.  The  edema 
soon  became  general,  involving  the  entire  body. 
The  pain  in  the  head  and  back  of  neck  became 
so  severe  that  morphine  was  required  for  relief. 
The  systolic  blood  pressure  was  160.  Urine 
was  scanty,  at  first  not  over  four  ounces  in 
twenty-four  hours,  and  contained  a large 
amount  of  albuixxen,  pus  and  casts.  For  thi'ee 
days  there  were  threatening  uremic  convixl- 
sions.  The  convalescence  has  been  slow,  and 
at  the  pi-esent  time  the  urine  contains  a light 
cloud  of  albumen. 

Case  2. — Fred  R.,  male,  age  foui'teen.  Has 
had  pneumonia  four  times.  Had  measles  and 
whooping  cough  two  yeai-s  ago.  Has  had  re- 
current attacks  of  tonsillitis.  Last  attack  Feb- 
ruary 2nd,  which  lasted  for  several  days. 
February  5th,  swelling  was  noticed  in  the  face 
and  eyelids.  Februai-y  8th,  was  admitted  to 
hospital  with  uremic  convulsions.  Had  three 
violent  convulsions  within  one  hour  before  ad- 
mittance. Thei*e  was  general  edema,  nausea 
and  vomiting.  The  tonsils  were  enlarged  and 
acutely  iixflaixied.  The  urine  was  very  scanty 
and  contained  large  amount  of  albumen  and 
casts.  The  acute  symptoms  soon  subsided  and 
the  patient  has  made  a good  recovery. 

Case  3. — Mrs.  J.,  housewife,  age  fifty.  Had 
never  had  any  severe  illness.  On  May  1st,  de- 
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veloped  a severe  sore  throat  with  chills  and 
aching  in  limbs  and  back.  On  May  2nd,  the 
temperature  was  106  and  pulse  130.  A greyish 
membrane  covered  the  tonsils  and  upper 
pharynx.  Urination  was  frequent  and  painful. 
The  urine  contained  red  blood,  later  pus  and 
casts.  There  was  swelling  of  the  face  and 
lower  extremities.  The  joints  became  swollen 
and  painful.  Several  days  afterwards  deep 
seated  abscesses  developed  along  the  course  of 
the  long  bones  in  the  lower  legs,  later  extend- 

O 07 

ing  to  both  thighs.  A large  amount  of  greenish 
pus  was  drained  from  both  legs.  Multiple 
abscesses  occurred  over  the  body,  and  the  pa- 
tient died  June  22nd  with  a general  systemic 
infection. 

No  acute  infection,  however  mild  or  limited, 
is  without  the  possibility  of  a complicating  ne- 
phritis. 


TRAUMATIC  APPENDICITIS.* 

By  CHARLES  H.  LUPTON,  M.  D.,  Norfolk.  Va. 

In  searching  the  literature  it  is  apparent  that 
traumatic  appendicitis  is  very  rarely  reported 
and  from  the  articles  written  there  seems  to  be 
much  doubt  in  the  minds  of  a large  majority 
if  traumatic  appendicitis  really  ever  occurs. 
Most  men  agree  that  trauma  to  the  abdominal 
wall  may  cause  an  exacerbation  of  an  already 
diseased  appendix,  but  not  many  can  conceive 
how  it  is  possible  for  appendicitis  to  develop 
from  an  injury  provided  the  appendix  was 
normal  at  the  time  of  the  accident.  This  latter 
class  will  be  the  one  discussed  in  this  paper. 

Whether  an  injury  or  blow  to  the  abdominal 
wall  will  cause  an  injury  to  the  abdominal  vis- 
cera will  depend  upon  many  factors,  the  force 
of  the  blow,  the  thickness  of  the  abdominal 
wall,  whether  the  abdominal  muscles  are  under 
tension  or  relaxed,  and  the  kind  of  object  pro- 
ducing the  injury.  It  is  possible  to  produce 
injury  to  the  abdominal  wall  without  injury  to 
the  viscera,  especially  if  the  muscles  are 
strongly  contracted;  on  the  other  hand,  it  is 
possible  to  produce  injury  to  the  viscera 
(bruises,  rupture,  etc.)  without  evident  injury 
to  the  abdominal  wall  if  the  muscles  were  com- 
pletely relaxed.  The  extent  of  the  injury  will 
vary  according  to  the  thickness  of  the  abdomi- 
nal wall  and  the  force  and  character  of  the 
trauma. 

All  agree  that  a severe  blow  to  the  abdomen 
will  cause  rupture  of  the  intestines,  etc.,  but  not 

•Read  before  the  Norfolk  County  Medical  Society.  May  12,  1924. 


many  can  conceive  how  it  is  possible  to  produce 
injury  to  the  appendix  as  it  is  situated  so  far 
posteriorly  and  is  so  freely  movable.  In  con- 
sidering the  position  of  the  appendix,  we  must 
remember  that  the  body  varies  considerably 
even  though  the  base  occupies  practically 
always  the  same  position.  Appendicitis  is  due 
to  bacterial  infection,  but  we  must  remember 
that  the  appendix  normally  harbors  bacteria, 
and  does  not  become  infected  unless  its  resist- 
ance is  lowered  in  some  way  and  permits  nor- 
mally inactive  bacteria  to  gain  entrance  to  the 
wall  of  the  appendix.  Anything  that  inter- 
feres with  the  emptying  power  of  the  appendix 
would  lower  its  resistance,  and  any  bruise,  how- 
ever slight,  might  produce  this  very  effect, 
thereby  permitting  infection  to  take  place.  An 
injury,  to  produce  traumatic  appendicitis,  does 
not  necessarily  have  to  produce  rupture  or 
even  marked  laceration  of  the  appendix.  It  is 
only  necessary  to  bruise  or  over-distend  the  ap- 
pendix to  interfere  with  its  function,  which  in 
turn  will  give  opportunity  to  bacteria  nor- 
mally inactive  to  become  active  and  produce 
appendicitis.  The  viscera  nearest  the  abdomi- 
nal wall  are  not  the  organs  necessarily  injured 
in  an  accident,  as  is  often  observed. 

If  traumatic  appendicitis  was  a common  con- 
dition, it  would  seldom  be  observed  by  the  sur- 
geon, who  only  operates  after  the  inflammation 
has  progressed  enough  to  present  symptoms 
necessitating  operative  procedures,  and  by  that 
time  any  bruise  or  small  laceration  would  be 
entirely  obscured  by  the  swollen  and  inflamed 
condition  of  the  appendix. 

If  an  individual,  who  is  in  good  health  and 
has  never  complained  of  attacks  of  abdominal 
pain  or  an}?  symptoms  that  would  remind  us 
of  a diseased  appendix,  receives  an  injury  to 
the  abdomen,  and  symptoms  of  appendicitis 
develop  immediately  or  slowly  thereafter,  and 
the  operator  observes  a bruised  condition  of 
the  abdominal  wall  and  a bruised  condition  of 
the  large  intestine  near  the  attachment  of  the 
appendix,  with  an  acutely  inflamed  appendix 
with  no  adhesions  and  without  the  appearance 
of  previous  trouble,  then  we  could  not  be  justi- 
fied in  forming  any  other  opinion  but  that  the 
injury  was  the  exciting  cause  of  the  appendi- 
citis. Most  text-books,  in  discussing  traumatic 
ajDpendicitis,  conclude  the  subject  by  saying  it 
cannot  happen.  They  do  not  offer  satisfactory 
explanations  why  it  cannot  happen.  If  you 
will  concede  that  the  appendix  is  not  immune 
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to  injury,  and  I hardly  see  how  anyone  can 
say  that  any  part  of  the  body  is  immune,  then 
you  will  have  to  admit  that  appendicitis  may 
develop  following  a bruise,  laceration  or  over- 
distention. It  is  an  every-day  observation  that 
bruises  or  injuries  predispose  to  infection.  I 
believe  traumatic  appendicitis  following  im- 
mediately after  an  injury  to  be  an  extremely 
rare  condition,  because,  if  there  was  enough 
injury  to  the  appendix  to  cause  infection  to 
take  place  within  a few  hours,  there  would  in 
all  probability  be  enough  injury  to  the  other 
parts  of  viscera  to  entirely  mask  the  appendi- 
citis. On  the  other  hand,  a bruise  or  over- 
distention  which  interferes  with  the  function 
of  the  appendix  and  lowers  its  resistance  and 
permits  infection  to  take  place  slowly  is  not  as 
uncommon  as  many  believe. 

Some  text-books,  in  discussing  this  subject, 
state  if  trauma  will  cause  appendicitis  that 
it  should  be  able  to  cause  typhoid  fever.  I can- 
not see  any  comparison  between  the  two  condi- 
tions. We  know  that  the  appendix  harbors 
bacteria  at  all  times,  but  does  not  become  in- 
fected unless  its  function  is  interfered  with  or 
its  resistance  lowered  in  some  way.  On  the 
other  hand,  the  only  people  who  do  not  develop 
typhoid  fever  when  the  bacillus  is  taken  into 
the  system  are  those  who  are  naturally  im- 
mune, as  typhoid  carriers  or  those  who  have 
been  made  artificially  immune  by  typhoid  vac- 
cine. 

Report  or  a Case 

W.  R.  R.,  aged  twenty-six,  white,  male,  who 
had  previously  been  in  excellent  health  and  had 
never  suffered  from  any  attacks  of  abdominal 
pain,  indigestion  or  any  symptoms  that  were 
referred  to  the  intestinal  tract,  was  struck  by 
an  automobile,  which  knocked  him  against  the 
rear  of  a wagon  on  July  11, 1923.  He  sustained 
injuries  to  the  anterior  of  both  thighs  and  to 
the  abdomen,  and  was  also  shocked  and  dazed 
for  a few  minutes.  After  a few  minutes  he  did 
not  suffer  from  any  symptoms  except  pain  from 
the  bruises  of  the  thighs,  which  was  rather 
marked,  and  a slight  pain  in  the  abdomen.  He 
did  not  deem  his  condition  serious  enough  to 
consult  a physician  until  the  next  day  when  he 
came  to  see  me.  On  examination,  I found  a 
bruised  condition  of  the  anterior  of  both  thighs, 
and  the  abdomen  was  slightly  sensitive,  but 
almost  as  much  to  superficial  as  to  deep  pres- 
sure. At  that  time  there  was  no  apparent 
bruise  to  the  abdomen,  but  he  was  advised  to 


keep  as  cpiiet  as  possible,  stay  on  a soft  diet, 
take  no  purgatives,  and  to  inform  me  if  he 
should  develop  any  more  trouble.  From  the 
examination  there  did  not  appear  to  be  any 
serious  injury  to  the  abdominal  viscera.  On 
July  14th,  he  returned  to  my  office  complain- 
ing of  slightly  more  pain  and  tenderness  in  the 
abdomen.  Examination  revealed  slightly  more 
tenderness  than  at  the  first  examination,  and  a 
little  rigidity.  Neither  tenderness  nor  rigidity 
were  present  in  any  marked  degree.  He  was 
advised  to  go  to  bed,  use  an  ice-bag  on  the 
abdomen  and  stay  on  a soft  diet.  His  symp- 
toms did  not  progress  any  under  this  palliative 
treatment  until  July  18th  when  he  complained 
of  more  pain  in  the  right  abdomen.  Rigidity 
and  tenderness  were  greater  than  at  the  pre- 
vious examinations  and  he  had  a temperature 
of  99.  He  was  advised  to  remain  in  bed  and  fol- 
low previous  instructions.  I saw  him  again 
the  next  day  and  his  condition  had  become 
aggravated.  On  the  morning  of  July  20th, 
about  two  A.  M.,  I was  called  to  see  him  and 
found  his  condition  growing  decidedly  worse, 
with  symptoms  of  localizing  peritonitis  on  the 
right  side.  Rigidity  and  tenderness  had  in- 
creased and  were  most  marked  at  McBurney's 
point  and  immediately  above.  I sent  him  to 
the  hospital  early  that  morning.  A leucocyte 
count  was  made  which  showed  21,000  cells,  with 
84  per  cent  polymorphonuclears.  Urinalysis 
was  negative.  He  was  tender  to  very  slight 
pressure  and  kept  his  knees  flexed  on  his  ab- 
domen. Laparotomy  was  decided  upon  and  a 
pre-operative  diagnosis  of  intestinal  injury 
with  localized  peritonitis  on  the  right  side  was 
made.  I did  a right  rectus  incision  and  found 
the  following  conditions  present : there  was  a 
bruised  condition  of  the  abdominal  muscles 
through  the  entire  wall ; bruise  to  the  ascending 
colon  at  and  immediately  above  the  ilieocecal 
junction  and  the  appendix  was  acutely  in- 
flamed. The  appendix  was  not  simply  con- 
gested, but  infected.  There  were  no  bands,  or 
adhesions,  or  evidences  of  previous  trouble. 
The  appendix  was  removed  and  he  made  an 
uneventful  recovery. 

Summary 

I believe  this  to  be  a case  of  appendicitis 
which  was  undoubtedly  precipitated  by  the  in- 
jury; not  the  kind  of  a case  that  is  usually 
referred  to  in  literature  as  traumatic  appendi- 
citis, where  they  usually  speak  of  trauma  only 
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in  the  sense  of  producing  enough  injury  to 
rupture  or  severely  lacerate  the  appendix  so 
that  symptoms  would  develop  immediately,  but 
a bruised  and  over-distended  condition  of  the 
appendix  which  caused  infection  to  take  place 
gradually.  When  the  accident  occurred,  the 
colon  was  struck  suddenly,  forcing  some  of 
its  contents  into  the  appendix,  over-distending 
it,  and  diminishing  its  blood  supply,  thereby 
lowering  its  resistance  and  permitting  those 
normally  inactive  bacteria  to  become  active 
and  gain  entrance  to  the  wall  of  the  appendix. 
This  evidently  is  a true  case  where  lowered 
resistance  caused  infection  to  take  place.  In 
these  cases  it  is  to  be  expected  that  the  symp- 
toms will  develop  slowly  and  gradually. 

His  back  was  in  apposition  to  the  approach- 
ing automobile  when  the  accident  occurred, 
and,  of  coui'se,  he  was  unaware  of  impending 
danger;  therefore,  the  abdominal  muscles  were 
relaxed,  which  would  account  for  the  internal 
injuries,  with  so  little  external  evidence  of  such 
injury. 
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THE  DEVIL’S  MASQUE— A DREAM.* 

By  ROY  K.  FLANNAGAN,  M.  D.,  Richmond,  Va. 
Assistant  State  Health  Commissioner  ; Director  Bureau  of  Social 
Hygiene,  Virginia  State  Board  of  Health. 

F OREWORD 

The  following  fantasy  is  written  in  the  hope 
that  the  terrible  social  situation  it  depicts  may 
in  this  graphic  form  find  a wider  circulation 
and  consequently  stir  larger  numbers  to 
thought  and  action  on  the  grave  problem  of 
combating  the  Venereal  Peril — a racial  cancer 
to  whose  presence  the  bulk  of  the  medical  pro- 
fession is  still  passive,  and  the  general  public 
in  so  far  as  it  is  informed  covers  up  and  leaves 
it  alone. 

The  attitude  of  the  average  physician  toward 
reporting  venereal  disease,  if  due  to  a sup- 
posed allegiance  to  the  Hippocratic  Oath,  is  so 
undoubtedly  by  reason  of  a misapprehension  of 
that  document.  The  ethics  of  the  Father  of 
Medicine  were  of  too  high  a character  for  that 
document  to  bear  any  such  meaning.  Hippo- 

*Read before  the  Richmond  Academy  of  Medicine,  May,  1925. 


crates’  admonition  to  those  who  practice  the 
healing  art,  not  to  gossip  about  their  patients, 
cannot  without  violence  to  his  standards,  be 
used  as  a warrant  to  conceal  from  proper  health 
authorities  the  presence  of  diseases  that 
threaten  the  very  foundations  of  society. 

The  tendency  on  the  part  of  many  physicians 
to  withhold  from  health  authorities  all  infor- 
mation concerning  syphilis  and  gonorrhea  in 
their  practice,  as  well  as  suspicious  cases  of 
other  contagious  diseases,  if  persisted  in  can 
only  accentuate  the  feeling  now  growing  in  the 
public  mind  that  the  medical  profession  and 
the  Public  Health  have  but  little  in  common. 
It  is  beginning  to  be  felt  that  the  health  of  the 
public  is  a layman’s  matter  and  must  be  ad- 
ministered by  laymen  if  Disease,  the  basis  of 
the  doctor’s  livelihood,  is  to  be  conquered.  Can 
it  be  possible  that  physicians  in  any  great  num- 
ber are  willing  that  such  a feeling  be  hardened 
into  conviction?  This  will  undoubtedly  be  the 
case  if  more  active  support  of  health  measures 
is  not  given  by  them. 

In  regard* to  certain  allusions  found  in  the 
Masque,  it  may  be  said  that  there  are  few  phy- 
scians  and  druggists  who  will  be  disposed  to 
dispute  the  implication  found  in  the  “Ode  of 
the  Damned  Young  Men”  that  the  unmarried 
virtuous  male  is  a “rara  avis”  and  that  the 
venereally  diseased,  married  and  single  one  is 
bfT  no  means  uncommon. 

Social  workers  and  clinicians  can,  if  they 
will,  testify  to  the  awful  ravages  of  venereal 
disease  among  prostitutes  and  loose  women 
generally.  Those  who  work  with  the  mentally 
defective  will  without  doubt  agree  with  the 
“Ancient  Sisterhood”  in  their  strictures  upon 
mankind,  as  well  as  in  their  generous  thought 
for  the  throngs  of  feebleminded  among-  their 
number. 

It  is  not  likely  that  any  gynaecologist  will  be 
found  to  combat  the  indictment  found  in  the 
“Wail  of  the  Unsexed,”  and  to  comment  upon 
the  brief  “Song  of  the  Completely  Unfit”  is 
superfluous. 

For  the  physician,  however,  not  to  give  his 
most  unselfish  and  serious  thought  to  ways  and 
means  of  reducing  the  number  of  these  dere- 
licts is  for  him  to  fail  in  the  first  responsi- 
bility of  knowledge.  He  is  in  the  position  of 
a leader  by  reason  of  his  first-hand  acquaint- 
ance with  the  problem.  Surely  he  will  not  de- 
fault on  that  leadership ! 
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THE  DEVIL’S  MASQUE 
A Dream — Time,  A.  D.,  1918. 

Prologue 

A clinic  physician  of  learning  and  light. 

Assigned  to  venereal  control, 

Lay  down  on  his  bed  one  hot  midsummer  night, 
Worn  out  both  in  body  and  soul. 

The  scenes  of  the  day  fast  revolved  through  his  head, 
For  women  and  men  by  the  score; 

Their  bodies  diseased,  their  self-respect  dead 
Had  thronged  through  his  hospital  door. 

These  passed  in  review  through  his  over  wrought 
brain 

A tragic  continuous  stream. 

Until  when  it  seemed  that  he  must  go  insane 
Came  a vivid  and  terrible  dream. 

The  Scene 

The  scene  of  the  vision  was  lurid  with  glare, 

A vast  and  cavernous  domain. 

On  a throne-like  escarpment  approached  by  a stair, 
Sat  the  patron  of  woe  and  of  pain. 

Before  him  was  gathered  a polyglot  throng, 

From  all  of  the  war-ridden  states; 

From  hell  upon  earth  the  dark  Lord  of  all  wrong 
Brought  those  who  obeyed  his  mandates. 

’Twas  Satan  at  home  in  his  central  abode 
Who,  musing  on  matters  mundane, 

Had  called  in  his  travelling  imps  from  the  road, 

To  check  up  his  loss  and  his  gain. 

The  Dilemma. 

He  found  that  his  profits  exceeded  by  far 
His  losses  in  nineteen  eighteen, 

The  nations  of  earth  engaged  in  the  war, 

Sent  crowds  such  as  he’d  never  seen. 

But  a large  force  of  devils  with  nothing  to  do 
And  hell  filling  up  to  the  brim, 

Cave  Satan  a task  to  dispose  of  his  crew 
To  prevent  pandemonium  grim. 

Then  one  of  the  boldest  young,  imps  of  them  all 
Said,  “Sire,  now  that  war  does  our  work. 

Please  start  up  a movie,  or  give  us  a ball 
To  amuse  us  while  down  in  this  murk.” 

The  Order 

The  idea  appealing,  the  satanic  mind 
Determined  at  once  on  a play. 

He  called  an  old  author  and  told  him  to  find 
Something  good  to  produce  right  away. 

The  playwright  then  asked  and  was  given  the  power 
To  tap  the  resources  of  Hell. 

He  sent  out  the  devils  and  told  them  to  scour 
The  depths,  and  attendance  compel. 

Advantage  he  had  over  former  assays. 

Unique  the  advantage  you’ll  see. 

While  play-actors  usually  all  have  to  seem, 

His  now  had  but  simply  to  be. 

The  Cast 

The  inmates  of  Hell  are  tragedians  all, 

And  need  no  assistance  from  art. 

Deceptions  of  Earth  now  no  longer  enthrall, 

No  need  now  to  act  any  part. 


The  dramatist  had  but  to  gather  his  cast, 

And  teach  them  to  march  forth  in  line, 

Stir  listless  and  weak  ones  to  tell  of  their  past, 
And  respond  when  he  gave  them  the  sign. 

The  curtain  rang  up  to  the  cheers  of  the  throng. 
Upon  a vast  platform  there  strode 
A troop  of  young  men  slowly  stalking  along, 

And  solemnly  chanting  this  ode. 

Ode  of  the  Da'mned  Young  Men. 

We  represent  man, 

The  every  day  man. 

Who  loves  and  who  leaves 
But  takes  what  he  can. 

We  sought  after  fun. 

Each  sad  mother’s  son. 

We  took  our  full  share. 

But  now  we  are  done. 

No  virtue  had  we, 

Our  bodies  were  free 
(Mankind  in  the  mass. 

In  morals  agree.) 

But  this  was  not  all, 

The  fruit  of  the  fall, 

In  most  of  our  troop 
Was  bitterest  gall. 

Venereal  disease 
Molested  our  ease; 

We  drank  Vice’s  cup 
And  came  to  the  lees. 

Our  efforts  at  cure 
Of  this  horror  impure, 

Were  doubtful  or  vain, 

We  did  not  make  sure. 

We  married  at  last. 

And  stand  now  aghast, 

We  brought  to  our  homes 
This  blight  from  the  past. 

We  fired  a train 
Of  illness  and  pain, 

And  left  to  our  sons 

The  black  brand  of  Cain. 

Fair  tribute  to  Hell 
We  properly  dwell 
In  Plutonic  Shades 
And  do  not  rebel. 

We  state  thus  our  case. 

And  now  yield  our  place 
To  those  “lights  of  love” 

We  led  in  the  race. 

The  Sisters  of  Sorrow 

This  crowd  of  young  roues  then  passed  out  of  sight 
And  next  on  the  stage  there  appeared 
A concourse  of  women  resentful  and  white 
With  a song  most  courageous  and  weird. 

Fair  Helen  of  Greece,  Messalina  of  Rome, 

Cleopatra  and  Catherine  the  Great 
Rubbed  elbows  with  harlots  from  Paris  and  Nome 
In  a chorus  of  satire  and  hate. 

Now  some  of  them  sang  in  a sad  monotone 
And  others  with  anger  were  shrill, 

A few  broke  the  chant  with  a laugh  or  a groan, 
While  many  were  silent  and  still. 
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Song  of  the  Ancient  Sisterhood. 
We  are  the  Ancient  Sisterhood 
Whose  heart  and  head  and  hand 
Have  had  their  part  in  history, 

Since  Pharaoh  ruled  his  land. 

We  “wise  ones”  have  no  just  complaint, 

We  took  our  chance  with  fate, 

We  chose  our  course  we  had  our  joy 
With  many,  many  a mate. 


From  our  earliest  years 
We  had  freedom  from  tears, 

Our  paths  were  with  primroses  gay; 
So  with  dance  and  with  song 
Fashion  bore  us  along, 

No  clouds  ever  darkened  our  day. 

But  the  men  of  our  set 
Caught  us  soon  in  the  net 

Of  marriage,  the  goal  of  our  kind 
Our  fond  parents  cared  not 
Whether  roue  or  sot, 

If  station  and  gold  he  could  find. 

The  young  men  whom  we  chose 
Were  all  taken  from  those 

With  hearts  only  bent  upon  fun 
They  had  gone  “down  the  line” 

With  lewd  women  and  wine, 

Forgetting  the  girls  they  had  won. 


And  when  the  inevitable  blight 
And  blood  taint  came  to  us 
We  passed  it  on  to  those  young  blades 
So  gayly  amorous. 

And  thus  the  score  was  evened  up 
As  far  as  we’re  concerned, 

But  look  at  these  poor  feeble  souls! 

What  Hell  have  these  girls  earned? 

Who  have  no  minds,  who  are  but  babes 
The  prey  of  bestial  man. 

They  lack  the  will  to  fight  him  off 
So  yield  him  all  they  can. 

Now  yet  again — what  sport  is  there 
In  chasing  silly  sheep, 

You  devils  ought  to  be  ashamed 
To  take  your  fun  so  cheap! 

Why,  only  folks  on  Earth  do  that, 

Poor  spineless,  lecherous  men, 

Shall  Hell’s  own  royal  messengers 
Deal  thus  with  women  then? 

And  now  we  take  ourselves  from  view 
And  give  our  place  to  those 
Whose  pangs  on  Earth  have  far  outmatched 
The  worst  of  Satan’s  woes. 

Derelicts  of  Disease. 

Then  slowly  across  the  broad  platform  there  came 
A limping  and  stumbling  array 
Of  women,  pale,  wizened,  dejected  and  lame 
And  loath  to  take  part  in  the  play. 

Young  wives  were  they  all  when  they  lived  upon 
Earth 

W7here,  bright  and  as  happy  as  birds, 

They  yielded  their  lives  amid  revel  and  mirth 
To  the  honey-sweet  magic  of  words. 

The  unrestrained  past  of  their  husbands  had  brought 
Its  crop  of  wild  oats  to  their  door. 

Venereal  sickness  though  dormant  had  wrought 
Red  ruin  that  none  could  restore. 

They  garnered  ill  health  and  they  suffered  neglect 
No  babes  to  their  arms  ever  came 
Their  bodies  unsexed  and  their  happiness  wrecked 
They  stand  now  immune  to  the  flame. 

With  sighing  and  tears  and  with  many  a moan 
And  futile  attempts  at  control, 

They  chant  in  a low  pitched  tremulous  tone 
This  wail  from  the  depth  of  the  soul. 

The  Wail  of  the  Unsexed. 

"We  have  passed  out  of  life 
With  its  turmoil  and  strife 

To  Satan’s  dire,  hateful  abode, 

But  the  sadness  and  pain 
That  we  now  must  sustain 

Has  not  added  aught  to  our  load. 


(The  disease  of  the  slum 
To  the  palace  will  come, 

When  men  from  the  palace  go  down 
To  the  red  lighted  way 
With  its  denizens  gay 

Secluded  but  always  in  town.) 

So  we  reaped  what  they  sowed 
And  upon  the  long  road 

Of  Eternity’s  darkness  we  drift, 

He  who  gave  us  our  name 
Gave  us  also  our  shame 

And  Hell  was  bestowed  with  the  gift. 

Ultimate  Ruin. 

Sad  wraiths!  these  then  moved  to  their  place  in 
the  dark 

And  out  from  the  doors  at  the  side, 

A crowd  which  e’en  stirred  in  the  audience  a spark 
Of  compassion  came  on  like  a tide. 

Foor  babes  blind  from  birth  were  borne  feebly  along 
By  idiots  crippled  and  scarred, 

While  diseased  and  insane  unite  in  a song 
With  the  crime-stained  ancestrally  marred. 

Song  of  the  Completely  Unfit. 

Through  ages  on  ages 
In  Earth  and  in  Hell, 

While  man’s  passion  rages, 

Is  sounded  our  knell. 

Mad  lust  and  infection 
Have  blackened  us  all, 

Man’s  darkest  defection 
Accounts  for  the  pall. 

Thus  blasted  and  broken 
By  prenatal  blight, 

Our  doom  thus  was  spoken, 

“Go  forth  to  the  night!” 

The  Earth  had  no  treasure 
That  we  could  employ 
And  Heav’n  has  no  pleasure 
That  we  can  enjoy. 

No  place  in  the  world, 

No  place  in  the  sky. 

To  Hell  we  are  hurled 
The  day  that  we  die. 

Then  slowly  and  sadly  this  throng  moved  off  stage 
Mid  silence  profound  and  complete, 
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The  imps  sat  there  quiet,  it  seem  for  an  age 
E’re  anyone  moved  from  his  seat. 

The  bold  little  devil  who  issued  the  call 
For  a play  to  instruct  and  amuse. 

Then  ’rose  to  his  feet  and  thus  spoke  to  them  all, 
In  an  effort  to  banish  their  blues. 

The  Protest  of  the  Imps. 

Now  Imps  of  Satan  you  have  seen 
The  Masque  of  Crimson  Sin, 

What  do  you  think  of  this  black  thing 
We  are  charged  with  dabbling  in? 

Must  foul  disease  our  ally  be 
To  furnish  fuel  here? 

Can  we  not  find  a cleaner  tool. 

Upon  a sin-struck  sphere? 

Shall  we  take  part  in  harlotry 
Or  harry  helpless  maids, 

And  chase  poor  feeble-minded  waifs 
Like  human  renegades? 

Does  our  success  depend  upon 
Poor  sportsmanship  and  lust? 

It  is  not  true,  and  we  protest 
The  charge  is  most  unjust. 

Let’s  send  the  word  to  ends  of  Earth, 

To  men  where’er  they  dwell, 

That  they  may  know  of  some  vile  deeds 
Discountenanced  in  Hell. 

With  one  accord  they  shouted  “aye” 

In  tones  so  loud  and  clear, 

That  every  man  and  maid  on  Earth 
It  seemed  must  surely  hear. 

Envoi. 

The  sleeping  doctor  with  a start 
Awoke  to  heavy  toil; 

But  with  a brighter  spirit  far 
He  faced  the  day’s  turmoil. 

Renewed  in  courage,  strong  in  faith 
That  right  would  rule  sometime, 

Since  imps  of  Hell  themselves  reject 
Man’s  darkest  social  crime. 

State  Office  Building. 


CONGENITAL  SYPHILIS  OF  THE 
LARYNX  IN  CHILDREN — WITH 
REPORT  OF  CASE.* 

By  ELBYRNE  G.  GILL,  M.  D.,  Roanoke,  Va. 

Syphilis  of  the  larynx  is  estimated  as  com- 
prising from  1 to  15  per  cent  of  all  cases  of 
syphilis.  Its  occurrence  in  the  pharynx  is 
given  as  about  10  per  cent  and  in  the  nose  as 
nearly  3 per  cent.  About  one-fifth  of  all  the 
cases  of  syphilis  appear,  therefore,  to  affect 
some  portion  of  the  upper  respiratory  tract. 

Acquired  syphilis  of  the  larynx  occurs  most 
frequently  between  the  twentieth  and  fiftieth 
years  of  life.  In  the  congenital  form  it  ap- 

* Road  before  the  Southern  Section  of  the  American  Larynvo- 
logical,  Rhinological  and  Otolo-'cal  Society,  at  Jacksonville, 
Fla.,  January  19,  1925. 


pears  either  in  the  first  few  months  of  life  or 
about  the  age  of  puberty,  most  frequently  dur- 
ing the  first  few  months.  When  it  occurs  soon 
after  birth  the  lesions  are  usually  secondary. 
If  the  secondary  stage  is  completed  in  utero. 
the  disease  may  only  become  manifest  in  the 
third  stage  after  the  lapse  of  several  (usually 
from  two  to  fifteen)  years.1 

Laryngitis  of  late  hereditary  syphilis  is  quite 
rare  and  is  likely  to  be  overlooked  because  of 
the  difficulties  in  the  way  of  a thorough  exami- 
nation and  because  the  disease  is  usually  pain- 
less. Strouss  has  collected  fourteen  cases  be- 
tween the  ages  of  three  and  fifteen  years  and 
added  three  of  his  own.  The  parts  most  fre- 
quently affected  are : first,  the  epiglottis ; 

second,  the  aryteno-epiglottic  folds;  third,  the 
posterior  laryngeal  wall.2 

The  sypmptoms  are  those  of  chronic  laryngi- 
tis, hoarseness,  sometimes  aphonia,  and  in  a few 
cases  chronic  laryngeal  stenosis. 

Differential  Diagnosis:  The  two  diseases  for 
which  this  condition  is  most  likely  to  be  mis- 
taken are  malignant  growths  and  tuberculosis 
of  the  larynx.  Age  of  the  patient  would  in  a 
measure  eliminate  malignancy.  Tuberculosis 
of  the  larynx  is  rarely  primary ; more  usually 
it  is  secondary  to  pulmonary  tuberculosis. 
Syphilis  can  be  diagnosed  by  manifestations  of 
syphilis  elsewhere  in  the  body,  as  well  as  by 
the  Wassermann  and  therapeutic  tests. 

Report  of  Case 

B.  J.,  age  twelve  years,  male,  school  boy, 
consulted  me  for  the  first  time,  November  29, 
1924. 

Chief  Coni'plaint. — For  past  eight  or  nine 
months  patient’s  speech  has  been  impaired;  he 
sleeps  with  mouth  open,  and  has  difficulty  in 
breathing,  especially  at  nights. 

Personal  History. — The  patient  was  the 
second  of  six  healthy  brothers  and  sisters.  Has 
had  chicken  pox,  measles,  mumps,  scarlet  fever, 
influenza  (twice).  History  otherwise  negative. 

Family  History.- — Father,  age  forty-seven, 
living  and  well.  Mother  died  two  years  ago, 
aged  thirty-seven,  her  trouble  having  been 
diagnosed  sometime  previously  by  the  family 
physician  as  well  as  by  a laryngologist  as  can- 
cer of  the  larynx. 

Her  case  was  then  referred  to  X-ray  special- 
ist for  X-ray  therapy.  She  received  a number 
of  treatments  (about  fifty)  for  this  condition. 
One  week  before  mother’s  death  Wassermann 
was  made,  report  being  4 plus;  treatment  was 
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not  given.  The  supposed  malignant  growth 
perforated  the  larynx  and  over-lying  tissues 
a few  weeks  before  death  of  patient,  thus  form- 
ing a fistulous  opening.  On  close  questioning, 
the  father  admitted  having  had  a chancre 
twenty  years  ago.  Has  not  had  any  treatment. 
Report  of  Wassermann  test  on  other  members 
of  the  family:  child  (age  six)  4 plus,  child 
(age  ten)  3 plus,  child  (age  fourteen)  1 plus, 
and  two  children  (ages  unknown)  negative. 

Physical  Examination.  — Mouth.  Tonsils 
moderately  enlarged  but  apparently  olean; 
epiglottis  is  swollen  and  inflamed;  aryteno- 
epiglottic  fold  swollen  and  slightly  edematous ; 
left  vocal  cord  markedly  swollen  and  congested. 
Ear  and  nose  examination  all  right.  Teeth  ap- 
parently all  right.  Functional  examination  of 
hearing : 

Watch  Whisper  Weber  Rinne  Fistula  L.  Tone  U.  Tone 
Right  ear  35  in.  30  ft.  Positive  Neg.  C-64  2 Tenths 

Left  ear  30  in.  30  ft.  Positive  Neg.  C-64  2 Tenths 

Eye  Examination : Lids  and  lachrymal  ap- 
paratus negative.  Conjunctiva,  palpebral  and 
bulbar  negative.  Cornea  shows  numerous  dots, 
pen  point  to  pen  head  in  size,  in  the  substantis 
propria,  grayish  white  in  color  and  distributed 
in  central  two-thirds  of  cornea,  being  more 
dense  in  pupillary  area.  No  blood  vessels  or 
remnants  of  blood  vessels  seen  in  cornea.  An- 
terior chamber  of  normal  depth.  Pupils  react 
to  light  and  accommodation.  Pupils  round  and 
equal  in  size.  Fundus:  Lens  clear,  vitreous 
clear,  disc  oval,  outlines  normal,  blood  vessels 
normal,  macula  and  periphery  clear.  No  signs 
of  anterior  choroiditis  could  be  found. 

Diagnosis. — Keratitis,  profunda  punctata. 
Vision  20/40  each  eye.  Wassermann  4 plus. 
Chest  examination  shows  normal  thoracic  out- 
line, respiratory  excursions  full  and  free,  costo- 
phrenic  angles  clear.  Right  and  left  lung  clear 
from  apex  to  base. 

Treatment. — The  patient  was  referred  to  his 
family  physician  for  anti-luetic  treatment,  No- 
vember 30,  1924.  The  brilliant  effects  of  sal- 
varsan  have  seldom  been  more  impressed  upon 
me  than  in  this  case.  A patient  with  almost 
complete  aphonia  and  embarrassed  respiration 
was  almost  well  in  a Aveek  after  its  use.  The 
patient  has  noAv  had  four  doses  of  neo-salvar- 
san. 

Outcome  Examination  of  Larynx. — Swelling 
and  edema  gone  and  no  hoarseness. 

Comment. — I haATe  not  had  time  to  reAuew 
the  literature  completely  so  as  to  ascertain  the 


number  of  cases  of  late  hereditary  syphilis  of 
the  larynx  in  children  that  have  been  put  on 
record.  During  the  past  two  years  there  have 
been  no  cases  revieAved  by  the  International 
Siuwey  of  the  American  Institute  of  Medicine. 
This,  combined  with  the  scant  reference  to  the 
subject  in  our  text-books  on  laryngology,  leads 
me  to  the  opinon  that  late  hereditary  syphilis 
of  the  larynx  in  children  is  a rare  condition. 

Summary 

1.  When  hoarseness  has  become  progressively 
AA’orse  over  a period  of  nine  months,  we  may 
be  sure  that  some  serious  organic  disease  is 
present.  2.  Absence  of  the  characteristic 
Hutchinson  teeth  in  children  who  h ave  passed 
through  the  second  dentition,  also  the  absence 
of  any  ear  or  eye  symptoms  which  are  char- 
acteristic of  hereditary  syphilis.  3.  Negative 
physical  examination.  4.  Relief  of  symptoms 
after  the  first  administration  of  neo-salvarsan 
was  most  unusual.  5.  Mother’s  death  Avas  most 
likely  due  to  syphilis  of  the  larynx.  There  Avas 
no  history  of  miscarriage. 

References. 

1.  Ballinger — “Diseases  of  Ear,  Nose  and  Throat.’' 

2.  Holt — “Diseases  of  Children.’’ 

612  MacBain  Building. 


REPORT  OF  A CASE  OF  VINCENT’S 
ANGINA— WITH  TREATMENT. 

By  R.  E.  MITCHELL,  M.  D.,  Richmond,  Va. 

Vincent’s  angina  is  an  uncommon  non-viru- 
lent,  subacute,  ulcerative,  pseudo-membranous 
inflammation,  Avhich  occurs  in  debilitated  and 
insanitary  subjects.  It  has  been  proven  to  be 
caused  by  the  union  of  toxins  from  the  spiril- 
lum of  Vincent  and  the  fusiform  bacillus. 

The  lesions  commonly  invohre  one  tonsil 
usually  at  its  upper  part,  often  spreading  to 
the  soft  palate  and  the  other  tonsil  or  pharynx. 
It  may  also  spread  to  the  larynx  or  trachea, 
seA  eral  cases  having  been  reported.  The  lesion 
is  covered  with  a pseudo-membraiqj,  grayish 
white  in  color,  surrounded  by  a red  ring  of 
inflammation.  There  may  be,  and  generally 
are,  seATeral  patches  of  involvement,  Avith  no 
appreciable  connection  but  separated  by 
healthy  tissue.  The  membrane,  when  an  at- 
tempt to  remove  it  is  made,  is  found  to  be 
granular  and  cheesy  in  consistency,  with  an 
ulcerative  area  beneath,  Avhich  bleeds  freely. 
The  membrane  returns  after  forcible  removal. 

The  symptoms  vary  a great  deal  from  a mild 
tonsillitis  to  a very  severe  ulcerated  throat, 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


257 


profuse  glandular  enlargement,  general 
malaise,  chilly  sensations,  and  temperature  as 
high  as  101  to  102. 

The  diagnosis  is  made  entirely  from  micro- 
scopic examination  of  a scraping  from  the 
lesion,  easily  made  since  the  germ  takes  any 
of  the  dye  stains. 

The  prognosis  is  usually  good.  Recurrences 
are  to  be  looked  for  and  laryngeal  involve- 
ments may  become  quite  serious. 

The  treatment  of  the  past  has  been  applica- 
tions of  tincture  of  iodine,  mercurochrome, 
solutions  of  nitrate  of  silver,  zinc  sulphate,  and, 
more  recently,  solutions  of  salvarsan.  These 
measures  have  been  used  with  varying  results, 
but  have  required  long  drawn  out  treatments, 
and  some  cases  have  undoubtedly  become 
chronic  with  no  hope  of  becoming  permanently 
cured.  The  treatment  par  excellence  and  with 
which  this  case  report  chiefly  deals  is  intra- 
venous injections  of  1 per  cent  solution  of  anti- 
mony and  potassium  tartrate.  It  seems  almost 
a specific,  at  least  my  own  experience  would 
seem  to  justify  this  assertion. 

Mrs.  A.,  twenty-six  years  of  age,  married, 
two  children,  with  history  of  pellagra  one 
year  ago,  was  attacked  with  a severe  sore 
throat,  chiefly  right  side,  with  considerable 
pain  on  swallowing  and  talking.  Glands  of 
throat  on  this  side  very  much  enlarged  and 
tender.  Her  family  physician  was  called  in 
and,  finding  a membrane,  suspicioned  diph- 
theria and  immediately  gave  her  10.000  units 
of  antitoxin.  A swab  from  her  throat  was  sent 
to  the  City  Health  Department,  which  later 
came  back  negative  for  diphtheria.  On  the 
second  day  her  doctor,  not  finding  her  im- 
proved, repeated  the  dose  of  antitoxin  with 
the  same  result.  The  following  day  I was 
asked  to  see  the  patient  and  at  once  suspicioned 
Vincent’s  angina,  the  picture  being  typical.  A 
scraping  from  the  lesion  was  made,  which 
proved  positive.  On  the  third  day  after  seeing 
her,  we  gave  5 c.c.  of  1 per  cent  solution  of 
tartar  emetic,  skipping  the  next  day,  and  re- 
peated the  dose  on  the  third  day.  She  im- 
mediately began  to  feel  better  and  when  the 
day  arrived  for  her  third  treatment  all  the 
membrane  had  disappeared,  the  adenitis  had 
greatly  subsided,  and  the  patient  was  out  of 
bed  and  down  stairs  with  her  family.  She  has 
received  three  subsequent  injections,  but  clini- 
cally she  is  well. 

409  Medical,  Arts  Building. 


Correspondence 

Senator  Mapp’s  Record  in  Regard  to  the  de 

Collard  Bill. 

To  the  Editor: 

Today,  July  2,  1925,  I received  a letter  from 
Senator  G.  Walter  Mapp,  in  which  he  protests 
against  the  record  of  his  connection  with  the 
de  Collard  bill,  Senate  Bill  No.  55,  as  printed 
in  the  communication  by  me,  “Chiropractic  and 
Poropathv.”  which  appeared  in  the  Virginia 
Medical  Monthly,  June,  1925. 

This  record  is  a reproduction  of  the  same 
record  which  was  used  in  the  campaign  of 
Senator  Trinkle,  and  which  was  prepared  by 
a lawyer  for  me  for  use  during  the  primary  in 
which  Senator  Trinkle  was  a candidate  for 
governor.  At  that  time  Senator  Mapp  was  not 
a candidate  for  a State  office,  and  his  name 
was  mentioned  only  as  moving  a reconsidera- 
tion of  the  bill  which  had  been  defeated  as 
an  emergency  measure.  The  doctors  in  the 
Senate  were  recorded  as  voting  against  the  bill 
only  to  show  how  the  representatives  of  the 
medical  profession  in  the  Senate  regarded  it. 
The  complete  records,  however,  show  that  while 
Senator  Mapp  did  move  to  reconsider  this  bill 
after  it  had  been  defeated  as  an  emergency 
measure,  he  voted  against  it  on  its  passage. 

In  justice  to  Senator  Mapp  I am  glad  to 
make  this  statement,  and  trust  you  will  give 
this  letter  due  prominence. 

On  two  previous  occasions  I had  written  to 
Senator  Mapp  asking  for  his  record  on  this 
matter,  but  my  efforts  to  secure  this  informa- 
tion have  been  overlooked  by  him  until  today. 

J.  Shelton  Horsley. 


Analyses,  Selections,  Etc. 


Treatment  of  Chancroid  With  Tartar  Emetic 

Solution  Intravenously. 

Herman  Goodman,  of  New  York  City,  pro- 
poses the  use  of  solutions  of  tartar  emetic  in- 
travenously in  the  treatment  of  chancroid,  fol- 
lowing his  experiences  with  this  drug  in  the 
tropics  in  the  therapy  of  granuloma  inguinale. 

In  Goodman’s  experience,  the  diagnosis  of 
chancroid  most  often  rests  on  clinical  obser- 
vation: absence  of  Spirocheta  pallida  on  dark 
field  examination;  and  absence  of  the  so-called 
Calimato-bacterium  granulomatis  of  inguinal 
granuloma.  The  search  for  Ducrev  bacilli  in 
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smears  has  not  been  fruitful,  and  the  utiliza- 
tion of  culture  methods  has  not  been  routine. 
The  Wassermann  reaction  is  of  negative  aid. 

The  patients  have  presented  themselves  for 
treatment  after  extension  to  the  draining 
glands,  and  several  after  ineffective  anti- 
syphilitic treatment.  Other  patients  had  been 
under  observation  for  urethritis  because  of  a 
purulent  discharge  exuding  from  an  acquired 
phimotic  prepuce.  Goodman  uses  the  actual 
cautery  knife  to  make  a dorsal  slit  when  indi- 
cated rather  than  the  cold  knife  because  of  the 
possible  danger  of  opening  blood  and  lymph 
channels.  Local  cleanliness  with  soap  and 
water,  and  immersion  of  the  affected  part  in 
warmed  mercuric  chloride  was  insisted  upon. 

The  innovation  in  treatment  is  the  use  in- 
travenously of  solutions  of  tartar  emetic  or 
antimony  potassium  tartrate.  The  drug  is 
given  in  concentration  of  1 TOO.  A commercial 
sterilized  1 per  cent  solution,  standardized  and 
biologically  tested,  contained  in  10  c.c.  hermet- 
ically sealed  ampoules  has  been  used.  The 
initial  dose  intravenous^  has  been  5 c.c.  of  the 
1 :100  solution,  given  once  every  second  day  or 
at  longer  intervals  to  once  in  five  days.  The 
number  of  injections  has  varied  from  four  to 
eight.  The  dose  may  be  increased  by  1 c.c.  at 
each  injection,  but  no  dose  greater  than  12 
c.c.  has  been  administered.  There  have  been 
no  ill  effects. 

The  use  of  antimony  potassium  tartrate  in 
chancroid  is  recited  in  case  histories.  It  is 
hoped  that  the  experiences  of  others  will  war- 
rant further  publication. — {Journal  of  Urol- 
ogy, 13:489,  April,  1925). 

Unperforated  Ulcers  of  the  Terminal  Ileum, 

Symptomatically  Simulating  Appendicitis. 

In  a paper  read  at  the  meeting  of  the  Ameri- 
can Medical  Association  before  the  Section  on 
Surgery,  General  and  Abdominal,  May  27, 
1925,  Dr.  J.  Shelton  Horsley,  Richmond,  Va., 
discussed  the  symptoms  of  appendicitis.  He 
stated  that  the  appendix  has  a wide  range  of 
locality.  'When  in  its  normal  position  the  in- 
flamed appendix  gives  the  typical  symptoms 
of  pain  beginning  in  the  epigastrium  or  around 
the  navel,  with  subsequent  pain,  tenderness 
and  muscle  spasm  in  the  right  iliac  fossa. 
When  abnormally  placed  it  may  cause  pain 
and  tenderness  in  the  median  line,  the  pubic 


region,  along  the  iliac  crest  or  around  the 
gall-bladder.  On  the  other  hand,  any  one  of 
many  other  diseases  may  give  the  symptoms  of 
appendicitis  and  must  be  differentiated.  Symp- 
toms, however,  which  are  due  to  a lesion  in 
the  intestinal  tract  near  the  appendix  may 
closely  simulate  those  of  appendicitis  and  are 
more  difficult  to  distinguish.  The  importance 
of  bearing  in  mind  such  lesions  is  emphasized. 
Operations  for  appendicitis  are  sometimes  un- 
dertaken without  due  regard  for  the  possibili- 
ties of  other  lesions  of  the  gastro-intestinal 
tract,  and  the  surgeon  should  be  competent  to 
deal  with  any  other  surgical  condition  that 
may  be  present. 

Three  cases  are  reported  with  symptoms  of 
appendicitis  having  tenderness  and  muscle 
spasm  in  the  lower  abdomen.  A diagnosis  of 
appendicitis  was  made  in  each  case.  In  two. 
at  operation  a solitary  tuberculous  ulcer  was 
found  in  the  ileum,  and  a resection  of  the 
terminal  ileum  with  appendectomy  was  done. 
The  third  patient,  a boy  ten  years  of  age,  was 
admitted  to  the  hospital  with  a diagnosis  of 
acute  appendicitis.  At  operation  the  appendix 
was  found  to  be  moderately  congested  and  was 
removed.  The  terminal  ileum  was  greatly  en- 
larged and  congested.  About  nine  inches  of 
the  ileum  and  the  cecum  and  part  of  the  as- 
cending colon  were  resected.  Grossly  the  les- 
ion appeared  to  be  tuberculous,  but  careful 
microscopic  study  showed  the  tissue  to  be  sim- 
ple inflammatory.  All  three  cases  made  a sat- 
isfactory recovery. 

The  technic  of  resection  of  the  terminal 
ileum  is  discussed.  The  method  to  be  used  de- 
pends largely  upon  the  local  conditions.  The 
active  peristalsis  and  the  small  amount  of  bac- 
teria in  the  upper  jejunum  demand  different 
methods  of  procedure  from  those  indicated  in 
the  more  slowly  acting  ileum  whose  contents 
are  filled  with  bacteria.  Thus,  in  the  lower 
ileum  it  is  important  to  use  a technic  which 
will  prevent  contamination,  even  though  it  gives 
a smaller  lumen  of  the  bowel,  while  in  the  up- 
per jejunum  with  fewer  bacteria  the  import- 
ance of  an  ample  caliber  dominates  the  situa- 
tion. The  technic  of  Kerr  is  excellent  in  many 
of  these  cases  of  resection  of  the  lower  ileum, 
but  when  there  is  much  fat  a lateral  anastomo- 
sis should  be  done.  If  there  has  been  obstruc- 
tion or  if  the  cecum  and  colon  are  included  in 
the  resection,  an  enterostomy  with  a soft  rub- 
ber catheter  seems  indicated. 
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The  T ruth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  April  30,  1925,  the  following  have  been  ac- 
cepted: 

Lederle  Antitoxin  Laboratories 

Poison  Ivy  Extract — Lederle  (In  Almond  Oil) 

Poison  Ivy  Extract — Lederle  (In  Almond  Oil),  1 
c.c. 

Rabies  Vaccine — Lederle  (Semple  Method) 

H.  K.  Mulford  Company 

Ash  Tree  Pollen  Dried — Mulford:  Bermuda  Grass 
Pollen  Dried — Mulford;  Box  Elder  Pollen  Dried 
— Mulford;  Canary  Grass  Pollen  Dried — Mul- 
ford; Careless  Weed  Pollen  Dried— Mulford : 
Cocklebur  Pollen  Dried — Mulford;  Corn  Pollen 
Dried — Mulford;  Cottonwood  Pollen  Dried — Mul- 
ford; Daisy  Pollen  Dried — Mulford;  Dandelion 
Pollen  Dried — Mulford;  Dock  Pollen  Dried — Mul- 
ford; False  Ragweed  Pollen  Dried — Mulford; 
Goldenrod  Pollen  Dried — Mulford;  High  Rag- 
weed Pollen  Dried — Mulford;  Johnson  Grass 
Pollen  Dried — Mulford;  June  Grass  Pollen  Dried 
—Mulford;  Lamb’s  Quarters  Pollen  Dried — Mul- 
ford; Low  Ragweed  Pollen  Dried — Mulford;  Ma- 
ple Pollen  Dried — Mulford;  Marsh  Elder  Pollen 
Dried — Mulford;  Mountain  Cedar  Pollen  Dried — 
Mulford;  Mugwort  Pollen  Dried — Mulford;  Oak 
Tree  Pollen  Dried — Mulford;  Orchard  Grass 
Pollen  Dried — Mulford;  Perennial  Rye  Grass 
Pollen  Dried — Mulford;  Plantain  Pollen  Dried — 
Mulford;  Redroot  Pigweed  Pollen  Dried — Mul- 
ford; Redtop  Pollen  Dried — Mulford;  Russian 
Thistle  Pollen  Dried — Mulford;  Rye  Pollen  Dried 
— Mulford;  Sagebrush  Pollen  Dried — Mulford; 
Shad  Scale  Pollen  Dried — Mulford;  Sheep  Sorrel 
Pollen  Dried — Mulford;  Slender  Ragweed  Pollen 
Dried — Mulford;  Sugar  Beet  Pollen  Dried — Mul- 
ford; Sunflower  Pollen  Dried— Mulford;  Sweet 
Vernal  Grass  Pollen  Dried — Mulford;  Timothy 
Pollen  Dried — Mulford;  Velvet  Grass  Pollen 
Dried — Mulford;  Walnut  Tree  Pollen  Dried— 
Mulford;  Western  Ragweed  Pollen  Dried — Mul- 
ford; Wormwood  Pollen  Dried — Mulford. 

Insulin — Mulford 

Insulin — Mulford;  10  units,  5 c.c. 

Insulin — Mulford;  20  units,  5 c.c. 

Insulin — Mulford;  40  units,  5 c.c. 

Parke,  Davis  & Co. 

Typhoid  Vaccine  (Prophylactic)  30  c.c. 

Typhoid  Paratyphoid  Vaccine  (Prophylactic)  30  c.c. 
Powers-Weightman-Rosengarten  Co. 

Stovarsol 

Stovarsol  Tablets  0.25  Gm. 

Swan-Myers  Co. 

Annual  Sage  Concentrated  Pollen  Extract — Swan- 
Myers;  Ash  Concentrated  Pollen  Extract — Swan- 
Myers;  Black  Walnut  Concentrated  Pollen  Ex- 
tract— Swan-Myers;  Blue  Grass  Concentrated 
Pollen  Extract — Swan-Myers;  Box  Elder  Con- 
centrated Pollen  Extract — Swan-Myers;  Buck- 
horn  Concentrated  Pollen  Extract — Swan-Myers; 
Burweed  Marsh  Elder  Concentrated  Pollen  Ex- 
tract-— -Swan-Myers;  Cocklebur  Concentrated 
Pollen  Extract — Swan-Myers;  Corn  Concentrated 
Pollen  Extract — Swan-Myers;  Cottonwood  Con- 
centrated Pollen  Extract — Swan-Myers ; False 
Ragweed  Concentrated  Pollen  Extract — Swan- 
Myers;  Giant  Ragweed  Concentrated  Pollen  Ex- 
tract— Swan-Myers;  Goldenrod  Concentrated 
Pollen  Extract — Swan-Myers;  Hemp  Concen- 
trated Pollen  Extract — Swan-Myers;  Hickory 


Concentrated  Pollen  Extract  — Swan-Myers; 
Lamb’s  Quarters  Concentrated  Pollen  Extract— 
Swan-Myers;  Marsh  Elder  Concentrated  Pollen 
Extract — Swan-Myers;  Mugwort  Concentrated 
Pollen  Extract — Swan-Myers;  Oak  Concentrated 
Pollen  Extract — Swan-Myers;  Orchard  Grass 
Concentrated  Pollen  Extract — Swan-Myers;  Pra- 
rie  Sage  Concentrated  Pollen  Extract- — Swan-My- 
ers; Quailbrush  Concentrated  Pollen  Extract — 
Swan-Myers;  Red  Sorrel  Concentrated  Pollen 
Extract  — Swan-Myers;  Redtop  Concentrated 
Pollen  Extract — Swan-Myers;  Russian  Thistle 
Concentrated  Pollen  Extract  — Swan-Myers; 
Sagebrush  Concentrated  Pollen  Extract — Swan- 
Myers;  Short  Ragweed  Concentrated  Pollen  Ex- 
tract— Swan-Myers;  Slender  False  Ragweed  Con- 
centrated Pollen  Extract — Swan-Myers;  South- 
ern Ragweed  Concentrated  Pollen  Extract — 
Swan-Myers;  Spiny  Amaranth  Concentrated 
Pollen  Extract — Swan-Myers;  Sudan  Grass  Con- 
centrated Pollen  Extract — Swan-Myers;  Sycamore 
Concentrated  Pollen  Extract — Swan-Myers;  Tim- 
othy Concentrated  Pollen  Extract — Swan-Myers; 
Western  Ragweed  Concentrated  Pollen  Extract — 
Swan-Myers;  Western  Water  Hemp  Concen- 
trated Pollen  Extract — Swan-Myers. 

Change  of  Agency. 

Sulfarsenol,  formerly  distributed  by  Charles  Leich 
and  Co.,  is  now  distributed  by  the  Anglo-French 
Drug  Co.,  which  supplies  .06,  .12,  .18,  .30,  .42,  .60  Gm. 
ampules.  The  Council  has  continued  the  acceptance 
of  Sulfarsenol  under  the  new  distributor. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Typhoid  Vaccine  X Plain. — A typhoid  vaccine 
(New  and  Non-official  Remedies,  1925,  p.  360),  mar- 
keted in  single  1 c.c.  carpule  (tube)  packages  con- 
taining 500  million  killed  bacteria  per  c.c.;  in  pack- 
ages of  ten  1 c.c.  carpules,  each  containing  500  mil- 
lion killed  bacteria  per  c.c.;  in  packages  of  four  1 
c.c,  carpules;  each  containing  1,000  million  killed 
bacteria  per  c.c.  and  in  packages  of  ten  1 c.c.  car- 
pules, each  containing  1,000  million  killed  bacteria 
per  c.c.  Cook  Laboratories,  Inc.,  Chicago. 

Typhoid  Vaccine  XX  Combined. — A typhoid  vac- 
cine (New  and  Non-official  Remedies,  1925,  p.  360), 
marketed  in  single  1 c.c.  carpule  (tube)  packages 
containing  500  million  killed  bacillus  typhosus,  375 
million  killed  bacillus  paratyphosus  A,  and  375  mil- 
lion killed  bacillus  paratyphosus  B per  c.c.;  in  pack- 
ages of  ten  1 c.c.  carpules  each  containing  500  mil- 
lion killed  bacillus  typhosus,  375  million  killed  bacil- 
lus paratyphosus  A and  375  million  bacillus  paraty- 
phosus B per  c.c.;  in  single  c.c.  carpule  packages  con- 
taining 1,000  million  killed  bacillus  typhosus,  750  mil- 
lion killed  bacillus  paratyphosus  A and  750  million 
killed  bacillus  paratyphosus  B per  c.c.  and  in  packages 
of  ten  1 c.c.  carpules  each  containing  1,000  million 
killed  bacillus  typhosus,  750  million  killed  bacillus 
paratyphosus  A and  750  million  killed  bacillus  para- 
typhosus B per  c.c.  Cook  Laboratories,  Inc.,  Chicago. 

Acne  Vaccine  Combination  X. — A mixed  bacterial 
vaccine  (New  and  Non-official  Remedies,  1925,  p.  365) 
marketed  in  packages  of  four  1 c.c.  carpules  (tubes) 
containing,  respectively  262  million,  500  thousand, 
525  million,  787  million,  500  thousand  and  1,050  mil- 
lion killed  bacteria  per  c.c.;  in  single  1 c.c.  carpule 
packages  containing  1,050  million  killed  bacteria  per 
c.c.  and  in  packages  of  ten  1 c.c.  carpules  each  con- 
taining 1,050  million  killed  bacteria  per  c.c.  Cook 
Laboratories,  Inc.,  Chicago. 

Caprokol.  — - Hexylresorcinol  — S.  & D. — Normal 
hexylresorcinol,  containing  not  more  than  5 per 


260 


VIRGINIA  MEDICAL  MONTHLY.  [July, 


cent,  of  the  intermediate  product  hexylresorcinol. 
C'aprokol  possesses  marked  germicidal  properties,  is 
stated  to  have  a phenol  coefficient  of  45  and  to  be 
relatively  nontoxic  when  administered  by  mouth. 
When  administered,  it  imparts  definite  germicidal 
properties  to  the  urine.  Administration  of  caprokol 
to  normal  individuals  caused  secretion  of  urine  which 
killed  bacillus  coli  and  staphylococcus  albus,  but  the 
effect  of  the  drug  was  not  constant.  Caprokol  is  pro- 
posed for  the  treatment  of  urinary  infections.  The 
drug  is  marketed  in  the  form  of  capsules  hexylre- 
sorcinol— S.  & D.,  each  containing  0.15  Gm.  dissolved 
in  olive  oil.  Sharp  and  Dohme,  Baltimore. 

Insulin — Stearns,  Single  Strength. — 10  c.c.  vials 
containing  in  each  c.c.  10  units  of  insulin — Stearns 
(New  and  Nonofficial  Remedies,  1925,  p.  174).  Fred- 
erick Stearns  and  Company,  Detroit. 

Insulin — Stearns,  Double  Strength. — 10  c.c.  vials 
containing  in  each  c.c.  20  units  of  insulin — Stearns 
(New  and  Non-official  Remedies,  1925,  p.  174).  Fred- 
erick Stearns  and  Company,  Detroit. 

Insulin — Stearns,  Quadruple  Strength — 10  c.c.  vials, 
each  containing  40  units  of  insulin — Stearns.  (New 
and  Non-official  Remedies,  1925,  p.  174).  Frederick 
Stearns  and  Company,  Detroit. 

Scarlet  Fever  Streptococcus  Antitoxin.— An  anti- 
toxic serum  prepared  by  immunizing  animals  against 
the  toxin  of  the  hemolytic  streptococcus  of  scarlet 
fever.  It  is  prepared  (a)  after  the  method  of  G.  F. 
Dick  and  G.  H.  Dick,  by  immunizing  horses  by  injec- 
tion of  soluble  toxins  of  strains  of  hemolytic  strep- 
tococci, which  have  produced  experimental  scarlet 
fever  in  human  beings  and  (b)  by  the  method  of 
A.  R.  Dochez,  by  which  horses  are  immunized  against 
the  specific  scarlet  fever  organism  by  the  localiza- 
tion of  the  living  streptococci  in  a subcutaneous  agar 
nodule.  Much  evidence  has  accumulated  to  show  that 
the  specific  organism  of  scarlet  fever  has  been  de- 
termined and  that  the  administration  of  a serum 
containing  the  antitoxin  produced  by  this  organism 
will  favorably  affect  the  course  of  scarlet  fever. 

Scarlet  Fever  Streptococcus  Antitoxin — Lilly  (Un- 
concentrated).— It  is  prepared  by  the  Dochez  method. 
Each  c.c.  neutralizes  at  least  10,000  skin  test  doses 
of  scarlet  fever  toxin.  Marketed  in  packages  of  one 
vial  containing  20  c.c. — Eli  Lilly  and  Co.,  Indianapo- 
lis, Ind. 

Scarlet  Fever  Streptococcus  Antitoxin — Lilly.  (Re- 
fined and  Concentrated). — It  is  prepared  by  the 
Dochez  method.  Each  c.c.  neutralizes  at  least  20,000 
skin  test  doses.  Marketed  in  packages  of  one  vial 
containing  10  c.c. — Eli  Lilly  and  Co.,  Indianapolis, 
Ind. 

Scarlet  Fever  Streptococcus  Antitoxin — U.  S.  S. 
P. — It  is  prepared  by  the  method  of  Drs.  Dick.  Each 
c.c.  neutralizes  at  least  1,000  skin  test  doses  of  scar- 
let. fever  toxin.  Marketed  in  packages  of  one  syringe 
containing  10  c.c.  (prophylactic  dose);  and  in  pack- 
ages of  one  vial  containing  20  c.c.  (therapeutic  dose). 
United  States  Standard  Products  Co.,  Woodworth, 
Wis.  (Jour.  A.  M.  A.,  May  2,  1925,  p.  1338). 

Resorcinol  Monoacetate. — Resorcin  acetate. — The 
monoacetic  ester  of  resorcinol.  The  action  of  resor- 
cinol monoacetate  is  similar  to  that  of  resorcinol, 
although  milder  and  more  lasting,  because  of  the 
gradual  liberation  of  resorcinol.  Resorcinol  mono- 
acetate is  used  in  the  treatment  of  acne,  sycosis, 
cbillblains,  and  particularly  in  the  treatment  of 
alopecia  and  seborrhea.  It  is  applied  in  5 to  20  per 
cent,  ointments  and  as  a scalp  lotion,  in  3 to  5 per 
cent,  alcoholic  solutions. 

Resorcinol  Monoacetate — Eastman  Kodak  Co. — A 
brand  of  resorcinol  monoacetate — N.  N.  R.  (See  pre- 


ceding article).  Eastman  Kodak  Co.,  Rochester,  N. 
Y.  (Jour.  A.  M.  A.,  May  9,  1925,  p.  1421). 

Lunosol. — Argenti  Clilorichim  Colloidale  Sacchara- 
tum — Hille. — A preparation  of  colloidal  silver  chlo- 
ride containing  silver  chloride,  10  per  cent.,  and 
sucrose,  90  per  cent.  Lunosol  has  antiseptic  and 
germicidal  properties.  It  causes  neither  irritation 
of  the  mucous  membrane  nor  coagulation  of  albumin 
even  in  concentrated  solutions;  it  does  not  stain  the 
skin.  Lunosol  is  intended  for  the  prophylaxis  against 
and  treatment  of  infections  of  the  accessible  mucous 
membranes,  such  as  the  genito-urinary  tract  and  the 
eyes,  ear,  nose  and  throat.  Lunosol  is  sold  in  bulk 
and  in  capsules  containing  six  grains. — Hille  Labora- 
tories, Inc.,  Chicago. 

Rabies  Vaccine  (Semple). — Anantirabic  vaccine 
(New  and  Non-official  Remedies,  1925,  p.  342,  pre- 
pared according  to  the  general  method  of  David  Sem- 
ple (phenol  killed).  It  is  marketed  in  packages  of 
seven  syringes,  each  containing  2.5  c.c. — Cutter  Lab- 
oratory, Berkeley,  Calif.  (Jour.  A.  M.  A.,  May  16, 
1925,  p.  1497). 

Bromsulphalein — H.  W.  & D. — Disodium  phenolte- 
trabromphthalein-sulphonate.  — The  disodium  salt 
formed  by  the  interaction  of  tetrabromphthalic  acid 
(or  anhydride)  and  phenol  with  subsequent  sulpho- 
nation.  It  contains  from  37  to  3S  per  cent  of  bro- 
mine. Bromsulphalein — H.  W.  & D.  is  used  as  a 
test  of  liver  function;  the  amount  remaining  in  the 
blood  stream  after  intravenous  injections  as  deter- 
mined colorimetrically,  is  considered  a measure  of 
hepatic  dysfunction.  Bromsulphalein — H.  W.  & D., 
is  supplied  in  ampules  containing  3 c.c.  of  a 5 per 
cent  solution.  Hynson,  Westcott  and  Dunning,  Balti- 
more. (Jour.  A.  M.  A.,  May  23,  1925,  p.  1573). 

Cencentrated  Pollen  Extracts — Swan-Myers. — Li- 
quids obtained  by  extracting  the  dried  pollen  of 
plants  with  a liquid  consisting  of  67  per  cent  glyce- 
rin and  33  per  cent  of  a solution  containing  sodium 
chloride,  2.5  Gm.,  and  sodium  bicarbonate,  2.7  Gm., 
in  distilled  water,  1,000  c.c.  For  actions,  uses  and 
dosage,  see  Allergic  Protein  Preparations,  New  and 
Non-official  Remedies,  1925,  p.  278.  The  following 
cencentrated  pollen  extract — Swan-Myers,  are  mar- 
keted in  5 c.c.  vials:  Annual  Sage  Concentrated 

Pollen  Extract — Swan-Myers;  Ash  Concentrated 
Pollen  Extract — Swan-Myers;  Black  Walnut  Concen- 
trated Pollen  Extract — Swan-Myers;  Blue  Grass  Con- 
centrated Pollen  Extract — Swan-Myers;  Box  Elder 
Concentrated  Pollen  Extract — Swan-Myers;  Buck- 
horn  Concentrated  Pollen  Extract — Swan-Myers; 
Burweed  Marsh  Elder  Concentrated  Pollen  Extract — 
Swan-Myers;  Cocklebur  Concentrated  Pollen  Extract 
— Swan-Myers;  Corn  Concentrated  Pollen  Extract — 
Swan-Myers;  Cottonwood  Concentrated  Pollen  Ex- 
tract— Swan-Myers;  False  Ragweed  Concentrated 
Pollen  Extract — Swan-Myers;  Giant  Ragweed  Con- 
centrated Pollen  Extract — Swan-Myers;  Goldenrod 
Concentrated  Pollen  Extract — Swan-Myers;  Hemp 
Concentrated  Pollen  Extract — Swan-Myers;  Hickory 
Concentrated  Pollen  Extract — Swan-Myers;  Lamb’s 
Quarters  Concentrated  Pollen  Extract — Swan-Myers; 
Marsh  Elder  Concentrated  Pollen  Extract — Swan- 
Myers;  Mugwort  Concentrated  Pollen  Extract — Swan- 
Myers;  Oak  Concentrated  Pollen  Extract — Swan-My- 
ers; Orchard  Grass  Concentrated  Pollen  Extract— 
Swan-Myers;  Prairie  Sage  Concentrated  Pollen  Ex- 
tract— Swan-Myers;  Quailbrush  Concentrated  Pollen 
Extract — Swan-Myers;  Red  Sorrel  Concentrated  Poll- 
en Extract — Swan-Myers;  Redtop  Concentrated  Poll- 
en Extract — Swan-Myers;  Russian  Thistle  Concen- 
trated Pollen  Extract — Swan-Myers;  Sagebrush  Con- 
centrated Pollen  Extract — Swan-Myers;  Short  Rag- 
weed Concentrated  Pollen  Extract — Swan-Myers; 
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Slender  False  Ragweed  Concentrated  Pollen  Extract 
— Swan-Myers;  Southern  Ragweed  Concentrated  Poll- 
en Extract — Swan-Myers;  Spiny  Amaranth  Concen- 
trated Pollen  Extract — Swan-Myers;  Sudan  Grass 
Concentrated  Pollen  Extract — Swan-Myers;  Sycamore 
Concentrated  Pollen  Extract — Swan-Myers;  Timothy 
Concentrated  Pollen  Extract — Swan-Myers;  Western 
Ragweed  Concentrated  Pollen  Extract — Swan-Myers; 
Western  Water  Hemp  Concentrated  Pollen  Extract — 
Swan-Myers.  Swan-Myers  Co.,  Indianapolis,  Ind. 

Rabies  Vaccine — Lederle  (Semple  Method). — An 
antirabic  vaccine  (New  and  Non-official  Remedies, 
1925,  p.  342),  prepared  according  to  the  general 
method  of  David  Semple  (phenol  killed).  It  is  mar- 
keted in  packages  of  14  syringes,  each  containing  2 
c.c.  Lederle  Antitoxin  Laboratories,  New  York. 
(Jour.  A.  M.  A.,  May  30,  1925,  p.  1634). 

PROPAGANDA  FOR  REFORM. 

Mercodel  Not  Accepted  for  N.  N.  R. — Mercodel 
(formerly  called  Lueside),  is  a preparation  of  me- 
tallic mercury  proposed  by  the  Seydel  Chemical  Com- 
pany for  the  treatment  of  syphilis.  A clinical  study 
of  Mercodel  was  made  for  the  Council  on  Pharmacy 
and  Chemistry  by  H.  N.  Cole,  of  the  Dept,  of  Dermat- 
ology and  Syphiology  of  the  Western  Reserve  Uni- 
versity School  of  Medicine.  This  study  showed  that 
while  the  drug  produced  marked  therapeutic  re- 
sponse, stomatitis  might  flare  up  suddenly  in  severe 
and  even  fatal  form.  Contrary  to  the  claims  of  the 
manufacturer,  inflammatory  reactions  were  set  up 
in  the  veins  by  repeated  injections.  On  the  basis  of 
the  available  evidence,  the  Council  informed  the 
Seydel  Chemical  Company  that  Mercodel  had  been 
found  unacceptable  for  New  and  Non-official  Reme- 
dies. The  firm  presented  a reply  accompanied  by 
letters  from  users  of  Mercodel.  The  submitted  evi- 
dence did  not  refute,  but  rather  confirmed,  the  con- 
clusions which  led  to  the  rejection  of  Mercodel  and 
made  clear  that  the  conditions  for  a safe  administra- 
tion have  not  yet  been  found.  Therefore,  the  Coun- 
cil affirmed  its  rejection  of  Mercodel.  It  authorized 
publication  of  its  original  report  along  with  a cir- 
cular letter  of  the  Seydel  Chemical  Company,  which 
makes  unwarranted  use  of  the  report  by  Cole  and  his 
collaborators,  and  a report  on  the  supplementary 
evidence  submitted  by  the  Seydel  Chemical  Company. 
(Jour.  A.  M.  A.,  May  2,  1925,  p.  1373). 

Whole  Grain  Wheat. — The  guiding  force  behind  the 
Whole  Grain  Wheat  Company  seems  to  rest  in  its 
president,  C.  II.  Woodward,  whose  name  appears  ex- 
tensively in  the  advertising.  The  company’s  adver- 
tising methods  are  ingenious  and  many.  In  addition 
to  advertisements  in  the  ordinary  channels,  news- 
papers, etc.,  the  Whole  Grain  Wheat  concern  pub- 
lishes a number  of  booklets  and  pamphlets,  and  gets 
out  a monthly  house  organ,  called  The  Motive,  which 
has  C.  II.  Woodward  for  its  editor  and  publisher  and 
.chief  contributor.  Also,  the  concern,  apparently  or- 
ganizes so-called  “food  clinics”  in  various  towns  and 
has  as  a subsidiary  advertising  organization  the  high- 
sounding  “American  Educational  Food  Council.” 
This  “Council”  appears  to  be  a mere  “paper”  organi- 
zation. 

Woodward  argues  that  the  cure  for  all  diseases  is 
Whole  Grain  Wheat,  because  it  is  not  denatured,  and 
will  make  up  the  deficiencies  of  the  denatured  food 
on  which  a crazy  world  is  feeding.  We  are  told  that 
Whole  Grain  Wheat  has  cured  such  serious  diseases 
as  cancer,  tuberculosis,  Bright’s  disease,  diabetes  and 
colitis,  as  well  as  such  conditions  as  “catarrh,”  con- 
stipation, asthma,  bed-wetting  in  children,  etc.  So 
much  for  the  exploitation  methods  of  the  Whole 
Grain  Wheat  Company.  As  to  the  product  itself,  it 


is,  apparently,  nothing  more  than  whole  grain  wheat, 
partly  cooked.  (Jour.  A.  M.  A.,  May  9,  1925,  p.  1441). 

Poison  Oak  Antigens. — A number  of  publications 
have  appeared  on  the  use  of  preparations  of  Rhus 
toxicodendron,  claimed  to  prevent  or  alleviate  the 
dermatitis  produced  by  contact  with  Rhus  toxicoden- 
dron. So  far  the  Council  on  Pharmacy  and  Chemis- 
try has  not  accepted  any  preparations  of  this  kind, 
but  has  under  consideration  products  made  by  the 
process  used  by  Strickler  and  also  by  a different 
process.  (Jour.  A.  M.  A.,  May  9,  1925,  p.  1445). 

Solubility  of  Mercurochrome-220  Soluble  in  Alco- 
hol.— Preliminary  tests  made  in  the  A.  M.  A.  Chemi- 
cal Laboratory  show  that  “mercurochrome-220  solu- 
ble” is  much  less  soluble  in  alcohol  than  in  water. 
With  95  per  cent,  alcohol  a solution  stronger  than 
0.01  per  cent,  could  be  made.  (Jour.  A.  M.  A.,  May 
9,  1925,  p.  1445). 

Incompatibility  of  Mercurochrome-220  Soluble. — 
The  A.  M.  A.  Chemical  Laboratory  reports  that  when 
a solution  of  mercurochrome-220  soluble,  2 per  cent., 
is  mixed  with  an  equal  volume  of  a solution  of  quin- 
in  and  urea  hydrochloride,  10  per  cent.,  a precipi- 
tate results.  This  chemical  incompatibility  appears 
to  be  due  to  the  interaction  of  the  rather  acid  solu- 
tion of  quinin  and  urea  hydrochloride  on  the  basic 
mercurochrome  solution,  whereby  the  sodium  is  split 
off  and  the  relatively  insoluble  anhydride  of  mercuro- 
chrome together  with  some  quinin,  precipitates. 
(Jour.  A.  M.  A.,  May  9,  1925,  p.  1444). 

Heliotherapy. — Generations  of  laymen  as  well  as 
physicians  have  somehow  assumed  that  part  of  the 
beneficial  effects  of  outdoor  life  is  attributable  to 
sunshine.  The  influence  of  sunlight  on  health  and 
disease  is  being  unravelled  gradually.  An  impetus 
to  the  study  has  been  derived  from  the  investiga- 
tions of  the  biologic  actions  of  light,  particularly  as 
they  are  related  to  dietary  deficiencies.  It  is  now 
clearly  established  that  exposure  to  ultraviolet  radia- 
tions will  protect  against  the  effects  of  the  lack  of 
antirachitic  factors  in  the  diet.  Furthermore,  foods 
may  acquire  antirachitic  properties  by  being  irra- 
diated. Recent  experiments  on  the  effect  of  radiation 
on  the  bactericidal  power  of  the  blood  indicate  that 
the  exposure  of  the  skin  of  animals  to  a source  of 
ultraviolet  radiation  gives  an  increased  bactericidal 
power  to  the  blood  and  serum.  It  has  been  found 
that  irradiation  for  purposes  of  treatment  must  be 
carefully  graded,  since  excessive  exposures  cause  a 
deterioration  of  the  blood  no  less  striking  than  the 
improvement  obtained  with  smaller  doses.  (Jour. 
A.  M.  A.,  May  16,  1925,  p.  1498). 

The  Parathyroid  Hormone. — Postoperative  tetany 
has  been  relieved  by  parathyroid  grafting.  This  fact, 
in  connection  with  other  obvious  considerations,  has 
prompted  the  belief  that  the  parathyroid  supplied  an 
indispensable  hormone  to  the  body.  The  attempts 
to  use  desiccated  gland  substance  or  extracts  in  a 
replacement  therapy  have  not,  as  a rule,  been  at- 
tended with  success.  However,  Collip  has  succeeded 
in  preparing  extracts  of  parathyroid  glands  that  con- 
trol or  prevent  tetany  in  parathyroidectomized  ani- 
mals, and  permit  them  to  live.  The  active  principle 
in  this  extract  produces  its  effect  by  causing  the  cal- 
cium content  of  the  bloom  serum  to  be  restored 
within  normal  limits.  Coincident  with  the  marked 
improvement  observed  after  the  use  of  the  active  ex- 
tract, a rise  in  blood  calcium  has  been  noted.  It 
has  been  found  that  an  overdosage  with  the  active 
extract  may  push  the  rise  of  blood  calcium  to  a con- 
dition of  hypercalcemia  that  may  even  become  fatal. 
These  findings  on  animals  warn  against  careless  ap- 
plications of  the  new  discovery  to  man  and  extol  the 
advantage  of  animal  experimentation  as  a prelimi- 
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nary  to  human  therapy.  (Jour.  A.  M.  A.,  May  16, 
1925,  p.  1499). 

Some  Wagner’s  Preparations  Not  Accepted  for  N. 
N.  R. — The  Council  on  Pharmacy  and  Chemistry  re- 
ports that  “Wagner’s  Artificial  Vichy,’’  “Wagner’s 
Artificial  Vichy  Citrated,”  “Wagner’s  Artificial  ‘Ems’ 
Kraenchen,”  “Wagner’s  Special  ‘C’,”  “Wagner’s  Car- 
bonated Phosphate,”  and  “Wagner’s  Piperazine 
Water,”  of  W.  T.  Wagner’s  Sons  Company,  Cincin- 
nati, are  not  acceptable  for  inclusion  in  New  and 
Non-official  Remedies.  The  Council  found  that  all 
of  these  preparations  were  marketed  with  unwar- 
ranted therapeutic  claims.  In  addition,  Wagner’s 
Artificial  Vichy,  Wagner’s  Artificial  “Ems”  Kraen- 
chen, Wagner’s  Special  “C”  and  Wagner’s  Piperazine 
Water  are  sold  in  a way  which  may  lead  to  their  in- 
discriminate and  ill-advised  use  by  the  public.  With 
the  exception  of  Wagner’s  Piperazine  Water,  the 
names  of  these  preparations  do  not  indicate  the  char- 
acter of  the  potent  ingredients.  While  the  use  of 
complex  mixtures,  such  as  those  represented  by  Wag- 
ner’s Artificial  Vichy  and  Wagner’s  Artificial  Ems 
Kraenchen  has  long  obtained,  the  further  complica- 
tion of  the  first  as  represented  by  “Wagner’s  Vichy 
Citrated”  must  be  held  irrational;  also,  “Wagner’s 
Special  ‘C’  ” is  held  to  be  a needlessly  complex  mix- 
ture, the  routine  use  of  which  is  unscientific.  (Jour. 
A.  M.  A.,  May  23,  1925,  p.  1589). 

Bayer  205,  or  Germanin. — The  discovery  of  Bayer- 
205,  also  called  Germanin,  was  announced  several 
years  ago,  but  the  composition  of  the  compound  has 
been  kept  secret  by  the  German  promoters.  The 
French  chemist,  Fourneau,  claims  to  have  prepared 
an  identical  product.  This  is  described  as  the  sym- 
metrical urea  of  sodium  m-amino-benzoyl-m-amino-p- 
methylbenzoyl-i-naphthylamino-4-6-8-trisulphonate.  — 
(Jour.  A.  M.  A.,  May  23,  1925,  p.  1591). 

Actinotherapy. — With  the  demonstration  of  a sound 
scientific  basis  for  heliotherapy  as  well  as  actinothe- 
rapy with  artificially  generated  radiations,  notably  as 
they  apply  to  the  treatment  of  rickets,  new  hopes 
were  placed  in  the  efficacy  of  sunlight.  Unfortu- 
nately, there  is  likely  to  be  some  disappointment.  A 
comparison  of  the  yearly  amount  of  sunshine  in 
cities  in  the  temperate  zone  demonstrates  that  there 
is  no  close  parallelism  between  the  incidence  of  rick- 
ets and  annual  sunshine.  The  determining  factor  is 
the  quality,  not  the  quantity,  of  the  sun’s  rays.  The 
results  of  heliotherapy  during  the  winter  months 
have  been  disappointing.  Physicians  should  be  pre- 
pared, where  advisable,  to  counsel  supplementing  na- 
ture’s niggardly  sunshine  with  the  results  of  man’s 
discoveries.  It  should  no  longer  be  difficult  to  pro- 
tect children  from  rickets,  and  as  antirachitic  action 
consists  in  the  induction  of  calcium  assimilation  and 
its  conservation,  this  is  a matter  that  concerns  not 
only  the  young,  but  also  the  adult. — (Jour.  A.  M.  A., 
May  30,  1925,  p.  1670). 


Book  Announcements 


New  and  Nonofficial  Remedies,  1925,  containing  de- 
scriptions of  the  articles  which  stand  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  Jan.  1,  1925. 
Cloth.  Price,  postpaid,  $1.50.  Pp.  461-)-XL. 
Chicago:  American  Medical  Association,  1925. 

New  and  Nonofficial  Remedies  is  the  publi- 
cation of  the  Council  on  Pharmacy  and  Chem- 
istry through  which  ^his  body  annually  pro- 


vides the  American  medical  profession  with 
disinterested  critical  information  about  the 
proprietary  medicines  which  are  offered  to  the 
profession  and  which  the  Council  deems 
worthy  of  recognition.  The  book  also  con- 
tains descriptions  of  nonproprietary  medicines 
which  the  Council  considers  worthy  of  con- 
sideration. 

In  addition  to  a statement  of  the  actions, 
uses  and  dosage  of  each  product,  many  of  these 
are  arranged  in  classes  and  these  classes  are 
introduced  by  a general  discussion  of  the 
group ; thus  the  silver  preparations,  the  iodine 
preparations,  the  arsenic  preparations  and  the 
biologic  products  are  preceded  by  an  up-to-date 
discussion  of  the  group. 

In  addition  to  the  description  of  the  new 
drugs  which  were  accepted  during  the  past 
year,  the  book  has  been  extensively  revised; 
many  of  the  preparations  listed  in  the  previous 
edition  have  been  omitted  and  the  statements 
of  the  properties  of  others  have  been  revised 
to  bring  the  descriptions  in  accord  with  present 
day  knowledge. 

A section  of  the  book  (brought  up-to-date 
each  year)  gives  references  to  proprietary 
articles  not  accepted  for  New  and  Nonofficial 
Remedies.  This  list,  in  conjunction  with  the 
book  proper,  constitutes  a cumulative  index  of 
proprietary  medicines  which  physicians  may 
consult  when  some  proprietary  product  is 
brought  to  their  attention. 

Physicians  will  find  this  book  helpful  in 
determining  the  merits  of  the  new  as  well  as 
the  old  remedies  put  on  the  market. 

Modern  Surgery.  General  and  Operative.  By  JOHN 
CHALMERS  DaCOSTA,  M.  D.,  LL.D.,  F.  A.  C.  S., 
Samuel  D.  Gross  Professor  of  Surgery,  Jefferson 
Medical  College,  Philadelphia,  and  Consultant  Sur- 
geon to  Various  Hospitals.  Ninth  Edition,  Revised 
and  Reset.  Philadelphia  and  London.  W.  B.  Saun- 
ders Company.  1925.  Octavo  of  1,527  pages  with 
1,200  illustrations,  some  in  colors.  Cloth.  Price 
$10.00  net. 

Collected  Papers  of  the  Mayo  Clinic  and  the  Mayo 
Foundation,  Rochester,  Minnesota,  for  1924.  Vol. 
XVI.  Published  May,  1925.  Philadelphia  and  Lon- 
don. W.  B.  Saunders  Company.  1925.  Octavo  of 
1,331  pages,  with  254  illustrations.  Cloth.  Price 
$13.00  net. 

Pediatrics.  By  Various  Authors.  Edited  by  ISAAC 
A.  ABT,  M.  D.,  Professor  of  Diseases  of  Children, 
Northwestern  University  Medical  School,  Chicago. 
Set  complete  in  eight  octavo  volumes  totaling  8,000 
pages  with  1,500  illustrations,  and  separate  Index 
Volume  free.  Now  ready — Volume  VII.  containing 
879  pages  with  70  illustrations.  Philadelphia  and 
London.  W.  B.  Saunders  Company.  1925.  Cloth. 
Price  $10.00  per  volume.  Sold  by  subscription. 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


263 


Virginia  Medical  Monthly 

FOUNDED  BY  LANDON  B.  EDWARDS.  M.  D.,  APRIL,  1874. 
OWNED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA. 
PUBLISHED  BY  THE  PUBLISHING  COMMITTEE. 

A.  G.  BROWN,  Jr.,  M.  D.,  Chairman,  Richmond,  Va. 

B.  R.  TUCKER,  M.  D.,  P.  W.  HOWLE,  M.  D., 

Richmond,  Va.  Richmond,  Va. 

E.  L.  KENDIG,  M.  D.,  A.  L.  GRAY,  M.  D., 

Victoria,  Va.  Richmond,  Va. 

ALEX.  G.  BROWN,  Jr.,  M.  D„ 

Editor. 


AGNES  V.  EDWARDS, 

Business  Manager  and  Secretary-Treasurer. 

All  correspondence  regarding  editorial  matters,  articles,  ad- 
rertisements,  subscription  rates,  etc,  should  be  addressed  to 
the  Journal. 

All  advertisements  are  received  subject  to  the  approval  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association. 

Subscription  Price:  $2.00  per  annum  in  advance. 

Single  Copies  20c. 


Vol.  52.  JULY,  1925. No.  4 

Editorial 

Liver  Function  Tests. 

Last  month  we  used  as  reference  MacLeod's 
and  Howell’s  recent  well-known  text-books  on 
physiology  in  order  to  bring  before  our  read- 
ers some  comments  upon  the  varied  functions 
of  the  liver.  In  this  issue  we  present  a few 
clippings  from  current  literature,  as  found  in 
recent  publications  of  the  Journal  of  the 
American  Medical  Association , with  the  pur- 
pose to  further  emphasize  to  Virginia  physi- 
cians the  widespread  interest  that  this  subject 
has  awakened  in  medical  thought  in  recent 
months,  as  well  as  to  point  out  the  difficulties 
to  be  encountered  in  attempting  to  determine 
the  functioning  powers  of  an  organ  of  such 
varied  physiologic  action.  Perplexing  ques- 
tions present  themselves.  Can  the  le vulo.se 
test  be  a liver  function  test  of  anything  but 
the  glycogen  function?  Can  the  dye  test  de- 
termine the  glycogenic,  the  urea,  the  fat,  the 
excretory  bile  function?  Can  urobilin  and 
urobilinogen  tests  give  any  real  meaning  of 
liver  function  as  related  to  its  glycogenic,  urea, 
or  fat  function?  Is  it  possible  to  find  one  test 
that  will  give  an  estimate  of  the  liver’s  func- 
tions ? 

After  all  we  must  await  more  complete  and 
satisfactory  development  of  the  work  on  the 
liver  function  tests.  The  question  of  deter- 
mining whether  or  not  the  liver  is  meeting  the 
requirements  of  its  glycogenic  function,  its  urea 
function,  its  fat  function,  its  bile  formation 
and  excretory  function,  in  the  early  or  late 
phases  of  misfunction,  can  hardly  be  near 
realization.  To  clinicians  the  signs  of  physi- 


cal diagnosis  afford  a clue  to  liver  dysfunction. 
When  there  is  diffuse  or  unsymmetrical  en- 
largement of  the  liver,  when  there  is  evidence 
of  hypo-  and  hypertrophic  change  of  the  liver, 
when  there  is  evidence  of  icterus  or  jaundice 
following  obstruction  of  the  outflow  of  bile 
into  the  duodenum,  the  functions  of  the  liver 
may  be  called  in  question. 

Likewise  the  subjective  symptoms  of  that 
much  ill-used  word,  “biliousness,”  may  have 
more  scientific  meaning  in  this  connection 
than  medical  thought  has  as  yet  properly  given 
them.  Speaking  in  general  and  with  a sense 
of  great  difference  for  the  clinical  understand- 
ing of  our  forefathers  in  medicine,  we  may 

o / 

yet  be  compelled  to  say  that  their  frequent  use 
of  calomel  and  blue  mass,  which  rid  the  body 
of  putrid  and  noxious  material  and  brought 
relief  from  symptoms  of  dizziness,  vertigo, 
nausea  and  , ‘bilious  headache,”  and  quickly 
restored  mental  and  physical  feeling  of  well- 
being, was  a cannv  understaanding  of  liver 
misfunction.  In  the  South,  in  the  old  days, 
when  the  land  was  abounding  in  food  and 
drink,  to  which  our  forefathers  resorted  with 
little  restraint  and  when  malarial  infection 
with  its  “chill  days,”  in  certain  sections  of 
this  country  was  widespread,  the  use  of  calo- 
mel, blue  mass,  podophyllin  and  aloes  was 
employed  to  afford  relief  from  symptoms  of 
biliousness  (liver  dysfunction).  So,  upon  these 
diagnosis  signs  of  liver  dysfunction,  the  prac- 
titioners of  early  days  depended  as  indicated 
by  the  therapeutic  use  of  drugs  which  appar- 
ently brought  at  least  temporary  relief  to  their 
patients. 

We  may  read  with  interest  the  observations 
included  in  the  following  abstract  on  Levulose 
Liver  Function  Test: 

In  the  Journal  of  Laboratory  and  Clinical, 
Medicine , 10,  517-602.  Apriil,  1925,  abstracted 
in  the  Journal  of  the  American  Medical  Asso- 
ciation, June  20,  1925,  it  is  seen  that  Finkel- 
stein  and  Dannenberg  performed  the  levulose 
test,  in  liver  function  testing,  on  thirty-eight 
consecutive  patients;  twenty-six  were  tested  by 
the  Benedict  and  twelve  by  the  Epstein 
method.  There  was  no  increase  in  blood  sugar 
in  nineteen  patients,  representing  observations 
in  fourteen  different  diseases.  The  second 
nineteen  patients,  covering  twelve  diseases, 
showed  increased  blood  sugar  for  a period  of 
two  hours.  The  levulose  test  proved  positive 
in  acute  and  chronic  gall-bladder  infections 
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(five  cases) ; in  icterus,  in  carcinoma  of  pan- 
creas, and  in  chronic  passive  congestion  of 
the  liver  (four  cases).  The  test  was  also  posi- 
tive in  a few  other  conditions  in  which  there 
was  no  clinical  evidence  of  hepatic  injury. 
One  really  notes  the  unreliability  of-  this  test, 
but,  at  the  same  time,  its  possible  usefulness  in 
connection  with  the  general  study  of  the  sub- 
ject. The  levulose  and  galactose  test  of  liver 
function  and  the  study  of  blood  sugar  in  liver 
disease  present  a very  interesting  subject  for 
speculation  and  investigation;  likewise  the  use 
of  the  dye  test  of  liver  function,  as  illustrated. 

In  the  phenoltetrachlorphthalein  liver  func- 
tion test  which  has  recently  been  employed  by 
Maurer  and  Gatewood  ( Journal  of  the  Ameri- 
can Medical  Association , Vol.  84,  No.  13,  page 
935),  one  observes  some  interesting  phases  of 
the  subject.  This  dye,  injected  intravenously 
in  doses  of  5 mg.  per  kilogram  of  body  weight, 
was  used  by  Rowntree  et  al  as  an  index  of  liver 
function  as  it  was  chiefly  excreted  in  the  bile 
and  recoverable  in  the  feces  in  forty-eight 
hours.  The  difficulties  of  this  method  caused 
others  to  attempt  to  study  the  appearance  of 
the  dye  in  duodenal  content.  Rosenthal  studied 
its  retention  in  blood  as  a test  of  liver  elimina- 
tion. After  an  interesting  recital  of  various 
methods,  sidelights  upon  scientific  procedure, 
and  personal  experience,  these  authors  sum- 
marize by  saying  that  the  rate  at  which  the 
dye  is  removed  from  the  blood  stream,  while 
showing  certain  definite  changes  in  advanced 
liver  disease,  is  apparently  not  a true  index  of 
impairment  of  liver  function. 

Another  angle  of  liver  activity  is  found  in 
the  paper  on  ‘'Bile  Suppression  as  Result  of 
Impairment  of  Liver  Function,”  Journal  of 
Experimental  Medicine , 61,  587-690,  May  1, 
1925,  abstracted  in  the  Journal  of  the  Ameri- 
can Medical  Association , Vol.  84,  No.  25,  page 
1959.  Drury  and  Rous  present  evidence  to 
show  that  even  when  one  is  supposedly  dealing 
only  with  mechanical  obstruction,  a superim- 
posed functional  biliary  disturbance  may  exist. 
The  impermeability  of  liver  parenchyma  to 
sodium  indigotate  from  blood  is  taken  as  an 
evidence  of  functional  impairment. 

Readers  interested  in  this  discussion  may 
find  a good  summary  of  the  papers  of  a 
symposium  on  “Disturbances  of  Liver  Func- 
tion” read  before  the  Association  of  American 
Physicians,  Washington,  D.  C.,  as  reported  in 
the  Journal  of  the  American  Medical.  Associa- 


tion. June  6,  1925.  page  1774.  Dr.  Rowntree’s 
remarks,  in  summarizing  the  subject  are  well 
worth  reading: 

“There  is  much  still  to  be  learned  concern- 
ing the  diagnosis  of  disease  of  the  liver.  Liver 
function  tests  are  of  great  help,  but  there  are 
others  which  should  never  be  lost  sight  of. 
The  coagulation  time  is  of  extreme  importance, 
particularly  in  relation  to  surgery.  The  fra- 
gility test  gives  valuable  information  from 
the  standpoint  of  differential  diagnosis.  Roent- 
gen-ray studies,  with  the  recent  introduction 
of  dyes  in  this  connection,  add  another  import- 
ant laboratory  link  to  the  chain  of  examina- 
tions that  can  be  made  in  diagnosing  disease 
of  the  liver.  The  approach  to  the  study  of 
liver  function  is  difficult.  The  proposed  tests 
must  be  studied  in  a large  series  of  cases,  and 
the  peculiar  value  and  significance  of  each  test 
be  determined.  My  studies  include  more  than 
a thousand  determinations  of  the  phenolte- 
trachlorphthalein retention,  and  an  investiga- 
tion of  other  tests  of  liver  function,  such  as 
the  Van  Den  Bergh  test  and  the  levulose  and 
fructose  tests.  The  two  tests  which  I have  de- 
cided are  of  real  value  are  the  dye  retention, 
and  the  level  of  the  serum  bilirubin.  I do  not 
believe  that  any  of  the  tests  have  been  of  clini- 
cal value,  except  the  tests  of  excretory  func- 
tion. The  test  of  metabolism  has  not  proved 
of  value  in  clinical  practice.  When  jaundice  is 
present,  these  tests  are  of  importance  in  diag- 
nosis from  a quantitative  point  of  view,  but 
they  lack  in  information,  because  the  yellow 
of  the  patient  is  just  as  good  as  the  red  of  the 
test.  They  are  of  value  in  latent  jaundice. 
Their  greatest  value  will  lie  in  cases  without 
jaundice,  and  in  such  cases  the  phenoltetra- 
chlorphthalein test  is  the  most  useful.  They 
serve  to  control  the  results  of  treatment  and 
to  follow  the  course  of  the  disease.  These  tests 
with  the  blood  chemical  tests  indicate  the  oc- 
currence of  toxemias.  The  coagulation  time 
has  been  of  extreme  importance,  particularly 
when  the  clotting  time  is  preoperatively  con- 
trolled by  the  use  of  calcium.  I beliei7e  from 
our  studies  that  these  tests  are  already  of  prac- 
tical value  in  the  clinic  and  in  medicine,  but 
the  field  of  their  value  is  strictly  limited.” 
Pancreatic  Secretion. 

Silverman  and  Denis1  call  attention  to 
physiologic  response  of  pancreatic  secretion  to 

1.  Silverman  and  Denis. — Archives  of  Internal  Medicine, 
Chicago,  March  15,  1925,  page  357.  Abstracted  in  the  Journal 
of  the  American  Medical  Association,  May  16,  1925,  page  1520. 
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different  foods.  The  effect  of  400  c.c.  of  milk, 
taken  in  two  equal  parts,  at  an  half  hour  in- 
terval. is  to  stimulate  protease  and  lipase.  The 
ingestion  of  cream  (fat)  in  200  c.c.  amounts, 
half  an  hour  apart,  in  two  feedings,  produced 
a very  distinct  stimulation  of  amylase  and 
protease  in  twenty-six  minutes  after  receiving 
the  first.  The  feeding  of  the  whites  of  eight 
eggs  and  one  yolk,  boiled  for  two  minutes, 
produced  the,  striking  result  of  a maximum 
output  of  all  three  of  the  pancreatic  enzymes. 
In  one  hour  and  seventeen  minutes  amylase 
and  protease  enzymes  doubled  their  concen- 
trations and  lipase  rose  from  0 c.c.  to  1.5  c.c. 
Feeding  of  arrow  root  biscuits  did  not  produce 
any  stimulation  of  amylase,  but  a little  of 
protease. 

Howell,2  representing  modern  physiologists, 
may  be  cited  in  further  comment  upon  this 
important  organ  of  digestion.  Pancreatic  se- 
cretion is  a water-clear  secretion,  amounting 
to  from  500  to  800  c.c.  a day.  It  possesses 
three  enzymes,  trypsin  (proteolytic),  amylase 
(pancreatic  diastase),  and  lipase  (lipolytic). 
The  rate  of  flow  of  pancreatic  juice  is  depend- 
ent to  a marked  degree  upon  the  nature  of  the 
food.  This  author’s  observations  tend  to  show 
that  maximum  flow  is  reached  sooner  after  a 
meal  of  bread  than  after  a meal  of  meat. 

blow  the  enzyme  concentration  of  the  juice 
is  stimulated  by  different  foods  is  not  under- 
stood, but  it  is  considered  probable  that  the 
composition  or  adaptation  of  the  secretion 
\ aries  somewhat  with  the  character  of  the 
food. 


News  Notes 


Finals  of  University  of  Virginia,  Department 

of  Medicine. 

The  Medical  Department  of  the  University 
of  Virginia,  as  is  its  custom,  held  its  final  ex- 
ercises in  connection  with  those  of  the  other 
departments  of  the  University,  June  14-16. 
Bishop  James  E.  Freeman,  of  Washington, 
delivered  the  annual  sermon  to  the  graduates 
in  Cabell  Hall,  on  June  14,  and  that  evening, 
there  was  an  organ  recital  by  Harry  Rogers 
Pratt  in  the  Mclntire  amphitheater. 

Monday,  the  15th,  was  alumni  day,  and  a 
large  number  of  former  students  were  present 
for  this  occasion.  Drs.  Hugh  Young,  of  Bal- 

2.  Howell. — Textbook  on  Physiology.  Ninth  edition,  page  792. 


timore,  and  Hugh  T.  Nelson,  of  Charlottesville, 
were  among  those  elected  members  of  the 
Board  of  Managers  of  the  Alumni  Association. 
Judge  Nathan  L.  Bachman,  of  Chattanooga, 
Tenn.,  former  justice  of  the  Supreme  Court  of 
Tennessee,  was  speaker  at  the  alumni  and  class 
luncheon  at  the  Commons,  that  day.  That  af- 
ternoon, President  and  Mrs.  Alderman  gave 
their  usual  reception  at  their  home  in  honor 
of  the  graduates.  The  alumni  ball  was  held 
that  evening,  beginning  at  10  P.  M. 

Class  exercises  were  held  at  11  A.  M.  on 
Tuesday  the  16th,  and  graduating  exercises  in 
the  afternoon  of  the  same  day,  A.  D.  Barks- 
dale, of  Lynchburg,  delivering  the  address  to 
the  graduates.  Of  the  thirty-two  students  and 
six  alumni  elected  to  membership  in  the  Phi 
Beta  Kappa,  national  scholastic  honor  society, 
James  S.  Bradsher,  Jr.,  John  Staige  Davis, 
Jr.,  Elizabeth  H.  Edmunds,  Henry  W.  Pat- 
ton. and  Wiley  J.  Rollins,  Jr.,  were  from  the 
medical  department  and  Dr.  James  C.  Bardin, 
University,  and  Dr.  John  W.  Burke,  IT,  of 
Washington,  D.  C.,  from  the  alumni.  The  final 
ball  in  the  gymnasium  that  evening  closed 
the  festivities  for  the  class  of  1925. 

The  list  of  graduates  in  the  Medical  De- 
partment, with  hospital  appointments,  is  as 
follows : 

University  of  Virginia  Hospital , University — 
Drs.  Edward  N.  Booker,  Clayton,  N.  C. ; 
Lemuel  R.  Broome,  Kinston,  N.  C. ; Richard 
C.  Eley,  Suffolk;  John  B.  Faison,  Manas- 
quan,  N.  J. ; Robert  E.  Feagans,  Holcombs 
Rock;  Joseph  C.  Inman,  Jr.,  Greensboro. 
Fla.;  Eldred  S.  Jones,  Hampton;  Warren 
W.  Koontz,  Roanoke  ; and  Wiley  J.  Rollins. 
Jr.,  Darlington,  S.  C. 

St.  -Joseph's  Hospital , Baltimore , Md. — Dr. 

Sheppard  K.  Ames,  Belle  Haven. 

Maryland  General  Hospital , Baltimore , Md. — 
Dr.  Frederick  T.  Amiss,  Luray. 

Protestant  Hospital , Norfolk . Va. — Drs.  Mal- 
lory S.  Andrews,  Norfolk;  Frederick  P.  Bar- 
row,  II.  Portsmouth,  and  Porter  B.  Echols, 
Glasgow. 

Massachusetts  General  Hospital , Boston , Mass. 

Dr.  Staige  D.  Blackford.  University,  Va. 
Fifth  Avenue  Hospital , New  York , N.  Y. — 
Drs.  Herman  Boughton,  Mangham,  La.,  and 
Charles  P.  Cake.  Norfolk. 

St.  Vincent's  Hospital , Norfolk , Va. — Dr. 
James  S.  Bradsher,  Jr..  Oxford,  N.  C. 
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Macon  General  Hospital , Macon , Ga. — Dr. 

Glynne  Brown,  Potts  Camp,  Miss. 

U.  S.  Public  Health  Service — Drs.  Kirby  K. 
Bryant,  Sanford,  Miss.;  Haswell  D.  Frank- 
lin, Hillsville;  Clarence  N.  McPeak,  Univer- 
sity, Va.,  and  William  H.  Sebrell,  Jr.,  Ports- 
mouth. 

State  University  Hospital , Philadelphia , Pa. — 
Dr.  Walter  H.  Calhoun,  III,  Erica. 

Hebrew  Hospital , Baltimore , Md. — Dr.  Joseph 
Caplan,  Norfolk. 

Orange  Memorial  Hospital , Orange , N.  J. — 
Dr.  Thomas  H.  Clarke,  Jr.,  Sumter,  S.  C. 
Virginia  Mason  Hospital,  Seattle , Wash. — 
Drs.  Julian  H.  Coleman,  Penola,  and  An- 
drew S.  Graham,  Columbia,  S.  C. 

St.  Luke's  Hospital,  New  York,  N.  Y. — Drs. 
John  Staige  Davis,  Jr.,  University,  Va.,  and 
James  W.  Jervey,  Jr.,  Greenville,  S.  C. 
Memorial  Hospital , W orcester.  Mass.  — Dr. 

Elizabeth  Edmunds,  Halifax. 

Post-Graduate  Hospital,  New  York,  N.  Y. — 
Dr.  Charles  H.  Evans  and  George  D.  Mc- 
Gregor, both  of  Lynchburg. 

Chestnut  Hill  Hospital,  Philadelphia,  Pa. — 
Drs.  John  E.  K.  Flannagan,  Richmond,  and 
Frank  P.  Hunter.  Warrenton,  N.  C. 

Church  Home  and  Infirmary , Baltimore,  Md. 

— Dr.  Jospeh  C.  Hiden,  Pungoteague. 

Stuart  Circle  Hospital,  Richmond , Va. — Dr. 

Richard  H.  Holt,  Bingham  Canyon,  Utah. 
University  of  Pennsylvania  Hospital,  Phila- 
delphia, Pa. — Dr.  Stanton  K.  Livingston, 
University,  Va. 

Gallinger  Municipal  Hospital,  Washington, 
I).  C. — Dr.  Adah  Anita  Lotti,  Charlottes- 
ville. 

Metropolitan  Hospital,  New  York,  N.  Y. — Dr. 

Ruth  S.  Mason,  Stony  Creek. 

U.  S.  Naval  Hospital,  Norfolk,  Va. — Drs.  Ocie 
B.  Morrison,  Jr.,  Petersburg;  Henry  W. 
Patton,  Jonesboro,  Tenn.,  and  Marion  T. 
Rosser,  Onancock. 

Tenn.  C.  & I.  Employees'  Hospital , Birming- 
ham, Ala. — Dr.  Martin  G.  Neely,  Anderson. 
S.  C.,  and  Frank  W.  Riggs,  Greenville.  Mis  -. 
Worcester  City  Hospital,  Worcester , Mass. — 
Dr.  William  A.  Runkle,  Charlottesville. 

St.  Elizabeth's  Hospital,  Richmond , Va. — Drs. 
Roy  W.  Upchurch,  Oxford,  N.  C..  and  Harry 
J.  Warthen,  Jr.,  Richmond. 

Virginia  State  Board  of  Health — Dr.  Golds- 
borough  F.  McGinnis,  Merry  Point. 


Resident  Roentgenologist , University  of  Vir- 
ginia Hospital,  University , V a. — Dr.  Edgar 
M.  McPeak,  University,  Va. 

Instructor  in  Pathology , University  of  Vir- 
ginia— Dr.  Roy  A.  Gregory,  Tupelo,  Miss. 
Instructor  in  Anatomy , University  of  Vir- 
ginia— Dr.  Albert  M.  Smith,  Richmond. 

Richmond  Meeting  of  Medical  Society  of 
Virginia. 

Special  committees  appointed  by  the  Rich- 
mond Academy  of  Medicine  to  prepare  for 
the  meeting  of  the  State  Society,  October  13- 
16,  are  planning  an  interesting  and  pleasant 
time  for  those  who  attend.  A large  attendance 
is  expected  and  all  members  of  the  Society 
are  urged  to  attend  and  bring  members  of  their 
families.  Social  features  will  be  prepared  for 
the  men  and  ladies  accompanying  them,  and, 
with  the  guests  named  in  our  June  issue  and 
the  material  to  be  furnished  by  our  members, 
the  scientific  program  should  be  a good  one. 
Make  arrangements  to  save  part  of  your  vaca- 
tion time  for  this  meeting  and  make  hotel 
reservations  in  advance. 

At  the  last  meeting  in  Roanoke,  the  Roanoke 
Academy  of  Medicine  donated  a cup  for  the 
golf  tournament.  This  cup  is  to  be  held 
permanently  by  the  member  of  the  Society 
who  wins  it  at  three  consecutive  meetings.  It 
was  won  in  Roanoke  by  Dr.  Fred  Hodges,  of 
Richmond,  and  in  Staunton,  by  Dr.  Thomas 
W.  Murrell,  of  Richmond.  All  golfers  should 
enter  for  this  tournament. 

Cards  will  be  sent  out  early  in  August,  as 
is  the  custom  of  the  Society,  requesting  titles 
of  papers  for  the  meeting.  In  accordance  with 
resolution  adopted  by  the  Program  Committee, 
the  Secretary-Treasurer  of  the  Society  may 
not  receive  titles  for  the  program  prior  to 
two  months  before  the  date  of  the  annual 
meeting,  the  plan  being  to  give  all  members 
an  equal  chance  to  submit  titles,  as  the  pro- 
gram is  to  be  limited  to  fifty  papers.  This 
year,  the  first  day  on  which  the  Secretary- 
Treasurer  may  receive  titles  will  be  August 
13th.  It  is  therefore  requested  that  members 
time  the  sending  of  their  titles  so  that  they 
may  reach  the  Society’s  offices,  lOU/k  West 
Grace  Street,  Richmond,  on  or  as  soon  as  pos- 
sible, after  that  date.  By  limiting  the  number 
of  papers,  the  Society  will  meet  in  only  one 
section.  The  resolution  is  as  follows: 

“1.  No  title  shall  be  accepted  for  the  program 
prior  to  two  months  before  the  date  of  the  annual 
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meeting.  As  provided  in  the  By-Laws,  an  announce- 
ment concerning  the  annual  meeting  and  request  for 
titles  of  papers  shall  be  mailed  by  the  Secretary- 
Treasurer  to  all  members  of  the  Society. 

“2.  On  and  after  the  day  which  would  be  two 
months  prior  to  the  first  day  of  the  annual  meeting, 
titles  will  be  received  until  fifty  are  in  hand.  In 
the  fifty  titles  referred  to,  provision  shall  be  made 
for  the  papers  of  the  invited  guests  and  papers  on 
the  subject  of  general  discussion. 

“3.  After  the  fifty  titles  are  received,  the  Program 
Committee  shall  arrange  and  classify  them  accord- 
ing to  related  subjects.” 

Scientific  Exhibit  for  the  Next  Meeting  of 

the  Medical  Society  of  Virginia. 

An  effort  is  being  made  to  have  an  attractive 
scientific  exhibit  at  the  meeting  of  the  Medi- 
cal Society  of  Virginia  this  fall.  The  com- 
mittee consists  of  Dr.  J.  Shelton  Horsley, 
chairman,  Dr.  Charles  Phillips,  of  the  Medi- 
cal College  of  Virginia,  and  Dr.  J.  S.  Horsley. 
Jr.  The  chairman  of  the  committee  is  par- 
ticularly desirous  of  receiving  applications  for 
exhibits  at  as  early  a date  as  possible  so  that 
the  proper  space  can  be  assigned.  It  is  hoped 
that  the  two  medical  colleges  in  Virginia  will 
contribute  an  extensive  exhibit,  particularly 
along  educational  lines.  The  hospitals  in  Vir- 
ginia should  also  furnish  exhibits.  The  Com- 
mittee on  Scientific  Exhibits  wishes  to  have 
exhibits  from  individual  doctors  or  groups  of 
doctors  who  are  working  along  am*-  special 
lines. 

The  committee  earnestly  requests  that  the 
medical  schools,  hospitals  or  individuals  who 
expect  to  participate  in  the  Scientific  Exhibit 
will  communicate  with  the  chairman  of  this 
committee  as  soon  as  possible. 

N.  C.  State  Health  Officers’  Association. 

At  the  annual  meeting  of  this  Association  in 
Pinehurst,  the  following  officers  were  elected : 
President,  Dr.  S.  E.  Buchanan,  Concord;  vice- 
president,  Dr.  Lester  L.  Williams,  Mt.  Airy; 
and  secretary-treasurer,  Dr.  Frank  M.  Regis- 
ter, Raleigh. 

Dr.  J.  Minor  Holloway, 

Of  Port  Royal,  Va.,  who  recently  completed 
a course  in  otolaryngology  at  the  University 
of  Pennsylvania,  has  gone  to  Washington, 
D.  C.,  where  he  will  take  charge  of  the  prac- 
tice of  Dr.  G.  Bache  Gill,  at  1624  Eye  Street. 
Northwest,  while  Dr.  Gill  is  taking  a post- 
graduate course  at  Vienna,  Austria. 

Dr.  Bernard  H.  Kvle 

Has  been  elected  one  of  the  vice-presi  dents 
of  the  Lynchburg  (Va.)  Lions  Club. 


Chile  Enacts  Social  Hygiene  Law. 

By  a single  stroke  of  legislative  action  the 
Republic  of  Chile  has  recently  joined  the  ranks 
of  the  nations  giving  special  and  continued  at- 
tention to  the  control  of  venereal  diseases.  The 
law  establishes  the  Division  of  Social  Hygiene 
which  naturally  differs  from  the  Division  of 
Venereal  Diseases  of  the  United  States  Public 
Health  Service  by  having  police  power  for  the 
enforcement  of  preventive  measures. 

The  Chilean  Division  of  Social  Hygiene  has 
for  its  function  the  dissemination  of  informa- 
tion concerning  venereal  diseases,  the  creation 
of  social  hygiene  professorships  in  colleges 
and  universities,  and  the  suggestion  of  types 
of  elementary  school  instruction  in  social  hy- 
giene. The  Division  is  further  vested  with  the 
power  to  control  and  repress  prostitution.  Any 
woman  prostitute  declared  to  have  a venereal 
disease  is  to  be  confined  to  a hospital  during 
the  period  of  contagion.  Those  refusing  treat- 
ment are  to  be  sent  to  a reformatory.  Pro- 
vision is  also  made  for  injunction  and  abate- 
ment measures  making  it  possible  to  close  up 
as  a nuisance  any  building  which  the  owner 
permits  to  be  used  for  purposes  of  prostitution. 
Advertisements  relating  to  patent  medicines 
for  the  cure  of  venereal  diseases  are  not  to  be 
accepted  for  publication  in  newspapers  and 
magazines,  unless  endorsed  by  the  Division  of 
Social  Hygiene.  A medical  certificate  of  good 
health  is  required  from  both  men  and  women 
before  marriage. 

Dr.  G.  B.  Gilmore, 

Of  Norfolk,  Va..  is  spending  some  time  in 
New  York  City,  where  he  is  taking  post-gradu- 
ate work  in  diseases  of  the  ear,  nose  and  throat. 

The  Medical  Veterans  of  the  World  War 

Held  a most  successful  dinner-meeting  dur- 
ing the  recent  meeting  of  the  American  Medi- 
cal Association  in  Atlantic  City.  This  was  at- 
tended by  about  five  hundred  and  interesting 
reminiscences  were  given  by  a number.  This 
banquet  was  so  successful  that  it  was  decided 
to  perfect  State  organizations  to  meet  with  the 
State  Societies  for  similar  social  purposes  and 
to  preserve  the  spirit  of  service  with  which 
35,000  physicians  entered  the  World  War.  Dr. 
Hubert  Work  was  elected  president  for  the 
coming  year. 

Several  Richmond  Doctors  Honored. 

Dr.  Douglas  VanderHoof  was  elected  a mem- 
ber of  the  Association  of  American  Physicians, 
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at  its  meeting  recently  held  in  Washington, 
D.  C. 

Dr.  Emory  Hill  was  elected  secretary  of  the 
American  Ophthalmological  Society  at  its  an- 
nual meeting  in  May. 

Dr.  M.  Pierce  Rucker  was  elected  a member 
of  the  American  Gynecological  Society  at  its 
meeting  in  Washington,  D.  C.,  in  May. 

The  West  Virginia  State  Medical  Association, 

At  its  annual  meeting  in  Bluefield,  early  in 
June,  elected  the  following  officers  for  the  en- 

t? 

suing  year:  President,  Dr.  James  R.  Bloss. 
Huntington;  vice-presidents,  Drs.  Richard  O. 
Rogers,  Bluefield;  Dr.  Henry  C.  Skaggs,  Mont- 
gomery; and  D.  A.  MacGregor,  Wheeling; 
treasurer,  Dr.  Hugh  G.  Nicholson.  Charleston; 
executive  secretary,  Mr.  Sterrett  O.  Neale. 
Charleston.  Dr.  Bloss,  who  has  been  editor  of 
the  West  Virginia  Medical  Journal , will  as- 
sume his  duties  as  president  on  January  1.  The 
journal  will  then  be  .edited  bv  a committee 
composed  of  Drs.  James  H.  Anderson,  Marys- 
town;  Walter  E.  Vest,  Huntington;  Harry  M. 
Hall,  Wheeling;  Charles  A.  Ray,  Charleston; 
and  Charles  W.  Waddell,  Fairmont. 

Early  Vacationists. 

Dr.  I.  K.  Briggs  has  returned  to  his  home 
in  South  Boston,  Va.,  after  a motor  trip  to 
Canada  and  many  points  of  interest  in  the 
noi'th,  including  Atlantic  City. 

Dr.  and  Mrs.  Paul  Redd  and  daughter,  of 
Richmond,  returned  home  the  first  of  this 
month,  after  a visit  to  Boston  and  Newton  Cen- 
ter, Mass.,  and  to  New  York  City. 

Dr.  and  Mrs.  B.  Ryland  IJudnall  and  chil- 
dren. of  Covington,  Va.,  left  about  the  middle 
of  June  for  a motor  trip  to  Richmond  and 
later  to  Reeclville,  Va. 

Dr.  and  Mrs.  B.  B.  Bagby  and  children,  of 
Richmond,  left  the  latter  part  of  June  on  a 
motor  trip  to  Sheffield,  Mass.,  where  they  ex- 
pect to  spend  several  weeks  visiting  relatives. 

Dr.  and  Mrs.  James  L.  Early,  of  Saltville, 
Va..  were  recent  visitors  in  Pulaski,  Va. 

Dr.  and  Mrs.  J.  Allison  Hodges,  Richmond, 
left  the  first  of  July  for  their  summer  home, 
“Drowsy  Waters,”  near  Montreat,  N.  C.  They 
will  remain  there  for  the  rest  of  the  summer. 

Dr.  and  Mrs.  Charles  E.  Conrad  and  chil- 
dren have  returned  to  their  home  in  Harrison- 
burg, Va.,  after  spending  sometime  in  Atlantic 
City,  N.  J. 

Dr.  Joseph  A.  White  and  Dr.  and  Mrs. 


Emory  Hill,  of  Richmond,  sailed  from  New 
York,  on  June  27,  for  England.  Drs.  White 
and  Hill  expected  to  attend  a convention  in 
London,  early  in  July,  and  later  to  spend  some 
time  travelling  in  Europe. 

Dr.  and  Mrs.  W.  Lowndes  Peple  and  daugh- 
ter, of  Richmond,  left  the  first  of  July  for 
New  Hampshire,  where  they  have  taken  a cot- 
tage for  the  summer.  Dr.  Peple  expected  to 
return  to  the  city  after  a few  weeks. 

Dr.  Robert  T.  Glassell  returned  to  his  home 
at  Bowling  Green,  Va.,  the  latter  part  of  June, 
after  a visit  to  his  daughter  in  Norfolk,  Va. 

Dr.  and  Mrs.  Paul  W.  Howie  and  family, 
and  Dr.  and  Mrs.  Beverley  R.  Tucker  and 
family,  of  Richmond,  have  taken  cottages  at 
Mountain  Lake,  Va.,  for  the  summer  season. 
Both  Drs.  Howie  and  Tucker  plan  to  spend 
several  weeks  with  their  families  at  this  resort. 

Dr.  and  Mrs.  Grant  Preston  and  small  son, 
of  Harrisonburg,  Va.,  are  home  again,  after 
a visit  to  Mrs.  Preston’s  parents  at  Front 
Royal,  Va. 

Dr.  and  Mrs.  R.  C.  Fravel  and  son,  of  Rich- 
mond, have  been  spending  some  time  with  rela- 
tive at  Woodstock,  Va. 

Dr.  Robert  M.  Glass  and  daughter,  Miss 
Colleen  Glass,  of  Winchester,  Va.,  sailed  from 
New  York,  July  .4,  for  a visit  to  European 
countries.  They  will  also  visit  Jerusalem  and 
the  Holy  Land  before  returning  home  in  the 
early  Fall. 

Dr.  and  Mrs.  Howard  Armstrong  and  sons 
have  returned  to  their  home  in  Harrisonburg, 
Va.,  after  a visit  to  Washington,  D.  C. 

Dr.  and  Mrs.  R.  F.  Thornhill,  Pulaski,  Va., 
are  enjoying  a visit  with  friends  in  Orange, 
Va. 

Dr.  and  Mrs.  J.  Thomson  Booth  returned  to 
their  home  in  Ashland,  Va.,  the  first  of  the 
month,  after  a visit  of  several  weeks  to  Cali- 
fornia. 

Dr.  Samuel  Downing  and  family,  of  New- 
port News,  Va.,  have  been  on  a visit  to  Dr. 
Downing’s  parents  in  Lancaster,  Va. 

Dr.  and  Mrs.  Armistead  L.  Well  ford  re- 
turned to  their  home  in  Richmond,  the  latter 
part  of  June  after  a motor  trip  to  Mountain 
Lake  and  Pulaski,  Va. 

Dr.  W.  S.  Hodnett,  Richmond,  is  home  again 
after  a visit  of  several  weeks  to  the  Pacific 
coast.  While  away,  Dr.  Hodnett  visited  a 
number  of  points  of  interest  in  the  west. 

Dr.  and  Mrs.  W.  Armistead  Gills,  Rich- 
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monel,  left  the  middle  of  June  for  a visit  of 
several  weeks  to  Atlantic  City.  Later,  they 
will  go  to  Tate  Springs,  Tenn. 

Honor  to  Late  Dr.  Bahnson. 

At  commencement  exercises  of  the  Salem 
Woman’s  College,  at  Winston-Salem,  N.  C., 
the  Bahnson  Memorial  Infirmary  was  pre- 
sented the  College,  as  a memorial  to  Dr.  Henry 
T.  Bahnson,  of  that  city,  who  died  in  1917. 
Dr.  Bahnson  was  one  of  the  most  prominent 
doctors  of  the  “Old  North  State”  and  was  for 
many  years  physician  to  the  College. 

The  Lewis-Gale  Hospital  Training  School 
for  Nurses 

Held  its  commencement  exercises  on  the 
evening  of  June  12th,  at  Hotel  Roanoke,  Roan- 
oke, Va.  At  this  time  six  young  women  were 
presented  diplomas. 

Dr.  S.  C.  Draper, 

Who  has  been  for  sometime  at  Bluefield, 
W.  Va.,  has  returned  to  Pulaski,  Va.,  where 
he  is  now  engaged  in  general  practice. 

Dr.  Cora  Z.  Corpening 

Has  resigned  from  the  staff  of  Lakeview 
Hospital,  Suffolk,  Va.,  effective  July  1.  She 
has  gone  to  Virginia  Beach,  Va.,  where,  after 
a few  weeks’  rest,  she  will  resume  private 
practice. 

The  Galax  Hospital  and  Clinic 

Has  recently  been  opened  at  Galax,  Va.,  with 
the  following  doctors  on  its  staff : Dr.  J.  Iv. 
Caldwell,  internal  medicine;  Dr.  A.  L.  Jones, 
surgery  and  operative  gynecology;  Dr.  Z.  G. 
Phipps,  obstetrics,  diseases  of  women  and  chil- 
dren and  medical  gynecology;  Dr.  John  C. 
Phipps,  diseases  of  the  eye,  ear,  nose  and 
throat;  Dr.  W.  P.  Davis,  X-ray;  and  Dr. 
R.  S.  Kyle,  microscopic  and  laboratory. 

Dr.  J.  H.  Crouch, 

Health  officer  for  Williamsburg  and  James 
City  County,  Virginia,  returned  early  in  June 
from  Johns  Hopkins  University,  where  he  had 
been  taking  a post-graduate  course  in  public 
health  work.  On  his  return  to  Williamsburg, 
Dr.  Crouch  stopped  in  Richmond  for  a short 
visit  to  relatives. 

Hampden-Sidney  Alumni  Organize. 

Lynchburg,  Va.,  Hampden-Sidney  College 
alumni,  organized  an  association  in  June,  and 
elected  Dr.  James  Morrison  ^president,  and 
Dr.  J.  Paulett  Clark  vice-president. 


Dr.  Ramon  D.  Garcin, 

Richmond,  after  an  illness  of  several  months 
at  Hygeia  Hospital,  this  city,  returned  home 
about  the  middle  of  June.  He  is  now  much 
improved  and  will  take  a short  vacation  before 
resuming  work.  He  wishes,  through  these 
columns,  to  thank  his  many  friends  for  their 
•kindnesses  to  him  during  his  illness. 

Dr.  Calvin  H.  Childress, 

Norfolk,  Va.,  was  a member  of  the  medical 
corps  with  the  Virginia  Naval  Reserves  on  the 
IT.  S.  S.  Eagle  9,  on  its  trip  in  June,  when 
that  boat  was  disabled  by  storms  and  was 
much  delayed  in  reaching  port. 

Dr.  and  Mrs.  T.  W.  Edmunds, 

After  spending  about  six  months  in  Vienna, 
Austria,  have  returned  to  their  home  in  Dan- 
ville, Va.  While  in  Vienna,  Dr.  Edmunds 
spent  most  of  his  time  in  taking  post-graduate 
work  in  diseases  of  the  eye,  ear,  nose  and 
throat. 

Dr.  Henry’s  Home  Struck  by  Lightning. 

During  an  electrical  storm  on  June  18,  the 
home  of  Dr.  Hugh  C.  Henry,  of  Central  State 
Hospital,  Petersburg,  Va.,  was  struck  by 
lightning  and  damaged  to  the  extent  of  about 
$500.  Members  of  Dr.  Hem-y’s  family  were 
uninjured. 

More  Play,  Less  Delinquency. 

Thirty-eight  out  of  every  100  children 
brought  before  juvenile-court  officials  in 
Omaha  live  one-half  mile  or  more  from  the 
nearest  playground,  according  to  a study  by 
Professor  T.  E.  Sullenger  of  the  University 
of  Omaha. 

Omaha’s  juvenile  delinquency  rate  for  1922- 
23  was  3.1  per  cent  compared  with  1920  rates 
of  3.8  for  Washington,  D.  C.,  2.4  for  Boston, 
and  1.2  for  Buffalo,  it  is  pointed  out.  Reme- 
dies for  juvenile  delinquency  urged  by  Profes- 
sor Sullenger  are  more  playgrounds,  enforce- 
ment of  pool  room  laws,  censorship  of  motion 
pictures,  fewer  boys  in  street  trades,  more  Boy 
Scouts,  better  enforcement  of  school  laws. 

The  Medical  Association  of  the  Valley  of  Vir- 
ginia 

Held  its  semi-annual  meeting  at  Clifton 
Dale  Country  Club,  Clifton  Forge,  Va.,  June 
4,  Dr.  D.  M.  Kipps,  of  Front  Royal,  presiding. 
The  attendance  was  good  and  interesting  pa- 
pers were  presented.  Between  the  morning 
and  afternoon  sessions,  luncheon  was  given  the 
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visitors  at  the  club  house.  Dr.  Alexander 
Robertson,  Jr.,  Staunton,  is  secretary  of  this 
association.  Several  new  members  were  ad- 
mitted. It  was  decided  to  hold  the  next 
meeting  in  Winchester,  September  24. 

Dr.  T.  Allen  Kirk, 

Of  Roanoke,  Va..  has  been  elected  president 
of  the  Hampden-Sidney  College  Alumni  As- 
sociation, which  completed  its  organization  in 
June. 

Shrine  Hospital  for  Richmond. 

It  is  announced  that  Richmond,  Va.,  was 
chosen  as  one  of  the  cities  for  a $1,000,000  hos- 
pital for  crippled  children  by  the  Imperial 
Shrine  Council,  at  its  meeting  in  Los  Angeles, 
California,  in  June.  The  initial  structure  to 
be  ex-ected  will  cost  about  $150,000,  and  it  is 
planned  to  expand  the  institution  to  the 
$1,000,000  plant  by  degrees.  This  is  to  be  one 
of  a number  of  similar  institutions  being 
erected  by  Shriners  throughout  this  country. 
The  site  is  to  be  selected  by  a committee  to  be 
appointed  by  the  Impei'ial  Shrine  Council. 

The  Inter-State  Post-Graduate  Assembly  of 

America 

Will  be  held  at  St.  Paul,  Minnesota,  Octo- 
ber 12-16,  1925.  A number  of  the  country’s 
most  prominent  physicians  and  specialists 
have  signified  their  acceptance  of  invitations 
to  appear  on  the  scientific  program.  Dr.  Wil- 
liam B.  Peck,  Freepoi’t,  111.,  is  managing  direc- 
tor, and  Dr.  Edwin  Henes,  Jr..  445  Milwaukee 
Street,  Milwaukee,  Wis.,  is  secretary  and  di- 
rector of  exhibits. 

Dr.  Clifford  A.  Folkes, 

Of  Richmond,  who  was  operated  upon  for 
appendicitis,  early  this  month,  was  reported  as 
doing  well  as  we  went  to  press. 

Denmark  Reduces  Venereal  Disease. 

According  to  a recent  report  by  Dr.  F.  T. 
H.  Wood  of  the  Health  Section  of  the  League 
of  Nations  Secretariat,  syphilis  has  been  re- 
duced in  Copenhagen,  Denmark,  from  8.8  per 
10.000  in  1910  to  4.6  in  1922.  The  rate  of  in- 
fection with  gonori'hea  also  shows  a consider- 
able decline. 

It  is  of  interest  in  this  connection  that  Den- 
mai'k  was  the  first  counti'y  to  introduce  legisla- 
tion dealing  with  the  control  of  venereal  dis- 
eases. As  early  as  1788  the  plan  of  free  treat- 
ment and  compulsory  medical  care  of  venere- 
ally  infected  invididuals  was  adopted.  Since 


then  the  effectiveness  of  the  eradication  of 
syphilis  and  gonorrhea  has  been  strengthened 
by  liixiiting  medical  practice  to  qxialified  per- 
sons, prohibiting  patent  medicine  advertise- 
ments,  providing  clinical  and  hospital  facili- 
ties, and  establishing  the  “State  Serum  Insti- 
tute,” which  has  for  its  main  functions  the 
laboratory  diagnosis  of  syphilis  and  the  main- 
tenance of  a card  index  of  persons  so  infected. 

Urgent  Need  of  Conserving  the  Sight  of 

School  Children. 

A recent  news  note  received  from  the  Na- 
tional Committee  for  the  Prevention  of  Blind- 
ness, 130  East  22nd  Street,  New  York  City, 
calls  attention  to  the  fact  that  one  child  out  of 
evei'y  eleven  in  the  public  schools  of  American 
cities  aixd  one  child  out  of  every  seven  in  the 
schools  of  rural  districts  in  the  United  States 
have  such  seriously  defective  vision  as  to  be 
handicapped  in  their  school  work.  Conserva- 
tion of  the  eye-sight  of  school  children  is 
fundamentally  a duty  of  the  school  system. 
As  a first  step  toward  the  fulfillment  of  this 
duty,  a uniform  law  for  the  examination  of 
the  eyes  of  school  children  should  be  adopted 
by  all  cities  and  states. 

During  one  year,  when  a study  was  being 
made,  it  was  found  approximately  5,000,000 
school  children  in  the  United  States  received 
eye  examinaions  and  that  an  average  of  about 
12  per  cent  of  these  children  were  found  to 
have  defective  vision.  About  one-eighth  of  the 
24,000,000  school  children  in  the  country  have 
faulty  eye-sight.  Investigators  found  that 
rural  districts  generally  report  a larger  per 
cent  of  defective  vision  than  city  districts. 
One  state  showed  16.8  per  cent  of  defective 
vision  among  500,000  pupils  examined  in  the 
rural  districts,  while  the  cities  of  that  state 
showed  only  8.5  per  cent  among  370,000  pupils 
examined.  Another  state  reports  14.4  per  cent 
defectives  in  rural  districts  and  cities  in  the 
same  state  6.3  per  cent.  It  seems  likely  that 
this  difference  is  due  to  such  differing  factors 
as  conditions  under  which  the  tests  wei'e  made, 
bad  illumination  in  rural  schools  and  homes, 
and  the  small  number  of  corrections  of  visual 
defects  provided  for  rural  children. 

Discussing  existing  legislation  on  the  sub- 
ject, the  report  reveals  that  in  only  seventeen 
states  is  the  examination  of  the  ej^es  of  school 
childi'en  compulsory  and  that  in  fourteen  other 
states  it  is  merelv  permissive.  Of  the  seventeen 
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states  requiring  eye  examinations  very  few 
specify  the  portion  of  school  population  to  be 
examined  or  the  frequency  with  which  such 
examinations  should  be  made.  About  the 
period  of  adolescence,  twelve  to  fifteen  years, 
the  condition  of  the  eyes  is  likely  to  be  chang- 
ing, so  that  through  the  whole  period  of  six 
to  fifteen  the  average  child’s  eyes  and  vision 
undergo  a slight,  though  certain,  change.  This 
emphasizes  the  need  of  frequent  tests  during 
this  period. 

Dr.  John  M.  Manning, 

Durham,  N.  C.,  was  recently  elected  mayor 
of  that  place  for  his  third  term. 

Member  S.  C.  State  Board  of  Health. 

Dr.  Davis  Furman,  of  Greenville,  S.  C.,  has 
been  appointed  a member  of  the  South  Caro- 
lina State  Board  of  Health  to  succeed  the  late 
Dr.  C.  C.  Gambrell. 

Dr.  Allen  H.  Moore, 

Formerly  of  New  Market,  Va.,  a member  of 
the  Medical  Society  of  Virginia  and  for  four 
years  a member  of  the  local  Board  of  Health 
for  Shenandoah  county  has  moved  to  Doyles- 
town,  Pa.,  where  he  will  continue  his  profes- 
sional work.  Dr.  Moore  is  an  alumnus  of  Jef- 
ferson Medical  College,  Philadelphia. 

Dr.  F.  A.  Sinclair, 

Of  Newport  News,  Va.,  was  elected  surgeon 
of  the  Veterans  of  Foreign  Wars,  at  the  second 
annual  encampment  of  the  State  department, 
held  in  Newport  News^  Va.,  in  June. 

Resigns  as  Dean  of  Emory  University  School 

of  Medicine. 

Dr.  William  S.  Elkin,  for  seventeen  years 
dean  of  the  Emory  University  School  of  Medi- 
cine, Atlanta.  Ga.,  recently  tendered  his  resig- 
nation and  was  elected  emeritus  dean  and 
emeritus  professor  of  obstetrics  and  gyneco- 
logy. Dr.  Elkin  has  been  connected  with  this 
school,  now  known  as  the  School  of  Medicine 
of  Emory  University,  for  forty-three  years. 

Dr.  Russell  H.  Oppenheimer,  an  alumnus  of 
the  University  of  Michigan  Medical  School, 
has  been  elected  to  succeed  Dr.  Elkin  as  dean. 

Superintendent  of  Fredericksburg  Hospital. 

Miss  Sue  Davidson,  formerly  of  Alexandria. 
Va.,  was  appointed  superintendent  of  the  Mary 
Washington  Hospital,  Fredericksburg,  Va., 
and  entered  upon  her  duties  there  June  15. 


The  American  Society  of  Clinical  Patholo- 
gists, 

At  its  annual  meeting  in  Philadelphia,  re- 
cently, elected  Dr.  Frederick  E.  Sondern,  New 
York,  president,  Dr.  William  G.  Exton,  New- 
ark, N.  J.,  president-elect,  and  re-elected  Dr. 
Ward  T.  Burdick,  Denver,  Col.,  secretary- 
treasurer. 

Married. 

Dr.  John  Shelton  Horsley,  Jr.,  and  Miss 
Lillian  Waller  Ilolladay,  both  of  Richmond, 
June  24. 

Dr.  Percy  Everett  Schools  and  Miss  Evelyn 
Mallory,  both  of  Richmond,  June  3. 

Dr.  Ezra  Eugene  Neff,  of  Madison,  Wis., 
and  Miss  Ruth  Perry,  of  Beverly,  Mass.,  June 
2.  Dr.  Neff  was  formerly  from  Chilhowie, 
Va.,  and  graduated  in  medicine  from  the  Uni- 
versity  of  Virginia  in  1916. 

Dr.  Henry  A.  Hornthal, 

Formerly  of  Norfolk,  Va.,  who  graduated 
from  Medical  College  of  Virginia,  last  year, 
left  the  first  of  this  month  for  White  Sulphur- 
Springs,  W.  Va.,  where  he  will  spend  some- 
time before  going  to  Washington  to  make  his 
home.  Dr.  Hornthal  has  just  completed  a 
year’s  internship  at  St.  Luke’s  Hospital,  Rich- 
mond. 

Zinc  Stearate  Dusting  Powders  for  Infants. 

The  second  report  of  the  Committee  on  Ac- 
cidents from  Zinc  Stearate  Dusting  Powders 
appointed  by  the  Board  of  Trustees  of  the 
American  Medical  Association  has  recently 
been  published.  Copies  of  this  report,  with 
an  appendix  showing  the  opinions  of  thirty- 
four  representative  pediatricians  on  the  thera- 
peutic value  of  such  powders,  can  be  obtained 
on  request.  Address,  Committee  on  Zinc 
Stearate  Dusting  Powders,  American  Medi- 
cal Association,  535  North  Dearborn  Street, 
Chicago,  Illinois,  enclosing  a self-addressed, 
stamped  envelope. 

There  were  reported  to  the  Committee  131 
accidents  from  the  inspiration  of  zinc  stearate 
dusting  powders  by  infants.  Twenty-eight  of 
the  victims  died.  The  Committee  conferred 
with  representatives  of  certain  distributors 
concerning  the  dangers  incident  to  the  use  of 
such  powders  on  infants.  Following  a meet- 
ing held  at  the  headquarters  of  the  American 
Medical  Association,  these  distributors  agreed 
to  co-operate  by  adopting  self-closing  contain- 
ers for  the  powders  they  distribute  and  agreed 
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that  cautionary  labels  are  desirable.  Opinions 
were  secured  from  thirty-four  representative 
pediatricians  concerning  the  therapeutic  value 
of  zinc  stearate  dusting  powders.  Thirty-one 
believe  that  such  powders  have  no  advantage 
over  other  dusting  powders,  that  they  con- 
stitute a hazard  to  infant  life,  and  that  their 
use  should  be  discouraged. 

International  Health  Board  uses  Laboratory 
of  State  Board  of  Health  as  Training 
School  for  Fellowships. 

Dr.  Luang  Vaidaya  Vidhiker,  of  Bangkok, 
Siam,  has  been  assigned  by  the  International 
Health  Board  to  a term  of  service  with  the 
laboratory  of  the  Virginia  State  Board  of 
Health.  Dr.  Vidhiker  will  spend  the  summer 
in  Richmond  and  return  to  Johns  Hopkins 
for  additional  work  in  the  fall. 

Mr.  Aubrey  H.  Straus,  director  of  the  lab- 
oratory, who  has  been  taking  a special  course 
leading  to  the  degree  of  Doctor  of  Science, 
and  has  been  in  several  classes  with  Dr.  Vid- 
hiker at  Johns  Hopkins,  is  now  back  at  work 
in  Richmond. 

It  is  a custom  of  the  International  Health 
Board  to  assign  to  the  Virginia  State  labora- 
tory one  of  its  students  who  are  candidates 
for  fellowships.  Last  year,  Oscar  Vargas,  of 
Costa  Rica  spent  the  summer  in  Richmond, 
and  he  is  now  establishing  a government  lab- 
oratory in  Costa  Rica.  Dr.  Vidhiker  will,  of 
course,  return  to  his  county  when  his  studies 
are  completed. 

Noted  Chemists  Named  to  Help  Map  Pro- 
gram for  Benefit  of  Chemical  Industry. 

The  appointment  of  an  advisory  committee 
composed  of  outstanding  members  of  the 
chemical  industry  to  co-operate  with  the  De- 
partment of  Commerce  has  been  announced 
by  Secretary  Hoover.  The  purpose  of  this 
committee  is  to  assist  the  chemical  division  of 
the  department  in  mapping  out  a program  of 
work  which  will  be  of  the  most  practical  and 
immediate  benefit  to  the  industry. 

The  membership  of  the  committee  includes 
Dr.  Leo  Lakeland,  president  American  Chemi- 
cal Society;  Dr.  A.  S.  Burdick,  president  of 
the  Abbott  Laboratories  of  Chicago,  and  form- 
erly president  of  the  American  Drug  Manu- 
facturers’ Association;  Dr.  H.  E.  Howe,  editor 
of  the  Journal  of  Industrial  and,  Engineering 
Chemistry ; Dr.  Charles  H.  Hertv.  president  of 
the  Synthetic  Organic  Chemical  Manufac- 


turers' Association;  Henry  Howard,  chairman 
of  the  board  of  governors  af  the  Manufactur- 
ing Chemists’  Association;  C.  Ober,  president 
of  C.  Ober  & Sons,  Baltimore,  and  past  presi- 
dent of  the  National  Fertilizer  Association; 
E.  C.  Trigg,  president  of  John  Lucas  & Co., 
Philadelphia,  and  president  of  the  Agricul- 
tural Insecticide  and  Fungicide  Association; 
A.  Cressy  Morrison,  president  of  the  Acetylene 
Gas  Manufacturers’  Association,  and  S.  IV. 
Wilder,  secretary  of  the  Manufacturing 
Chemists’s  Association. 

Dr.  and  Mrs.  Walton  S.  Shepherd 

And  their  youngest  son,  of  Charleston,  W. 
Va.,  sailed  for  Europe,  the  latter  part  of  June. 
Dr.  Shepherd  will  attend  eye,  ear,  nose  and 
throat  clinics  in  Vienna,  during  the  summer, 
while  Mrs.  Shepherd  and  their  son  will  tour 
the  continent.  Dr.  Shepherd  has  many  friends 
in  this  State,  being  an  alumnus  of  the  Medical 
College  of  Virginia. 

Fellowships  in  Neuropsychiatry  at  Univer- 
sity of  Pennsylvania,  Graduate  School  of 
Medicine. 

Five  fellowships  in  neuropsychiatry  are 
available  in  the  Graduate  School  of  Medicine 
of  the  University  of  Pennsylvania.  These  fel- 
lowships have  been  established  for  the  period 
of  three  years  from  October  12,  1925  by  the 
Commonwealth  Fund  of  New  York. 

No  definite  fellowship  stipend  has  been 
fixed;  but  it  will  in  each  case  approximate 
$2,200  per  annum.  The  precise  stipend  will  in 
each  case  be  designated  by  the  fellowship  com- 
mittee. 

The  minimal  qualifications  for  applicants 
are:  (a)  age,  from  25  years  to  35  years  inclu- 
sive; (b)  graduate  of  a Class  A medical  school: 
(c)  one  year’s  approved  internship;  (d)  sat- 
isfactory references;  (e)  approval  of  personal 
and  professional  status.  Each  fellowship  is 
upon  the  basis  of  three  years’  (36  months) 
work — one  year  fundamental,  one  year  practi- 
cal, one  year  investigative. 

Applications  are  invited  for  these  fellow- 
ships and  should  be  addressed  to  “Dean, 
Graduate  School  of  Medicine,  University  of 
Pennsylvania,  Philadelphia.” 

The  John  Horsley  Memorial  Prize,  Univer- 
sity of  Virginia. 

This  prize  was  established  in  February, 
1925,  by  Dr.  J.  Shelton  Horsley,  of  Richmond. 
Virginia,  an  alumnus  of  the  University  of 
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Virginia,  as  a memorial  to  his  father,  Mr. 
John  Horsley,  of  Nelson  County,  ^ irginia. 

The  prize  consists  of  two  years’  interest  on 
$10,000  in  5 per  cent  bonds  and  will  therefore 
be  presumptively  $1,000.  It  is  to  be  awarded 
every  two  years  by  a committee  of  the  Medical 
Faculty  of  the  University  of  Virginia  for  a 
thesis  upon  some  subject  in  general  surgery. 
The  term  “general  surgery”  is  used  in  a broad 
way  and  includes  the  specialties  commonly  as- 
sociated with  general  surgery  such  as  ortho- 
pedic surgery,  urology  and  gynecology  but  not 
the  specialties  of  the  surgery  of  the  eye,  ear, 
nose  and  throat  which  have  developed  along 
lines  which  differentiate  them  markedly  from 
general  surgery.  If  no  essay  is  considered 
worthy  the  prize  shall  not  be  awarded  and  the 
accumulated  interest  will  be  added  to  the  prin- 
cipal. 

The  object  of  the  prize  is  to  stimulate  an  in- 
terest in  the  scientific  aspects  of  surgery.  In 
the  past  there  has  been  some  tendency  to 
glorify  the  mechanical  technic  of  surgery,  and 
perhaps  some  neglect  of  its  underlying  scien- 
tific features.  The  donor  wishes  particularly 
to  stimulate  an  interest  in  the  underlying  bio- 
logic principles  with  the  hope  that  surgeons 
may  not  become  mere  operators  but  be  imbued 
with  a scientific  spirit  which  will  contribute  to 
the  advancement  of  surgical  knowledge.  With 
this  in  view  the  essay  should  be  on  a surgical 
problem,  the  solution  of  which  depends  solely 
or  in  large  pail  upon  research  work,  (pre- 
ferably original  research)  in  same  branch  of 
pathology,  bacteriology,  physiology,  biochemis- 
try or  embryology. 

All  graduates  of  the  Medical  Department  of 
the  University  of  Virginia  of  not  more  than 
fifteen  years  standing  are  eligible  for  this 
prize  and  are  invited  to  submit  theses.  In  the 
discretion  of  the  committee  the  prize  may  be 
awarded  for  work  done  by  a medical  graduate 
of  the  University  of  Virginia  in  collaboration 
with  a non-alumnus  of  this  institution  but  in 
such  case  the  award  will  be  given  to  the  Vir- 
ginia graduate  alone. 

The  theses  must  be  submitted  to  the  com- 
mittee in  typewritten  form  and  work  that  has 
not  been  previously  published  will  be  pre- 
ferred. If  the  work  has  been  previously  pub- 
lished it  must  be  presented  in  a new  form. 
The  committee  will  make  suitable  arrange- 
ments for  the  publication  of  the  theses. 


All  theses  entered  in  this  competition  must 
be  in  the  hands  of  the  committee  on  February 
1st,  of  the  year  in  which  the  prize  is  to  be 
awarded.  They  should  be  addressed  to  the 
Dean  of  the  Medical  School  of  the  University 
of  Virginia.  The  prize  is  to  be  awarded  for 
the  first  time  in  June,  1927,  therefore  the  theses 
should  be  presented  not  later  than  February 
1st,  of  that  year. 

Dr.  W.  R.  Bracey, 

Who  has  been  associated  with  Dr.  J.  R.  Blair 
at  the  Hygeia  Hospital,  for  the  past  four  and 
a half  years,  is  now  devoting  his  entire  time 
to  his  private  work,  with  offices  at  2301  West 
Grace  Street,  Richmond.  Dr.  Bracey  limits 
his  work  to  surgery. 

The  Norfolk  County  Medical  Society, 

At  its  annual  meeting,  June  1,  elected  Dr. 
Stanley  H.  Graves  president;  Dr.  J.  Warren 
White  first  vice-president;  and  re-elected  Dr. 
Lockburn  B.  Scott  secretary-treasurer.  All  of 
these  officers  are  of  Norfolk,  Va. 

The  Southside  Virginia  Medical  Association 

Met  in  Suffolk,  June  9,  with  Dr.  F.  C. 
Rinker,  Norfolk,  vice-president,  presiding.  A 
good  number  of  members  and  visitors  were 
present  and  a free  discussion  of  the  papers  read 
was  indulged  in.  Following  the  afternoon 
session,  the  Suffolk  doctors  tendered  the  visit- 
ing doctors  a banquet,  after  which  the  Society 
adjourned  to  meet  in  Petersburg,  on  the  second 
Tuesday  in  September,  1925.  Dr.  R.  L.  Rai- 
ford  is  secretary  of  this  society. 

Dr.  L.  T.  Price, 

Richmond,  was  among  the  doctors  who  at- 
tended  the  annual  meeting  of  Sons  of  Con- 
federate  Veterans  at  Staunton,  June  17-19. 

Dr.  W.  C.  Harman, 

Dolphin,  Va.,  attended  the  meeting  of  the 
West  Virginia  State  Medical  Association  at 
Bluefield,  June  9-12. 

Dr.  H.  G.  Plaster, 

Formerly  of  Leesburg,  Va.,  is  now  located 
at  1769  Columbia  Road,  Washington,  D.  C., 
for  the  practice  of  his  profession. 

Summer  Camps. 

With  proper  sanitary  facilities  rightly  used 
a summer  camp,  be  it  temporary  or  permanent, 
is  a health-giving  proposition.  Without  such 
facilities,  or  with  wrong  use  of  good  facili- 
ties, a camp  may  quickly  become  a menace  to 
the  health  of  everyone  in  it.  It  devolves 
largely  upon  the  tourist  himself  to  see  that 
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sanitary  precautions  are  taken  during  his  stay 
at  a camping  spot.  The  rule  for  your  guid- 
ance should  be,  “leave  the  camp  site  in  as  good 
or  better  condition  than  you  found  it.” 

The  most  important  thing  to  be  considered 
in  the  “back  to  nature”  movement,  should  be 
the  purity  of  drinking  water.  Do  not  drink 
from  any  spring  unless  sure  of  the  source  of 
the  water. 

Guide  Book  for  Motorists  Published  by  Camp 

New  York. 

An  attractively  illustrated  forty-eight  page 
booklet  entitled  “Camp  New  York”  describing 
the  forty  acre  camping  ground  of  New  York 
City’s  first  motor  tourists’  camp  has  been  pub- 
lished, copies  of  which  may  be  obtained  by 
writing  to  the  secretary,  Camp  New  York,  191 
Fulton  Street,  New  York  City. 

This  book  also  contains  maps  of  the  neigh- 
boring states  with  the  routes  of  the  main  ar- 
teries leading  to  the  Metropolis  clearly  de- 
fined. In  an  interesting  style  it  briefly  out- 
lines the  historical  and  important  places  which 
lure,  daily,  thousands  of  sightseeing  tourists  to 
The  Wonder  City. 

Civil  Service  Positions  Available. 

The  U.  S.  Civil  Service  Commission,  Wash- 
ington, D.  C.,  announces  the  following  open 
competitive  examinations : 

Physiotherapy  aide,  physiotherapy  pupil 
aide,  and  physiotherapy  assistant,  receipt  of 
applications  to  close  July  25,  August  29,  Sep- 
tember 26,  October  24,  and  November  28,  1925 ; 

Graduate  nurse  and  graduate  nurse  (visit- 
ing duty),  also  for  dietitian,  applications  for 
all  of  these  positions  to  he  rated  as  received 
until  December  30,  1925. 

Full  information  and  application  blanks  may 
be  received  from  the  Commission,  or  the  secre- 
tary of  the  board  of  U.  S.  civil  service  ex- 
aminers at  the  post-office  or  customhouse  in 
any  city. 

Wanted. 

To  buy  practice  in  Virginia  or  West  Vir- 
ginia. Would  buy  office  equipment  or  prop- 
erty. Reason  for  leaving  present  location ; want 
to  locate  near  high  school.  Graduate  of  Medi- 
cal College  of  Virginia.  References:  West 
Virginia  State  Medical  Association  and  County 
Medical  Society.  Nothing  but  a good  proposi- 
tion considered.  Addi'ess  answers  to  No.  415, 
care  this  jourial.  (Adv.) 

For  Sale. 

X-ray  equipment  in  good  condition  offered 
at  very  low  price  account  closing  private  hos- 


pital. Vertical  and  horizontal  ftuoroscopes 
(Victor)  Scheidel  transformer,  also  acces- 
sories. Adrress  P.  O.  Box  468,  Lynchburg, 
Va.  (Adv.) 

For  Sale. 

Medical  books  by  best  medical  authors. 
Prices  reasonable.  Write  for  list  and  prices. 
Address  No.  419,  care  this  journal.  (Adv.) 

Obituary 

Br.  Virginius  Harrison, 

A prominent  physician  of  Richmond,  died 
at  his  home  in  this  city,  June  6,  after  an  ill- 
ness of  some  time.  Dr.  Harrison  was  born  in 
Richmond  sixty  years  ago,  and,  upon  com- 
pletion of  his  academic  education  at  Emory 
and  Henry  College,  studied  medicine  at  the 
University  of  Virginia,  graduating  in  1887. 
He  was  elected  a member  of  the  Medical  So- 
ciety of  Virginia  that  same  year  and  had  con- 
tinued a member  since  then.  For  some  years 
after  his  graduation.  Dr.  Harrison  did  general 
practice,  but  later  limited  his  work  to  obstet- 
rics and  was  associate  professor  of  this  branch 
at  the  Medical  College  of  Virginia,  where  he 
was  held  in  high  esteem  by  the  faculty  and  stu- 
dents. He  is  survived  by  his  wife,  who  was 
Miss  Marie  Keesee,  of  this  city. 

Dr.  Oscar  Littleton  Powell, 

One  of  the  most  prominent  and  beloved  phy- 
sicians of  the  Eastern  Shore,  died  at  his  home 
at  Onancock.  Va..  June  25,  having  been  ill 
for  a long  time.  Dr.  Powell  was  a native  of 
Onancock  and  fifty  years  of  age.  After  an 
academic  education  at  local  colleges  and  Harv- 
ard University,  he  took  up  medicine  at  Jeffer- 
son Medical  College,  Philadelpiha,  from  which 
he  received  his  diploma  in  1900.  Following 
this,  he  served  an  internship  at  St.  Luke’s  Hos- 
pital. Bethlehem,  Pa.,  before  taking  up  prac- 
tice at  his  old  home.  Dr.  Powell  had  been  a 
member  of  the  Medical  Society  of  Virginia 
since  1902.  He  is  survived  by  his  wife  and 
two  daughters. 

Dr.  George  Harrison  Sparks, 

Of  Brandy  Station,  Va.,  died  at  his  home  at 
that  place,  May  21,  following  a long  illness. 
He  was  born  in  Madison  County,  Va.,  in  1869, 
and,  upon  completing  his  academic  education, 
entered  the  Medical  College  of  Virginia,  re- 
receiving his  diploma  from  that  institution  in 
1900.  He  joined  the  Medical  Society  of  Vir- 
ginia the  same  year  and  had  been  a member 
since  that  time. 
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THE  PREVENTION  OF 

HYDROPHOBIA 

(RABIES) 

OF  LATE  a great  many  cases  of  rabies  in  dogs  have  been 
reported  from  various  parts  of  the  United  States.  These 
reports  show  that  the  infection  is  widely  distributed.  No 
section  of  the  country  is  entirely  free  from  rabies.  The  dog,  from 
the  very  nature  of  his  habits,  is  the  main  disseminator  of  this  disease. 

The  physician  is  called  on  today  as  never  before  to  guard  his 
patients  against  rabies.  Only  one  form  of  treatment  is  available 
— preventive  vaccination  before  the  appearance  of  symptoms. 

Whitmore  (Tice,  Practice  of  Medicine)  lists  the  conditions 
calling  for  antirabic  vaccination  after  a dog  bite,  as  follows: 

1.  If  rabies  is  in  the  district,  antirabic  vaccination  should  be  started  at 
once  and  continued  until  the  dog  can  be  observed  for  ten  days. 

2.  If  the  dog  dies  or  is  killed  or  disappears  in  less  than  ten  days  after 
biting  the  patient. 

3.  If  the  dog  is  unknown. 

4.  If  the  dog  is  living  and  after  observation  for  ten  days  develops 
rabies,  dies  under  suspicious  circumstances,  or  is  sick. 

Rabies  Vaccine  (Cumming),  prepared  in  the  Biological  Labor- 
atories of  Parke,  Davis  &.  Co.,  is  a sterile  suspension  of  brain 
tissue  from  rabbits  killed  with  fixed  virus  ( death  with  paralysis 
in  seven  days).  The  infectivity  is  removed  by  dialysis,  while  the 
full  immunizing  properties  are  retained.  No  report  of  injurious 
results  to  the  patient  following  treatment  has  ever  been  received. 

Few  specific  prophylactic  agents  present  a record  for  depend- 
ability comparable  to  that  attained  by  Rabies  Vaccine  (Cumming). 
During  the  many  years  that  Rabies  Vaccine  (Cumming)  has  been 
supplied  to  the  medical  profession,  not  one  complaint  of  distinct 
failure  relating  to  this  product  has  ever  reached  the  Laboratories. 
Considering  the  many  thousands  of  patients  treated  with  Rabies 
Vaccine  (Cumming),  this  is  a truly  remarkable  record. 


The  Vaccine  is  obtainable  on  short  notice  by  all  druggists,  being  carried  in 
stock  under  proper  conditions  for  its  preservation,  by  the 
home  laboratory  and  our  branches. 

PARKE,  DAVIS  & COMPANY 

( United  States  License  No.  i for  the  Manufacture  of  Biological  Products  ) 

DETROIT  — MICHIGAN 


RABIES  VACCINE  (CUMMING),  P.  D.  & CO.,  IS  INCLUDED  IN  N.  N.  R.  BY  THE  COUNCIL  ON  PHARMACY  AND  CHEMISTRY 

OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
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Capital  $1,000,000  Surplus  Earned  $1,000,000 

ESTABLISHED  1892 

To  act  as  Executor,  Guardian  and  Trustee 
$25,000,000 

of  investments  held  in  Trust 

Confidential  Interviews  Invited. 


COLLEGE  OF  WILLIAM  AND  MARY 

THE  STATE  COLLEGE  FOR  MEN  AND  WOMEN 

TWO  PRE-MEDICAL  COURSES — Two-Year  and  Three- Year— Three  Year  Course  leads  to 
Bachelor  of  Science  degree  after  one  or  more  sessions  In  medicine. 

Other  Special  Courses — Teacher  Training;  Home  Economics;  l're-Engineering;  Pre-Lew; 
Commeice;  Business  Administration;  Finance;  etc. 

Regular  academic  courses  leading  to  the  Bache  or  and  Mastei  degrees. 

For  particulars  address  THE  COLLEGE  OF  WILLIAM  AND  MARY 

J.  A.  C.  CHANDLER,  President.  WILLIAMSBURG,  VA 


DOCTORS  administer  to  the  sufferings  of  the  living 
and  bring  them  comfort. 

THIS  BANK  administers  to  the  estates  of  the  dead  and 
brings  to  them  protection  and  economical 
administration. 

..  ti 

Let  us  have  your  will  prepared  without  cost  to  you. 
MERCHANTS  NATIONAL  BANK 

RICHMOND,  VIRGINIA 

Capital,  Surplus  and  Undivided  Profits  over  $2,400,000.00 
“SAFEST  FOR  TRUSTS’’ 
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Intestinal  Antisepsis 

Attempts  at  intestinal  antisepsis  in  the  treatment  of  diseases 
of  the  intestinal  tract  that  occur  commonly  during  the  hot 
summer  months  are  considered  important  by  many  physicians. 
I SI  Creosote  is  regarded  as  an  intestinal  antiseptic  of  promise. 
Many  physicians  prescribe  CALCREOSE  for  that  purpose 
because  it  is  a mixture  of  approximately  equal  parts  of  pure 
beechwood  creosote  and  calcium  oxid  and  can  be  taken  for  a 
long  time  without  apparently  causing  any  gastro-intestinal 
disturbance;  nor  do  patients  object  to  its  long  continued  use. 
Samples  of  Tablets  on  Request. 
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Choosing  an  Infant’s  Diet 


If  all  babies  were  alike  and  standardized . then  one  food  would  prob- 
ably take  care  of  the  nutritional  requirements  of  most  babies. 

BI  T — physicians  know  that  foods  must  be  altered  to  suit  the  nutri- 
tional requirements  of  each  infant. 

MEAD'S  INFANT  DIET  MATERIALS  are  helping  physicians 
to  do  scientific  infant  feeding. 

MEAD'S  DEXTRI-MALTOSE  (the  carbohydrate  of  choice  for 
modified  cow's  milk  mixtures). 

MEAD'S  CASED  (a  useful  adjunct  when  the  baby  is  suffering  from 
Fermentative  Diarrhea). 

MEAD’S  STAXDARIZED  CUD  LIVER  OIL  (as  important  to 
protect  the  infant  from  Rickets  as  orange  juice  protects  from  scurvy). 


j ; v 

The  Mead  Policy 

Mead's  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians 
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Evansville,  Indiana,  U.  S.  A. 
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Original  Communications 

PATHOLOGY  OF  CATARACT.* 

By  H.  S.  HEDGES,  M.  D..  Charlottesville,  Va. 

Pathology  of  cataract — the  story  of  the 
changes  in  the  lens  and  its  capsule,  changes 
found  in  all  the  life  cycle  from  that  of  the 
child  unborn  down  to  old  age,  and  presenting 
a multitude  of  varying  conditions  whose  suc- 
cessful treatment  will  always  present  problems 
that  are  ever  neAv  and  difficult  to  the  attending 
physician. 

To  review  the  microscopic  changes  found  in 
all  the  many,  many  kinds,  would  be  an  impo- 
sition on  the  good  nature  of  this  company; 
though  the  corneal  microscope  with  the  slit- 
lamp  illumination  is  showing  us  many  changes 
which  we  could  never  see  before.  The  lens  has 
not  been  an  easy  subject  for  sectional  study; 
and  though  so  many  thousand  have  been  re- 
moved, in  the  average  case  the  cortex,  and 
the  epithelium  of  the  anterior  capsule,  where 
so  many  of  the  changes  occur  which  we  would 
like  to  study,  are  so  broken  up  by  the  removal 
that  we  do  not  get  a true  picture 'of  conditions 
as  they  existed  in  the  living  eye.  But  in  every 
case  of  cataract  that  comes  to  us,  so  far  as 
possible  we  should  get  an  accurate  knowledge 
of  the  nature  and  duration  of  the  opacity,  of 
its  cause,  if  possible,  its  rate  of  progress,  if 
progressive,  the  size  of  the  nucleus  and  consist- 
ency of  the  cortex,  its  relation  to  the  other 
structures  of  the  eye.  whether  complicated  or 
not,  the  relative  condition  of  the  two  eyes,  and 
last,  but  not  least  so  far  as  our  treatment  is 
concerned,  the  age.  economic  condition,  general 
health,  and  mental  and  physical  state  of  our 
patient  must  all  be  taken  into  careful  con- 
sideration. 

The  one  end  and  aim  of  all  our  cataract 
work  must  be  to  secure  for  the  patient  the 
greatest  possible  amount  of  comfortable  use 
of  their  vision. 

How  the  varying  pathological  pictures  which 
we  find  will  influence  us  in  handling  the  cases 

‘Read  as  rart  of  svmoosium  on  Cataract,  at  the  meeting: 
of  the  Virginia  Society  of  Otolaryngology  and  Ophthalmology 
in  Winchester,  May  7,  1925. 


which  come  to  us  will  be  the  subject  of  our 
brief  notes. 

As  to  the  average  case  of  juvenile,  congeni- 
tal, traumatic  or  double  senile  cataract  there 
is  usually  no  question  as  to  what  is  best  to  do, 
but  we  feel  very  strongly  that  in  many  cases 
of  monocular  cataract  in  the  old  and  feeble, 
or  even  where  there  is  only  much  difference  in 
the  maturity  of  the  changes  in  the  two  eyes, 
operation  is  bv  no  means  always  indicated,  and 
in  many  cases  is  strongly  contraindicated. 

If  in  the  case  of  an  old  or  feeble  patient 
there  be  a fully  developed  monocular  cataract 
with  the  history  of  maturing  slowly — and  the 
older  the  patient  usually  the  slower  the  rate — 
and  the  other  lens  is  clear  or  shows  only  peri- 
pheral riders — especially  if  these  be  narrow — 
I believe  that  the  cataract  should  be  let  alone. 
The  chances  are  that  the  one  eye  will  serve  the 
purposes  as  long  as  life  lasts.  The  operation 
for  cataract  is  no  small  strain  on  the  old  and 
feeble;  and  with  the  other  eye  maintaining 
useful  vision  we  all  know  that  the  aphakic  eye 
will  not  be  used,  that  its  blurred  image  will 
often  so  disturb  the  other  eye  that  a block  will 
have  to  be  worn,  and  the  patient  who  was 
working  comfortably  with  the  one  eye  now 
worries  you  ceaselessly  for  glasses  to  use  on 
the  operated  eve,  and  cannot  understand  why 
you  do  not  give  them.  In  other  words,  by 
operating,  though  it  may  be  a perfect  surgical 
success,  instead  of  giving  the  patient  more 
comfortable  working  vision,  we  have  made  it 
less  so. 

If,  however,  a younger  person  or  one  in 
still  vigorous  health,  comes  to  us  with  a ma- 
ture cataract  in  one  eye,  and  the  other  show- 
ing definite  signs  of  beginning  trouble,  we  face 
a different  problem,  especially  if  the  incipient 
riders  are  at  all  broad  at  their  bases,  or  if 
there  be  any  diffuse  central  cloudiness  about 
the  lens. 

Such  a case  should  be  kept  under  close  ob- 
servation, and  the  mature  lens  removed  be- 
fore it  shows  the  least  sign  of  hypermaturity, 
or  the  other  eye  has  lost  its  useful  vision. 
Though  the  operated  eye  will  not  be  used  at 
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first,  and  we  find  that  the  patient  will  cling 
to  the  use  of  the  unoperated  eve  till  the  vision 
falls  to  20/50  or  even  less,  as  soon  as  the  vision 
does  fail  then  the  operated  eye  is  ready,  for 
work. 

When  the  catracts  develop  equally,  we  feel 
that  the  operation  should  be  done  as  soon  as 
the  patient  can  no  longer  follow  his  regular 
vocation  or  read  in  comfort.  It  is  wrong  to 
condemn  such  a one  to  months  or  years  of 
waiting  for  the  cataract  to  mature. 

In  the  study  of  each  lens  we  should  deter- 
mine whether  or  not  it  is  due  entirely  to  senile 
changes,  or  to  some  antecedent  disease  of  the 
eye.  History  will  usually  determine  the  latter 
for  us,  but  not  always.  We  must  look  care- 
fully for  any  signs  of  old  synechiae  or  deposits 
of  pigment  on  the  anterior  capsule — with  fully 
dilated  pupil. 

It  always  seems  to  me  that  during  the  pro- 
cess of  senile  cataract  formation  the  lowered 
vitality  of  the  lens  finally  reaches  a stage  in 
which  the  lens  can  be  compared  to  a dead  lens, 
being  macerated  bv  the  surrounding  fluids. 
We  know  that  in  some  cases  this  process  goes 
on  fairly  rapidly  and  continuously;  that  in 
others  it  may  stop  for  years,  or  never  advance 
at  all. 

In  these  cases  we  are  not  dealing  with  exo- 
genetic  noxious  substances  but  they  are  due  to 
changes  in  life  (Vogt). 

We  know  that  over  90  per  cent  of  lenses  over 
sixty  years  of  age  show  cataract  changes.  Why 
some  go  on  to  maturity,  and  others  do  not,  we 
do  not  know. 

The  cataract  due  to  other  diseases  of  the  eye. 
especially  to  disorders  of  the  uveal  tract, 
usually  begins  in  the  area  of  the  posterior  lens 
suture.  The  opacity  is  often  rosette-shaped, 
as  it  extends  in  the  direction  of  the  suture,  and 
shows  an  irregular  porous  or  pumice-like  struc- 
ture, due  to  the  development  of  vacuoles.  Es- 
pecially in  the  axial  direction  and  in  the  area 
of  the  sutures  the  opacity  extends  directly  for- 
ward into  the  cortex  in  the  form  of  very  ir- 
regular crumbly  white  opacities,  surrounded 
by  a thin  white  nebula.  This  porous  struc- 
ture, and  the  tendency  to  extend  forward  into 
the  cortex,  are  important  points  of  differentia- 
tion between  the  complicated  and  the  senile 
types.  In  the  latter  there  is  no  axial  thicken- 
ing. Often  in  the  complicated  type  the  opacity 
may  not  be  in  the  center  of  the  lens. 

We  must  carefully  determine  the  size  of  the 


nucleus,  and  the  amount  and  consistency  of 
the  surrounding  cortex. 

A dark  lens  usually  means  a large  nucleus. 
We  are  all  familiar  with  the  dusky  black  catar- 
act in  which  the  nucleus  has  enlarged  till  there 
is  no  cortex  left. 

We  must  study  the  condition  of  the  suspen- 
sory ligament,  and  the  relation  of  cortex  to 
capsule.  If  we  find  fine  vacuolation  just  un- 
der the  anterior  capsule,  we  know  that  the 
lens  will  shell  out  easily  (if  we  are  to  do  the 
capsulotomy  operation ) . 

Signs  of  hypermaturity  should  be  carefully 
noted — the  loss  of  the  stellate  markings,  the 
dirty  yellow  look,  the  more  or  less  tremulous 
iris,  deep  chamber,  and  often  the  darkre  nu- 
cleus lying  at  the  bottom  of  the  capsular  sac 
will  show  us  what  to  expect. 

While  in  the  old  a cataract  often  develops 
very  slowly,  in  younger  persons,  in  middle  life, 
or  between  thirty  and  fifty,  it  will  often  ma- 
ture in  two  or  three  months. 

An  interesting  case  came  under  our  care  last 
fall.  A man  of  thirty,  who  at  one  time  had 
been  a drinker,  developed  a very  severe  case 
of  Vincent’s  angina — so  severe  that  for  weeks 
it  was  almost  impossible  to  get  him  to  take 
food  or  fluids  of  any  kind — pain  of  swallow- 
ing was  so  great  that  he  would  not  swallow, 
and  the  bowels  so  irritable  that  enemas  could 
not  be  retained. 

Marked  symptoms  of  pellagra  developed, 
and  he  was  reduced  almost  to  a skeleton.  As 
he  began  to  improve,  he  noticed  dimness  of 
vision,  but  attributed  it  to  weakness. 

When  first  seen  by  us,  vision  was  reduced 
to  about  20/70,  and  reading  large  print.  • Fun- 
dus could  be  but  dimly  seen  in  either  eye 
through  what  looked  like  a mass  of  fine  foam 
(vacuoles)  spread  out  over  the  anterior  face 
of  the  posterior  capsule,  with  broad  riders 
shooting  out  into  the  cortex  behind  the  center 
of  the  lens. 

In  less  than  two  months  useful  vision  was 
gone,  and  operative  measures  taken  for  his 
relief,  to  which  he  would  not  consent  till  he 
became  so  blind  that  he  had  to  be  led  about 
by  the  hand. 

In  this  case  I believe  that  we  had  a parallel 
to  the  cataract  developing  in  late  cholera — the 
great  loss  of  body  fluids  causing  abstraction  of 
fluid  from  the  lens,  with  consequent  separation 
of  the  fibres  and  later  degeneration  and  vacuo- 
lation  as  fluid  was  absorbed  again.  On  opera- 
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tion  the  lenses  were  uniformly  opaque,  firm, 
and  separated  easily  from  the  posterior  cap- 
sule. 

Often  the  question  arises:  Is  the  opacity 
progressive,  or  is  it  not  ? 

While  often  only  repeated  observation  can 
answer  the  question,  still  the  form  and  look  of 
the  opacity  will  often  tell  us  much  about  it. 
If  clear-cut — especially  if  round  (circular)  — 
like  the  typical  anterior  polar,  or  the  hyaloid 
remains  at  the  posterior  pole,  we  can  be  rea- 
sonably sure  that  it  will  not  increase.  If  there 
be  a uniform  haziness,  or  it  shows  much  of 
the  stellate  structure  of  the  lens,  the  chances 
are  that  it  will  progress. 

As  we  come  to  the  other  end  of  the  age  scale, 
we  find  totally  different  types  and  conditions 
to  face.  Heredity  here  plays  the  leading  role, 
as  indeed  it  probably  does  also  in  the  senile 
type. 

We  find  the  congenital  cataract,  the  result 
of  intrauterine  inflammation  or  degeneration, 
also  the  lamellar  and  juvenile  types — some- 
times the  result  of  tetany,  perhaps  from  endo- 
crine disorders — certainly  often  hereditary,  as 
three  successive  children  in  one  family  seem  to 
demonstrate. 

The  average  lamellar  type  I believe  is  Lest 
let  alone — at  least  till  the  patient  is  old  enough 
to  find  out  how  much  he  can  see. 

The  congenital  and  juvenile  should  be  oper- 
ated early,  to  avoid  amblyopia  from  lack  of 
use;  but  we  should  be  cautious  as  to  prognosis 
in  these  congenital  types.  With  faulty  de- 
velopment of  the  lens,  many  other  intraocular 
defects  may  be  found;  and  still  worse,  many  of 
these  children  are  congenital  idiots. 

In  traumatic  cataract,  much  must  depend  on 
the  age  of  the  patient,  the  size  of  capsular 
laceration,  the  involvement  of  other  structures 
of  the  eye,  rapidity  of  swelling  and  resulting 
tension. 

Posterior  cortical  cataract,  as  the  result  of 
a bruise,  can  clear  up  entirely. 

In  a child  or  young  adult,  extensive  lacera- 
tion of  the  cortex  often  results  in  complete  ab- 
sorption of  the  lens,  but  after  thirty  or  thirty- 
five  years  of  age  the  well-developed  nucleus 
will  not  absorb,  and  usually  operation  must 
be  done  if  vision  is  to  be  restored.  But  here, 
too,  the  question  of  operation  is  a debatable 
one — at  least  it  is  to  me.  If  I had  a perfectly 
quiet  traumatic  cataract,  and  the  other  eye 


was  working  in  comfort,  I would  let  the  cata- 
ract  alone. 

I know  the  advantages  of  having  the  cata- 
ract out,  but  I also  know  that  in  the  best  of 
hands  the  removal  of  a traumatic  cataract  is 
not  always  free  from  danger,  and  that  if  ever 
the  time  should  come  when  I needed  the  in- 
jured eye,  it  woidd  not  have  been  lost  from 
lack  of  use. 

Sometimes  it  is  better  to  bear  the  ills  we 
have,  than  to  fly  to  those  we  know  not  of. 

TREATMENT  OF  CATARACT.* 

By  JOS.  A.  WHITE,  M.  D.,  Richmond,  Virginia. 

Prevention  or  Arrest  of  Lens  Opacity. 

There  is  no  such  thing  as  prevention  of  cata- 
ract. Except  in  familial  cataract,  it  is  im- 
possible to  predict  who  will,  or  who  will  not 
have  cataract.  It  occurs  in  the  healthiest  of 
people,  in  people  who  never  had  a sick  day  in 
their  lives,  and  who  have  never  exhibited  any 
organic  trouble  and  who,  even  after  cataract 
has  begun  to  appear,  are  still  free  from  any 
apparent  contributing  cause  after  the  closest 
scrutiny  bv  an  internist.  Also  there  is  no  dis- 
cernible cause  in  the  eve  itself.  How  can  we 
explain  this?  Whilst  there  are  certain  organic- 
diseases  which  we  know  have  some  influence  on 
the  development  of  cataract,  the  majority  of 
cataract  cases  are  not  victims  of  these  diseases. 

Arrest  of  Lens  Opacification  is  Also  a 
Myth. 

Dionin,  electricity,  lens  antigen  serum, 
cyanide  of  mercury  injections  are  vaunted  by 
some  authors  as  reliable  agents  in  its  arrest, 
but  as  vet  no  one  has  satisfactorily  demon- 
strated their  utility.  Lenticular  opacities  some- 
times spontaneously  disappear.  I have  seen 
this  long  before  dionin  or  these  other  methods 
were  ever  heard  of.  If  any  of  them  had  been 
used  in  such  cases  the  wonderful  results  of 
these  remedies  would  be  loudly  proclaimed  by 
those  who  had  used  them,  and  I am  satisfied 
where  such  apparent  cures  have  been  recorded 
they  were  cases  of  this  kind.  I have  watched 
so-called  incipient  cataract  for  years,  where 
good  vision  was  retained  because  of  its  very 
slow  progress,  and  the  cases  did  not  live  long 
enough  to  come  to  operation. 

Preparation  of  Patient. 

I read  now  and  then  of  elaborate  preparation 
of  patients  for  weeks,  or  even  months,  prior  to 

•Read  as  part  of  symposium  on  Cataract,  at  the  meeting  of 
the  Virginia  Society  of  Otolaryngology  and  Ophthalmology  in 
Winchester,  May  7,  1925. 
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operation,  and  I often  wonder  wlty  this  is 
necessary.  Apart  from  an  ordinary  physical 
examination  to  determine  the  presence  of  some 
dyscrasia  that  might  have  some  influence  on 
the  question  of  operation  and  the  chances  of 
success,  I have  never  seen  the  necessity  for 
this. 

A careful  examination  of  the  eye,  the  light 
projection,  the  field,  the  tension,  and  the 
mobility  of  the  pupil,  etc.,  to  find  any  contra- 
indication to  operation,  is  of  course,  necessary; 
and  in  immature  cataract  to  determine  a pa- 
tient’s sensitiveness  to  lens  antigen,  is  all  that 
is  needed.  Also,  it  is  my  habit  to  have  an  ex- 
amination of  the  conjunctival  secretion  to  de- 
termine the  presence  of  any  infective  organ- 
isms, whether  from  the  conjunctiva  itself,  or 
the  lachrymal  sac:  all  this  a day  or  two  before 
operation. 

Evervthino-  bein<j  normal  the  night  before 
the  operation,  I irrigate  the  conjunctival  sac, 
cleanse  the  lids  and  lashes  and  fill  the  eye  with 
bichloride  ointment,  apply  a dressing  and 
bandage  and  leave  it  on  the  eye  until  it  is  un- 
covered on  the  table. 

Some  use  nitrate  of  silver  solutions.  I have 
never  done  so  as  my  method  has  proved  satis- 
factoi'y  in  preventing  post-operative  infection. 
Just  before  operating.  I sometimes  inject  one- 
half  of  1 per  cent  solution  of  novocain  into  the 
temple  to  block  the  facial,  and  prevent  any 
trouble  from  lid  pressure.  Moreover,  in  very 
nervous  patients,  I give  a hypodermic  of  y$ 
grain  of  morphine  and  1/200  grain  of  hyos- 
cine. 

When  the  eye  is  uncovered,  I irrigate  it 
again,  drop  25  per  cent  argyrol  or  2 per  cent 
mercurochrome  in  the  eye  and  follow  this  with 
cocaine  four  per  cent,  repeated  every  five 
minutes  for  three  applications.  When  the  eye 
is  ready  for  operation,  I put  a drop  of  adrena- 
lin and  a drop  of  1 per  cent  atropine  in  the 
eye,  then  make  the  section  with  a conjunctival 
flap,  do  a small  iridectomy,  a peripheral  cap- 
sulotomy,  and  press  out  the  nucleus  and  cor- 
tical remnants  until  I get  a black  pupil.  But, 
sometimes,  if  I find  difficulty  in  removing  all 
the  cortex.  I let  it  alone  to  be  absorbed,  rather 
than  continue  pressure,  as  I may  cause  striped 
keratitis  or  rupture  the  hyaloid.  I do  not  irri- 
gate the  chamber,  as  I have  caused  the  hyaloid 
to  rupture  by  overdoing  irrigation.  Some 
operators  use  a suture  as  a regular  thing,  either 
corneal  or  conjunctival.  I have  only  tried  a 


corneal  suture  once,  regarding  it  as  an  unneces- 
sary complication  and  sometimes  a source  of 
danger.  The  one  time  I made  use  of  it  was 
in  a case  of  degenerated  cataract  complicated 
by  a uveitis  in  a soft  eye  that  gave  some 
promise  of  sight  bv  removing  the  lens.  When 
the  section  was  made  a stitch  was  put  through 
the  cornea  and  used  to  draw  the  anterior  lip 
of  the  wound  forward  to  open  it  for  introduc- 
ing the  instruments  and  I found  it  worked 
well.  The  conjunctival  suture  I have  used  sev- 
eral times  when  conditions  would  indicate  a 
possible  loss  of  vitreous,  so  as  to  close  the 
wound  rapidly  if  this  should  occur. 

The  eye  is  cleaned  by  warm  saline  or  boric 
acid  solution,  filled  with  sterile  vaseline,  and 
pad,  bandage  and  mask  applied.  The  after 
treatment  is  simple — just  let  them  alone; 
twenty- four  hours  of  lying  on  the  back  in  bed, 
twenty-four  hours  on  the  side,  2 days  propped 
up  in  bed,  two  or  more  days  propped  up  in  a 
chair,  and  leaving  the  hospital  in  seven  or 
eight  days.  I never  look  at  an  eye  under  four 
days,  because  looking  at  it  does  no  good,  and 
if  there  is  any  primary  infection  (which  is 
almost  unknown),  we  know  of  no  way  of  sav- 
ing the  eye.  If  patient  will  consent  to  give 
thejtime,  I always  do  a preliminary  iridectomy 
at  least  a month  before  the  extraction,  a small 
coloboma  with  a corneal  section  well  within 
the  sclero-corneal  margin,  so  that  the  cut  will 
not  puncture  the  conjunctiva  at  the  edge  and 
spoil  my  flap  in  the  extraction. 

Some  of  these  cases  require  a secondary 
needle  operation,  due  to  some  cortical  x-emains 
not  absorbing,  or  to  wrinkling  of  the  capsule. 

This  is  seemingly  a lot  of  surgery  in  contra- 
distinction to  the  removal  of  the  lens  in  its 
capsule,  but  all  the  same  this  is  what  I want 
done  to  me  when  I get  cataract. 

Cataract  makes  the  patient  blind.  The  ob- 
ject of  treatment  is  to  restore  sight.  Opera- 
tion is  imperative.  Whilst  there  are  various 
methods  of  doing  them,  I believe  the  extracap- 
sular  operation  offers  the  best  chances  of  suc- 
cess to  the  greater  number,  even  if  it  takes 
more  time  and  more  than  one  operation  at 
times.  The  Smith  Indian  operation,  when  suc- 
cessful, gives  the  most  perfect  result.  In  fact, 
any  intracapsular  operation,  whether  by  the 
tumblinof  method,  the  traction  method,  or  the 
vacuum  method  of  Barraquer,  when  success- 
ful. gives  equally  brilliant  results.  I have  tried 
both  the  former,  never  the  latter,  although  I 
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saw  Dr.  Barraquer  operate  on  twelve  cases  in 
Richmond.  The  results  of  his  operation  did 
not  convince  me  of  its  value  over  my  own. 
These  operations  are  not  applicable  to  all 
forms  of  cataract,  whereas  the  extracapsular 
operation  is.  If  I were  to  adopt  any  other 
method  than  this,  it  would  be  the  traction 
method , simply  lifting  the  lens  out  of  the  eye 
Avith  suitable  capsule  forceps.  When  this  fails, 
the  extracapsular  operation  can  complete  the 
job.  The  extracapsular  operation  with  a com- 
petent and  expert  operator,  and  a healthy  eye, 
rarely  has  a loss  of  vitreous,  which  is  much 
more  common  in  the  other  method  and  reduces 
the  chances  of  success.  I have  no  patience  with 
the  authors  who  speak  as  if  vitreous  loss  is  a 
matter  of  no  moment,  when  e\Terv  ophthalmolo- 
gist with  any  experience  knows  it  is  a serious 
matter,  even  if  there  are  no  immediate  bad  re- 
sults, because  it  may  open  the  door  to  various 
subsequent  changes  in  the  eye  that  will  damage 
it. 

Of  course,  the  long  experience  I ha\re  had 
in  treating  and  operating  on  cataract,  over 
forty  years,  and  seeing  others  do  it,  has  made 
me  fully  aware  of  the  extraordinary  amount 
of  surgery  and  other  injuries  an  eye  can  stand, 
and  still  be  a useful  organ.  A perfectly  classic 
operation  may  be  a failure ; a bungling  mess  of 
an  operation  may  be  successful  in  restoring 
sight.  A badly  complicated  cataract,  if  the 
patient  has  good  light  perception,  ought  to  be 
operated  on  just  as  a simple  case.  One  of  the 
worst  cases  I e\rer  did  an  extraction  on  was  a 
man  named  Willis  with  a staphyloma  in  one 
eye  and  with  an  old  plastic  iritis,  the  iris  ad- 
herent to  the  capsule,  the  pupillary  space  en- 
tirely gone  and  no  anterior  chamber,  in  the 
other.  One  of  my  colleagues  tried  an  iridect- 
omy, got  a little  marginal  hole,  and  then  passed 
him  over  to  me.  I also  tried  an  iridectomy  and 
was  lucky  enough  to  get  a somewhat  larger  one 
down  and  in,  with  part  of  the  capsule,  as  he 
had  no  chamber  and  the  lens  capsule  and  iris 
seemed  to  be  one  agglutinated  mass.  Later  I 
passed  a cataract  knife  behind  the  iris  through 
the  lens  and  split  capsule,  iris,  and  cornea  up- 
ward with  one  sweep,  remoA'ed  the  nucleus 
with  a spoon  and  today  he  has  20/50  vision 
and  reads  No.  1. 

I simply  refer  to  this  case  to  show  that  even 
the  most  unfavorable  cases  can  recover  sight. 


whilst  some  of  apparently  most  favorable'  ones 
have  sometimes  an  unfortunate  outcome. 

These  remarks  about  treatment  are  my  own 
conclusions  from  what  I used  to  think  was  a 
great  experience  (about  2,000  extractions),  but 
when  I read  about  one  man  doing  over  50,000 
extractions,  I feel  that  I am  only  a very  small 
fish  in  the  cataract  pond,  and  only  more  or 
less  of  a piker  compared  to  Dr.  Smith  and 
others  with  such  astounding  records. 

200  East  Franklin  Street. 


Discussion  of  Drs.  Hedges’  and  White's  Papers 
on  Cataract. 

Dr.  Emory  Hill,  Richmond : I should  like  to  em- 

phasize certain  safety  measures  in  cataract  extrac- 
tion. The  Van  Lint  method  of  injecting  the  upper 
branches  of  the  facial  nerve  does*  away  with  spasm 
of  the  orbicularis.  Lid  elevators  held  by  an  assist- 
ant instead  of  a speculum  are  an  additional  pre- 
caution. Subconjunctival  injection  of  cocaine  when 
the  iris  is  to  be  handled  secures  deeper  anesthesia 
of  this  structure. 

Dr.  Frank  M.  Hanger,  Staunton : I enjoyed  very 

much  the  papers  just  read  by  Dr.  Hedges  and  Dr. 
White.  I always  do  the  two-step  operation  in  my 
cataract  work;  that  is,  a preliminary  iridectomy  and 
later  the  extraction.  Dr.  White  mentioned  the  im- 
portance of  carefully  disinfecting  the  eye  before  a 
cataract  operation,  but  failed  to  state  that  a dacryo- 
cystitis precluded  the  operation,  and  was  accepted 
by  all  surgeons  as  a contraindication. 

However,  I know  a specialist  in  New  York  City, 
who,  after  disinfecting  an  eye  with  a one  per  cent 
solution  of  nitrate  of  silver,  had  the  temerity  to  do 
a cataract  extraction,  complicated  with  dacryo-cysti- 
tis,  and  got  by  with  it.  Such  risks  can  be  taken, 
in  large  cities,  hut,  if  I should  do  this  in  my  town 
and  lose  an  eye,  I would  be  forced  to  move  out. 
At  the  first  meeting  of  this  Society,  in  Lynchburg,  I 
read  a paper  describing  an  operation,  which  I had 
devised,  nine  years  previously,  for  the  cure  of  dacryo- 
cystitis. I had  published  a similar  paper  in  The 
Laryngoscope,  in  1915.  The  operation  is  compara- 
tively easy,  and  I have  had  uniform  success  with 
it,  having  cured  fifteen  of  seventeen  cases  operated. 
The  underlying  principle  of  the  operation  is  the 
conversion  of  the  nasal  duct  into  a gutter,  by  cut- 
ting away  its  inner  wall  up  into  the  lachrymal  sac. 

I am  at  a loss  to  understand  why,  at  least,  some 
of  the  members  of  this  Society  have  not  adopted  it. 
I actually  took  the  trouble  to  go  to  Washington, 
D.  C.,  and  read  a paper  before  the  Ophthalmological 
Society  of  the  District  of  Columbia,  and  told  the 
members  of  that  society  that  I would  let  any  of 
them  have  my  instruments  to  be  duplicated.  As  yet, 
I have  heard  nothing  from  them.  I presume  they 
are  extirpating  the  lachrymal  sac,  as  they  have  been 
doing  for  years  past. 

I am  thankful  to  say,  I have  never  extirpated  a 
sac,  and  do  not  have  to  answer  for  that  sin.  I re- 
gard such  a procedure  as  unwarranted,  and  an  un- 
pardonable piece  of  surgery,  especially  since  we  now 
have  a simple  and  easy  operation  for  the  cure  of 
dacryo-cystitis. 

In  this  connection,  I wish  to  report  a case  I re- 
cently had,  a cataract  operation  complicated  with 
dacryo-cystitis : 
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A fedy,  aged  72  years,  who  had  had  the  trouble 
for  thirty-five  years,  and  had  been  treated  by  two 
specialists  without  benefit.  As  a further  complica- 
tion, she  had  a maxiliary  sinusitis  and  an  ethmoiditis 
on  the  same  side. 

I first  drained  the  antrum  and  curetted  the  ante- 
rior ethmoidal  cells,  and  after  effecting  a cure,  per- 
formed my  operation  successfully. 

A month  later,  I did  an  iridectomy,  and  in  six 
weeks  extracted  the  lens,  without  the  least  infec- 
tion at  either  operation. 

When  I dismissed  her,  she  read  20/20  and  Jaeger 
No.  1,  and  enjoys  the  distinction  of  being  the  only 
person  in  this  country  who  has  had,  as  far  as  I 
have  been  able  to  ascertain,  a dacryo-cystitis  cured, 
normal  drainage  restored  into  the  nose,  and  a 
cataract  operation  done,  with  a perfect  result. 

SOME  OBSERVATIONS  OF  THYROID 
PATIENTS.* 

By  J.  M.  EMMETT,  M.  D.,  Clifton  Forge,  Virginia. 

When  one  considers  the  indecision  existing 
today  concerning  the  question  of  thvro-toxico- 
sis,  no  apology  need  be  offered  for  bringing  it 
again  to  your  attention.  The  diagnosis,  dif- 
ferentiation, and  treatment  are  still  proble- 
matical. There  is,  however,  a renewed  interest 
in  the  subject  and  it  is  probable  that  much  in- 
formation may  yet  come  from  students  work- 
ing along  this  line.  At  present  observers  are 
offering  you  their  opinion  with  the  proviso 
that  ultimately  they  may  have  to  retract  all 
of  their  teachings.  No  one  is  willing  to  say 
that  he  has  established  the  last  word  in  the 
study  of  thyroid  patients. 

Grossly,  there  are  four  types  of  thyroids 
which  we  wish  to  discuss;  namely,  colloidal, 
adenomatous  (simple  non-toxic),  adenomatous 
toxic  (secondary  hyperthyroidism),  and  exo- 
phthalmic (primary  hyperthyroidism).  This 
classification,  as  you  will  readily  see,  does  not 
take  into  consideration  the  other  and  very  im- 
portant diseases  of  the  thyroid  gland.  How- 
ever, if  we  focus  our  attention  on  this  simple 
classification,  we  will  not  become  confused  in 
our  discussion. 

The  colloidal  goiter  is  the  accumulation  in 
the  alveoli  of  the  cellular  secretion — iodo-pro- 
tein — or  colloidal  secretion.  It  is  probable 
that  the  colloid  acts  only  as  a suspension,  un- 
der normal  conditions,  for  the  iodine.  This 
type  of  goiter  requires  little  attention,  unless 
there  is  associated  an  adenomatous  develop- 
ment. Rarely  does  this  type  of  goiter  require 
surgical  treatment,  unless  the  patients  are 
definitely  suffering  from  pressure  symptoms. 
The  work  of  Marine  and  Kimball  would  seem 

•Read  before  the  meeting  of  the  Medical  Association  of  the 
Valley  of  Virginia,  Clifton  Forge,  Va.,  June  4,  1925. 


to  indicate  that  a number  of  such  cases  are 
benefited  by  the  judicious  use  of  iodine. 
Certainly  no  disaster  is  to  be  anticipated  when 
iodine  is  used  in  such  patients  under  the  age 
of  twenty.  Marine  suggests  that  the  first  re- 
action from  deficient  iodine  content  is  the  de- 
posit of  colloid,  with  the  development  of  a 
diffuse  colloidal  goiter,  which  we  recognize  as 
the  adolescent  type  of  gland.  It  may  be  stated, 
from  our  present  information,  that  iodine  ad- 
ministration is  absolutely  a safe  treatment  in 
children  under  the  age  of  twenty,  who  do  not 
have  jTalpable  thyroid  glands,  and  that  it  may 
even  be  useful  and  reasonably  safe  in  children 
under  this  age  who  have  small  colloidal  goiters. 
However,  its  administration  to  older  patients, 
having  no  palpable  enlargement,  or  small 
nodules,  or  large  colloidal  goiters,  may  be  a 
procedure  to  regret.  The  work  initiated  at 
Akron,  Ohio,  by  Marine  and  Kimball  is  safe 
and  sane.  However,  the  indiscriminate  feed- 
ing of  iodized  table  salt  as  advocated  b}f  cer- 
tain proprietary  drug  houses  for  general 
family  use  should  be  condemned,  because  it 
is  not  infrequent  that  a patient  carrying 
around  a supposedly  harmless  adenoma,  may 
have  a resulting  secondary  hyperthyroidism 
thereby  developed. 

The  simple  adenomas  of  the  thyroid  gland 
may  be  single  or  multiple.  They  are  the  types 
of  thyroids  that  Kocher  describes  as  “meaty.” 
They  may  demand  treatment  for  cosmetic  or 
mechanical  reasons,  or  because  of  the  develop- 
ment of  toxic  symptoms.  It  is  this  group  of 
patients  which  require  much  conscientious  ad- 
vice. The  tendency  of  these  patients,  with 
non-toxic  adenomas,  to  develop  hyperthyroid- 
ism increases  with  age.  Even  without  the  de- 
velopment of  the  classical  evidence  of  hyper- 
thyroidism, the  tendency  to  cardio- vascular 
disturbance  increases  each  year  in  goiter  pa- 
tients. The  simple  adenoma  patients  requir- 
ing treatment  are  applicable  to  only  one  type 
of  treatment  and  that  is  surgery.  X-ray  and 
radium  offer  them  nothing,  and  the  adminis- 
tration of  iodine  has  only  the  opportunity  of 
producing  in  them  a disseminated  secondary 
hyperthyroidism. 

The  toxic  adenoma,  or  secondary  hyper- 
thyroidism, is,  in  its  beginning,  a benign  ade- 
noma. The  creative  factor,  in  the  production 
of  the  hyperthyroidism  in  the  adenomatous 
goiter,  is  usually  obscure,  but  probably  is  as- 
sociated with  unknown  changes  in  the  iodine 
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intake,  inasmuch  as  it  is  recognized  that  the 
intentional  administration  of  iodine  will  pro- 
duce this  picture  in  endemic  goiters.  After 
this  hyperthyroidism  has  been  produced,  the 
limitation  of  the  iodine  intake  will  not  con- 
trol the  functional  activity  of  the  adenomatous 
tissue.  After  this  secondax-y  hyperthyroidism 
has  been  pi'oduced,  it  is  not  believed  that  the 
administration  of  small  doses  of  iodine  will 
produce  any  exaggeration  in  symptoms  for  a 
limited  time.  However,  its  administration  for 
a matter  of  weeks  woidd  prove  disastrous. 
Hence  iodine  is  used  by  some  clinicians  to  dif- 
ferentiate between  primary  and  secondary  hy- 
perthyroidism. There  occur  a ceidain  number 
of  patients  in  whom  there  is  great  difficulty  ixx 
differentiating  secondary  hyperthyroidism 
from  exophthalmic  goiters.  It  has  been  sug- 
gested that  iodine  in  these  patients  might  prove 
of  diagnostic  value,  providing  of  coui-se  that 
a careful  check  is  kept  upon  their  clinical 
course. 

It  is  in  the  handling  of  exophthalmic  goiters 
that  another  pi’ocedure  of  approach  has  been 
supplied  by  Dr.  Plummer,  who,  in  June,  1923, 
reported  his  preliminary  communication  be- 
fore the  Association  of  American  Physicians. 
His  findings  were  based  on  a careful  report  of 
400  cases  suffering  from  exophthalmic  goiters. 
His  study  included  careful  basal  metabolic  ob- 
servations and  the  general  clinical  course  of 
these  patients.  Until  recently,  no  effort  has 
been  made  to  differentiate  between  the  clini- 
cal adenomatous  goiter  with  secondai-y  hyper- 
thyroidism, and  the  exophthalmic  or  primary 
hyperthyroidism.  Dr.  Plummer’s  work  is 
based  on  the  theory  that  the  symptoms  result- 
ing froixi  the  secondary  hyperthyroidism  from 
adenomatous  goitei’s  are  due  to  an  excessive 
normal  thyroid  seci-etion ; whereas,  in  the  exo- 
phthalmic type,  there  is  an  unknown  stimula- 
tion of  the  thyroid  gland  and  the  quantity  of 
thyroid  seci*etion  in  the  cells  of  the  body  is  in- 
cx-eased  and  a great  amount  of  it  is  imperfect. 
His  efforts  are  directed  towards  improving  and 
modifying  the  abnormal  thyroid  seci’etion  by 
the  use  of  iodine,  believing  that  the  thyrotoxin 
molecule  was  not  completely  iodized.  This 
belief  is  in  accordance  with  chemical  studies 
of  Kimball. 

Clinically  Dr.  Pluiximer’s  work  has  proven 
uniformly  satisfactory  when  proper  attention 
is  paid  to  the  selection  of  cases  and  when  iodine 
is  given  only  to  the  exophthalmic  group.  There 


is  an  eai*ly  and  a moderately  well  sustained 
clinical  inxprovement  in  a large  percentage  of 
these  patients,  with  a perceptible  drop  in  the 
basal  metabolic  estimation.  The  maximum 
improvement  seems  to  be  arrived  at  in  about 
ten  days,  after  which  time  there  seems  to  be  a 
gradual  subsidence  back  into  the  old  state  of 
toxemia.  Occasionally  this  impi-ovement  is 
not  observed  because  we  ax*e  giving  too  small 
doses  of  iodine.  Dr.  Plummer  emphasizes  that 
this  ti’eatment  for  exophthalmic  goiter  is  not 
curative  and  it  should  not  be  used  as  such. 
The  reports  of  its  use  as  a permanent  and  a 
substantial  control  of  hyperthyroidism  have 
oecuiTed  possibly  in  patients  destined  to  run 
spontaneously  a short  course  ending  in  com- 
plete l'ecovery.  With  the  use  of  iodine,  these 
patients  will  undoubtedly  run  a milder  and 
less  severe  course  than  might  be  expected  with- 
out its  administration.  Unfortunately  we  have 
no  information  as  to  what  an  individual  pa- 
tient, with  exophthalmic  goiter,  will  do  un- 
treated. The  mass  of  evidence  seems  to  indi- 
cate that  these  patients  reach  a certain  stage  of 
improvement,  and,  when  iodine  is  withdrawn, 
I’etrogress  into  their  old  stage  of  hyperthy- 
roidism. Thei’efore,  we  are  of  the  opinion 
that  iodine  is  principally  valuable  to  prepare 
patients  for  operation  and  to  lower  the  opera- 
tive mortality. 

The  question  of  diagnosis  in  early  primary 
or  secondary  hyperthyroidism  should  I'eceive 
the  best  attention  we  have  to  offer.  It  is  be- 
lieved that  many  cases  of  autonomic  unbalance, 
or  neui’o-circulatory  asthenia,  are  yeai’ly  sub- 
jected to  thyroidectomies.  Such  a mistake  is 
a catastrophe  and  our  patients  are  frequently 
l-endered  hopelessly  crippled  as  a l-esult  of  our 
operative  interventioix.  I am  aware  that  ordi- 
narily frank  thvro-toxicosis  presents,  clini- 
cally, symptoms  that  are  unmistakable.  How- 
ever, we  are  frequently  confronted  with  a type 
of  patient  in  whom  the  diagnosis  of  thyroid 
disease  is  xxxost  difficult.  It  is  well  to  remem- 
ber that  the  tachycardia,  or  so  called  neuras- 
thenia, subsides  during  sleep  while  the  tachy- 
cardia of  hyperthyroidism  continues  at  this 
stage — dependent,  of  course,  upon  the  degree 
of  toxemia.  We  are  of  the  opinion  that  the 
laboratory  aid  afforded  us  by  the  estiixiation  of 
the  basal  metabolism  is  one  of  the  most  im- 
portant determinations  of  thyroid  diseases. 
There  ai‘e  a limited  number  of  other  conditioixs 
which  will  produce  an  elevated  basal  meta- 
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bolic  reading,  but  generally  they  are  clinically 
unmistakable,  with  the  possible  exception  of 
diseases  of  the  pituitary  gland.  It  might  be 
said  that  the  information  supplied  us  by  the 
basal  metabolism,  in  determining  rates  of  oxi- 
dation, is  beyond  question.  It  should  be  recog- 
nized that  the  test  is  not  a simple  one  and 
the  greatest  care  and  most  complete  equipment 
should  be  available.  It  is  also  important  to 
establish  definitely  that  the  patient  is  not  un- 
der a high  tension,  and,  consequent^,  not  in 
a basal  state.  However,  when  this  test  is 
properly  carried  out,  it  is  our  one  most  im- 
portant aids  in  diagnosis.  The  degree  of  toxic- 
ity is  of  paramount  interest  in  these  cases,  es- 
pecially so  when  operative  procedures  are  con- 
templated. We  do  not  wish  to  appear  to 
minimize  the  information  gained  from  clini- 
cal examinations.  However,  the  pulse  rate,  the 
nervous  system,  the  change  in  blood  pressure, 
and  the  loss  of  weight,  lack  that  exactness 
which  is  furnished  by  basal  metabolic  estima- 
tions. 

In  December,  1924,  a symposium  on  diseases 
of  the  thyroid  was  reported  in  Surgical  Climes 
of  North  America  from  the  Deaconess  Hos- 
pital, in  Boston.  Considerable  attention  was 
given  to  the  pre-operative  preparation  and 
the  post-operative  care  of  toxic  thyroid  pa- 
tients. Too  much  emphasis  cannot  be  placed 
upon  this  phase  of  thyroid  surgery,  inasmuch 
as  it  is  frequently  a determining  factor  in  our 
results.  The  multiple  stage  operation  was  dis- 
cussed at  length,  both  from  the  standpoint  of 
testing  out  the  patient’s  susceptibility  to 
operative  trauma  and  to  the  proper  prepara- 
tion for  the  final  thyroidectomy.  We  have  fre- 
quently felt,  in  our  own  clinic,  that  we  were 
probably  doing  needlessly  many  ligations. 
However,  we  know  of  no  way  to  accomplish 
good  results  in  these  patients,  except  by  this 
method.  One  very  important  feature  of  the 
report  from  the  Deaconess  Hospital  was  the 
study  of  a series  of  fifty  patients  suffering 
from  definite  cardiac  disease,  which  was  di- 
rectly attributable  to  thyroid  intoxication. 
They  were  termed  thyro-cardiacs.  Thirty- 
nine  of  this  group  of  patients  were  suffering 
from  auricular  fibrillations  when  seen.  Nine 
of  these  patients  gave  a history  of  repeated  at- 
tacks of  auricular  fibrillation.  One  patient  in 
this  group,  who  did  not  have  auricular  fibril- 
lations, was  suffering  from  chronic  nephritis, 
and  the  other  had  an  active  tuberculosis  with 


a polyserositis.  To  this  class  of  patients  we 
have  been  inclined  to  offer  what  we  thought 
was  conservative  advice,  meaning,  of  course, 
to  treat  only  the  cardiac  manifestations  symp- 
tomatically— no  surgical  procedure  being  ad- 
vised. It  is  believed  today  that  these  patients, 
with  auricular  fibrillations,  and  even  with  a 
moderately  advanced  cardiac  decompensation, 
may  be  safely  subjected  to  thyroidectomies, 
and  often  they  are  improved  to  such  a degree  as 
to  be  able  to  resume  their  occupations.  Within 
the  past  five  months  we  have  personally  ob- 
served two  partial  decompensation  cases,  fol- 
lowing thyroidectomies,  who  lost  their  cardiac 
distress,  and  who  returned  to  their  occupation 
as  operative  railroad  men.  I am  sure  all  of 
you  can  visualize  patients  who  have  visited  you 
in  years  gone  bjq  seeking  advice  for  cardiac  dis- 
ease, which  you  can  attribute  now  to  a definite 
thyroid  histor}^. 
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EUGENICS  OR  RACE  DETERIORATION— 
WHICH? 

By  W.  A.  PLKCKER,  M.  D.,  Richmond,  Va. 

State  Registrar  of  Vital  Statistics. 

I wish  to  congratulate  the  Augusta  CQunty 
Medical  Societ}i  upon  the  leading  position  that 
it  has  taken  in  selecting  the  subject  of  Eugenics 
for  its  symposium  on  this  occasion.  Other 
Medical  Societies  may  have  discussed  it  in  this 
manner,  but  I know  of  none. 

I wish  also  to  express  my  appreciation  and 
gratitude  for  the  invitation  which  you  have 
extended  to  me  to  take  part  in  the  discussion 
of  this  subject,  surpassed  in  importance  by 
none.  The  conclusions  presented  to  you  today 
are  the  summing  up  of  the  experience  and 
observation  of  twenty-five  years  in  the  gen- 

♦Read  before  the  Augusta  County  Medical  Association,  May 
6,  1925,  as  part  of  symposium  on  Eugenics. 
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eral  practice  of  medicine,  followed  by  nearly 
thirteen  years  of  unequalled  opportunity  as 
State  Registrar  of  Vital  Statistics,  in  which 
capacity  these  conclusions  have,  of  necessity, 
been  developed  and  crystallized. 

Bv  the  term  Eugenics  is  meant  the  science 
of  improving  stock,  whether  human  or  animal. 
It  is  based  upon  the  fact  that  either  superior 
or  inferior  qualities  may  be  transmitted  from 
parent  to  child,  and,  as  in  animal  breeding,  the 
good  may  be  preserved,  and  the  evil  elimi- 
nated by  proper  mating. 

To  secure  good  results  for  families,  and, 
through  these,  for  the  State  or  Nation,  it  is 
necessary,  by  education  and  by  law,  to  prevent 
the  marriage,  or  illegitimate  mating,  of  feeble- 
minded. epileptic,  and  hereditarily  insane  and 
criminal  individuals  and  those  with  serious 
transmissible  diseases  and  defects,  or  of  mem- 
bers of  the  white  race  with  those  of  any  other 
race.  The  preservation  of  the  white  race  is  a 
true  eugenic  measure  as  is  well  set  forth  by  the 
author  of  “White  America”  who  says:  “It 
may  readily  be  seen  that  the  negro  problem  is 
a part  of  the  greater  problem  of  heredity. 
When  eugenics  seeks  to  eliminate  the  unfit  and 
establish  the  fit  it  has  for  its  purpose  not  the 
betterment  of  physical  types  merely,  but  the 
establishment  of  those  types  of  greatest  value 
to  progressive  civilization. 

A race  devoid  of  creative  genius  is  an  un- 
fit type  so  far  as  progress  in  civilization  is 
concerned  and  is  a matter  of  concern  for  the 
eugenist.  Those  who  seek  to  maintain  the 
white  race  in  its  purity  within  the  United 
States  are  working  in  harmony  with  the  ideals 
of  eugenics.  Asiatic  exclusion  and  negro  re- 
patriation are  expressions  of  the  eugenic 
ideal.”* 

Education  of  the  young,  in  particular,  and 
for  this  end,  of  their  parents  and  teachers  also, 
is  necessary  to  secure  the  best  and  most  posi- 
tive eugenic  results  of  correct  selection  in 
marriage.  The  science  of  Eugenics  has,  per- 
haps, not  advanced  sufficiently  to  enable  us  to 
lay  down  for  the  public  absolute  rules  of  guid- 
ance. At  present  we  may  only  point  out  and 
prevent  the  danger  from,  the  increase  of  such 
defectives  as  have  been  referred  to  above,  giv- 
ing out,  in  a general  way  only,  information 
for  the  guidance  of  those  who  would  enter 

•White  America,  by  Earnest  Sevier  Cox,  the  White  American 
Society,  Richmond,  Va. 


thoughtfully  into  the  serious  and  important 
relation  of  marriage. 

Wiggam  says:  “At  least  three-fourths  of 
the  misery  in  the  world  is  due  to  the  simple 
fact  that  the  wrong  people  got  married.  Mar- 
riage, when  children  are  expected,  should  be  a 
privilege  bestowed  by  society  solely  upon  the 
fit.  Parentage  is  not  a natural  right,  and  it 
should  be  withheld  from  the  unfit.” 

“By  applying  one-tenth  as  much  science  in 
mating  human  beings  as  we  do  in  mating  ani- 
mals, we  would  probably  add  more  to  the 
health  and  happiness  of  our  children  and 
grandchildren  than  can  be  done  by  all  the 
medical  discoveries  of  the  next  hundred 
years.”* 

Divorces 

One  of  the  subjects  assigned  for  study  to 
our  office  is  that  of  the  prevalence  and  causes 
of  divorces  in  Virginia.  The  first  cause  in  real 
importance,  though  not  first  in  actual  count, 
is  unfaithfulness  to  the  marriage  vow  by  one, 
or  possibly  both  of  the  partners.  This  cause, 
though  not  most  frequently  stated,  on  account, 
perhaps,  of  the  difficulty  of  proof,  is  the  un- 
derlying one,  in  a large  per  cent  of  the  most 
frequently  stated  cause,  desertion. 

These  two  together,  constitute  nearly  97  per 
cent  of  the  total  number,  cruelty  being  the 
third  with  2 per  cent. 

In  nearly  62  per  cent  the  husband  is  the 
guilty  party. 

When  we  consider  that  existing  habits  are 
not  easily  broken,  it  might  be  possible  to  calcu- 
late with  reasonable  certainty  that  a man  of 
dissolute  habits  will  remain  faithful  to  his 
mate  only  so  long  as  he  has  no  inducements  or 
opportunity  to  act  otherwise. 

Immoral  tendency  is  a matter  of  inheritance, 
and  is  either  increased  or  retarded  by  evil  or 
good  environment. 

With  the  knowledge  of  the  family  history 
of  an  individual,  together  with  his  own  repu- 
tation or  known  habits,  which  may  usually  be 
learned,  if  not  already  known,  it  is  possible 
to  apply  the  rules  of  eugenics  and  estimate 
with  reasonable  certainty  the  likelihood  of  the 
individual  with  whom  marriage  is  contem- 
plated remaining  true  to  his  marriage  vows, 
and  of  his  children  inheriting  high  or  low 
standards  of  virtue. 

As  the  breaking  up  of  a home  by  divorce  is 

•The  Fruit  of  the  Family  Tree,  by  Albert  Edw.  Wiggam, 
Bobbs  Merrill  Company,  Indianapolis,  Ind. 
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a serious  matter  to  the  State  as  well  as  to  those 
whose  happiness  is  directly  involved,  this  ques- 
tion should  receive  more  serious  consideration 
from  a preventive  standpoint. 

Transmissible  Disease  and  Phtsicai  and 
Mental  Defects 

If  it  were  possible  for  our  office  to  secure 
more  than  fragmentary  statistics  as  to  the  im- 
mense importance  of  syphilis  as  a destroyer 
of  human  usefulness  and  life,  we  could  give 
out  to  the  people  of  the  State  information  that 
would  be  startling  in  the  extreme. 

This  knowledge  has  been  amply  supplied 
by  the  records  of  hospitals  and  the  private 
work  of  careful  physicians. 

Dr.  Herman  N.  Bundesen,  Health  Commis- 
sioner of  Chicago,  in  a chastely  written 
pamphlet,  “Everybody’s  Problem,*"  gives  out 
information  which  s h o u 1 d be  broadcast 
throughout  the  land.  He  says:  “This  is  a 
warning,  for  at  the  present  time,  despite  vigor- 
ous measures  of  repression,  a contagious  dis- 
ease exists  and  the  records  show  that  already 
many  persons  have  been  or  are  infected.  It 
has  attacked  practically  half  the  boys  under 
thirty  years  of  age,  a large  number  of  young 
women,  and  many  little  babies.  In  the  hos- 
pitals there  are  many  cases,  but  the  facts  have 
been  handled  with  such  suppression  of  pub- 
licity that  little  has  leaked  out  to  arouse  the 
people. 

“I  believe  it  is  time  that  the  public  should 
be  informed.  And  I hope  that  each  house- 
holder who  receives  this  official  warning  will 
co-operate  whole-heartedly  with  me  in  order 
to  protect  his  own  family. 

“There  are  cases  in  your  own  block  or  per- 
haps in  your  own  apartment  building,  or 
boarding  house.  At  your  club,  at  your  restau- 
rant, at  your  office  there  are  people  who  come 
from  homes  touched  by  disease. 

“Luiless  your  co-operation  can  be  secured, 
there  will  be  more  victims  of  this  contagion 
within  a year  than  were  numbered  in  the 
United  States  casualty  list  during  the  entire 
war  in  France.” 

Dr.  Bundesen  reproduces  in  his  bulletin  a 
striking  chart  prepared  by  the  American  So- 
cial Hygiene  Association  of  New  York  in  1919, 
in  which  sjqihilis,  inclusive  of  all  deaths  un- 
der other  classifications  that  should  be  ascribed 
to  syphilis,  is  shown  as  the  greatest  of  Death’s 
agencies. 


This  chart  places  the  death-rate  from  syphi- 
lis per  100,000  of  population  as  222,  while  tu- 
berculosis is  rated  second  with  141.6. 

While  it  is  believed  that  this  rate,  though 
true  for  the  larger  cities,  is  in  excess  of  our 
rural  Virginia  rate,  yet  our  office  cannot  pre- 
sent any  estimate  based  upon  our  own  statis- 
tics to  show  that  it  is  far  wrong. 

While  it  is  not  claimed  that  syphilis  is 
handed  down  from  former  ancestors  as  a part 
of  the  germ-cells  which  carry  heredity,  it  is 
true  that  the  spirochaetes  causing  the  disease 
in  the  child  before  its  birth,  are  passed  on  from 
its  mother,  the  child  thus  acquiring  the  dis- 
ease at  the  very  beginning  of  its  life. 

Forty  years  or  more  ago,  before  Koch’s  dis- 
covery of  the  tubercle  bacillus,  it  was  the  uni- 
versal belief  that  tuberculosis  was  an  inherited 
disease.  The  result  of  that  belief  was  that  it 
was  considered  unwise  to  marry  into  a con- 
sumptive family. 

As  the  result  of  Koch’s  discovery,  the  en- 
couraging message  was  sent  abroad  that  tu- 
berculosis is  not  inheritable,  but  that  it  is  ac- 
quired by  direct  individual  infection. 

While  this  message  is  undoubtedly  true  and 
while  many  do  escape  tuberculosis  whose  par- 
ents, grandparents  or  other  relatives  were  vic- 
tims of  it,  yet  we  must  not  overlook  the  fact 
that  some  soils  are  much  better  adapted  to  the 
growth  of  the  bacillus  than  others,  and  that 
this  susceptibility  is  inherited,  passed  on  from 
generation  to  generation  in  the  germ  plasm. 

We  recently  received  a letter  from  an  old 
gentleman  telling  us  that  all  of  his  relatives 
had  been  remarkably  free  from  disease  and 
that  all  had  lived  to  a good  old  age,  the  need 
of  physicians  being  unknown  in  his  family. 

There  is  nothing  remarkable  in  this  state- 
ment when  we  remember  that  such  a condition 
is  inherited,  and  should  be  treasured  as  the 
family’s  most  valued  possession.  Such  herit- 
age passed  on  to  a child  is  of  far  greater  worth 
than  a fortune  that  may  be  counted  in  six  or 
even  in  seven  figures.  To  pass  on  to  a child 
such  a heritage  just  one  thing  is  essential,  and 
that  is  entirely  within  the  control  of  his 
parents. 

This  essential  is  that  the  prospective  father 
and  mother  who  themselves  come  from  such 
sturdy  stock,  use  their  heads  as  well  as  their 
hearts,  and  see  that  they  do  not  make  the  fatal 
mistake  of  marrying  into  a family  of  weak- 
lings, whether  that  weakness  be  physical,  men- 
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tal  or  moral.  Were  there  enough  such  mates 
to  go  around,  and  could  each  be  so  fortunate 
as  to  find  one  of  that  sort,  then  with  proper 
environments  we  could  produce  a nation  of 
stalwarts  prepared  for  any  and  all  emergen- 
cies. 

If,  however,  one  parent  comes  from  such 
stock  and  the  other  from  a family  of  the 
opposite  type,  one  child  may  inherit  the  char- 
acteristics of  the  father  and  the  other  of  the 
mother.  These  children  may  again  either  im- 
prove this  stock  and  preserve  the  best  half  of 
their  heritage  for  their  children,  or  they  may 
still  further  reduce  their  valued  possession 
transmitted  bv  the  sturdy  parent,  by  either  a 
wise  or  an  unwise  choice  of  mates. 

It  should  be  a matter  of  great  concern  to 
the  State  or  Nation  as  to  what  proportion  of 
the  population  is  of  the  highest  type,  what 
proportion  is  of  the  degenerate  class,  and 
again  what  proportion  belongs  to  the  third  or 
middle  class,  which  after  all,  constitute  the 
majority  of  its  citizenship. 

There  are  other  diseases  or  conditions,  how- 
ever, more  dreadful  than  those  referred  to, 
which  we  know  to  be  inheritable,  passed  on 
from  remote  generations,  and  sure  to  go  on 
forever  if  no  break  occurs  by  accident,  or  by 
design  of  the  State. 

These  are  feeble-mindedness,  epilepsy,  cer- 
tain forms  of  insanity,  and  criminal  and  im- 
moral traits  of  character.  To  these  may  be 
added  a nervous  weakness  or  irritability,  mani- 
fest in  all  the  ordinary  acts  of  life  or  de- 
veloped by  worry  and  strain,  which  would  be 
resisted  by  a person  of  greater  inherited  sta- 
bility. Soldiers  of  tins  type  furnished  our 
“shell-shock"  victims.  Neurasthenia  and  other 
forms  of  nervous  instability,  though  directly 
induced  by  environment,  really  have  their 
origin  in  the  original  germ  plasm  passed  down 
from  the  parents. 

The  length  of  this  paper  does  not  permit 
the  further  discussion  of  this  subject  now  al- 
ready familiar  to  all  intelligent  persons,  fur- 
ther than  to  saji-  that  State-wide  education  in 
eugenics  and  the  general  practice  of  common 
sense  and  care  in  the  selection  of  marriage 
mates  by  our  young  people,  offers  the  best  op- 
portunity we  possess  for  race  improvement. 

Caring  for  our  great  army  of  derelicts,  in 
insane  asylums,  epileptic  colonies,  reforma- 
tories, jails,  alms-houses  and  penitentiaries,  all 
of  which  is  necessary  for  the  protection  of  the 


community,  constitutes  one  of  the  greatest  bur- 
dens borne  by  the  tax-payers  of  the  State.  This 
burden  is,  perhaps,  more  than  doubled  by  the 
still  larger  body,  as  yet  on  the  outside,  who 
are  increasing  their  kind  at  a fearful  rate. 

Why,  therefore,  should  our  legislature  de- 
lay in  the  adoption  of  other  measures  offering 
reasonable  hope  of  checking  the  increase  of 
these  degenerates,  thus  taking  further  practi- 
cal steps  for  its  own  protection,  and  for  the 
improvement  of  the  race  stock?  We  must  not 
forget  that  the  1924  Virginia  legislature  led 
the  world  in  its  passage  of  the  Racial  Integrity 
law,  and  placed  itself  in  the  forefront  with 
the  few  States  requiring  the  sterilization  of 
those  unfit  for  parenthood. 

Illegitimate  Births 

This  subject  is  considered  here  not  strictly 
as  an  eugenical  one,  but  because  it  constitutes 
one  of  the  sorrows  of  our  office,  and  because  it 
is  in  a great  measure  an  index  to  the  state  of 
morals  of  the  young  people  of  our  State.  The 
fact  that  it  is  a growing  evil  we  take  to  mean 
that  the  moral  fibre  of  our  people  is  becoming 
weaker,  and  that  the  former  high  moral  stand- 
ard of  our  young  women,  as  well  as  of  our 
young  men,  is  breaking  down.  Whether  due 
to  an  actual  decline  in  the  character  of  germ 
cells  from  an  unwise  crossing  of  lower  types 
with  those  that  dominated  the  civilization  of 
Virginia  prior  to  the  War  between  the  States, 
or  whether  due  to  changed  environments,  or 
in  part  to  both,  we  cannot  answer  with  cer- 
tainty. In  1917  there  were  3,554  births  out  of 
wedlock,  or  a rate  of  53.5  per  1,000  births. 
These  had  increased  in  1923  to  3,680,  with  a 
rate  of  56.9. 

While  it  is  true  than  an  overwhelming  pro- 
portion of  these  births  are  colored,  it  is  a fact 
that  the  white  rate  is  actually  increasing  more 
rapidly,  and  that  Virginia  holds  the  unenvia- 
ble position  of  first  of  the  registration  States 
in  its  white  illegitimate  birth-rate.  We  do  not 
accept  the  flattering  explanation  which  has 
been  suggested,  that  our  statistics  on  this 
point  are  nearest  complete. 

We  find  that  in  this  number  are  included 
teachers,  nurses,  stenographers  and  others  of 
the  higher  class  workers,  indicating  that  the 
evil  is  not  confined  to  the  lower  strata  of  so- 
ciety’'. 

B hen  we  consider  the  small  proportion  of 
delinquent  acts  that  reach  the  stage  of  final 
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record  in  our  office,  the  situation  is  really 
appalling,  and  is  almost  surely  worse  than  a 
generation  ago,  though  we  have  no  statistics 
to  prove  it. 

That  the  last  line  of  the  defense  of  our 
homes,  the  purity  of  our  young  women,  is 
yielding,  is  indicated  not  only  by  our  own 
statistics,  but  by  reports  from  di  He  rent,  but 
trustworthy  sources. 

The  remedy  is  evidently,  so  far  as  environ- 
ment will  go,  the  exercise  of  greater  parental 
control  of  our  youno-  o-irls,  and  of  bovs  as  well. 
We  would  do  well  to  go  back  to  the  safer  Eng- 
lish custom  of  restraint  and  chaperons. 

Much  may  be  hoped  for  through  judicious 
education  in  high  schools  and  colleges.  The 
young  minds  should  have  impressed  upon  them 
the  necessity  for  race  betterment,  which  can 
be  attained  only  through  a high  standard  of 
individual  and  family  life.  They  should  be 
shown  the  danger  of  marriage  with  those 
whose  conduct  indicates  that  they  are  members 
of  families  in  process  of  degeneration,  even 
though  they  may  possess  wealth  and  a veneer- 
ing of  superficial  politeness. 

True  depth  of  character  and  honesty  of  pur- 
pose should  be  demanded. 

Race  Intermixture 

This  phase  of  the  subject  is  discussed  last, 
as  it  represents  the  climax  of  eugenic  break- 
down, which  when  it  has  occurred  can  by  no 
possibilit}7  be  corrected. 

The  stern  hand  of  the  law  may  take  in 
charge  the  feeble-minded,  the  insane  by  in- 
heritance, the  criminal,  the  immoral  and  the 
physically  unfit  and  say  that  they  must  by  im- 
prisonment or  sterilization  be  prevented  from 
transmitting  their  taint  to  posterity.  It  might 
be  imagined  that  society  may  reach  the  point 
when  such  efforts  meet  with  complete  success, 
but  we  cannot  imagine  the  possibility  of  un- 
doing race  mixture  and  of  ever  restoring  either 
race  to  its  former  purity  when  that  has  oc- 
curred. Neither  is  there  any  known  method 
of  preventing  the  increase  of  this  intermixture 
when  it  is  once  well  on  the  way  as  it  is  in 
Virginia  and  in  large  parts  of  our  country, 
both  North  and  South. 

This  intermixture,  which  began  soon  after 
the  negro  was  introduced  into  this  country  in 
1619,  has  gone  on  and  on  until  now  it  has 
reached  serious  proportions,  and  there  are 
thousands  in  our  State  who  are  constituting 


themselves  a third  race,  with  sub-division  of 
the  middle  one  based  upon  shades  of  color  and 
texture  of  hair. 

This  is  best  illustrated  by  citing  as  an  ex- 
ample the  case  of  a woman  of  light  color  who 
with  her  black  husband  visited  one  of  our 
Richmond  colored  churches.  The  usher  po- 
litely invited  her  to  go  up  near  the  front,  but 
suggested  that  her  companion  remain  in  the 
rear.  A quick  glance  revealed  the  fact  that 
the  congregation  had  been  graded  off  by  color, 
the  light  ones  at  the  front,  the  medium  in  the 
middle,  with  the  black  in  the  rear.  The  couple 
left,  and  the  woman  has  reported  to  the  family 
by  which  she  is  employed,  that  the  same  con- 
ditions exists,  not  only  in  the  churches,  but  in 
colored  society  in  general. 

This  unfortunate  third  race  created  by  the 
sins  of  the  more  responsible  wdiite,  as  well  as 
the  too-willing  blacks,  is  now  in  the  position 
of  being  rejected  by  the  whites,  while  they 
themselves  reject  the  blacks. 

Many  of  these  bv  the  constant  infusion  of 
new  white  blood,  illegitimately,  and  by  guard- 
ing against  further  black  admixture,  are  grad- 
ually, generation  after  generation,  growing 
whiter  and  whiter,  until  individually,  they  find 
themselves  able  to  break  across  and  intermarry 
into  the  white  race. 

This  has  in  the  past  been  legally  possible 
through  the  weakness  of  the  law  of  Virginia, 
as  in  practically  all  of  the  Southern  States, 
permitting  a person  of  one-sixteenth  negro 
blood  being  classed  as  white.  In  the  north, 
twenty  States,  including  the  District  of  Co- 
lumbia, have  absolute^  no  barrier,  in  some  no 
record  even  being  kept  on  marriage  licenses 
as  to  color. 

The  new  Racial  Integrity  law  of  Virginia, 
which  forbids  the  intermarriage  of  a white 
person  with  one  of  any  trace  of  colored  blood 
has  called  a halt  and  is  staying  the  progress 
of  intermarriage,  but  has  spurred  to  open  de- 
fiance a number  of  large  groups,  in  all  nearly 
2,000,  of  those  who  claim  a trace  of  Indian 
blood. 

The  old  birth,  death  and  marriage  records 
of  our  office  reaching  back  to  1853,  show  that 
in  practically  every  case  as  far  as  we  have 
investigated,  the  claim  of  Indian  origin,  ex- 
cept remotely  in  some  cases,  is  unfounded. 
The  correctness  of  these  records  has  been  con- 
firmed by  numbers  of  old  citizens  with  knowl- 
edge handed  down  in  the  family  for  two  or 
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three  generations.  These  have  either  written 
us  signed  statements,  or  visited  our  office  and 
submitted  to  stenographic  interviews. 

These  more  recent  records  are  in  exact  ac- 
cord with  statements  made  in  Howe’s  history 
of  Virginia  in  1845,  and  in  the  U.  S.  Bureau 
of  Ethnology  reports. 

We  are  gradually  confirming  these  historic 
statements  bv  study  of  individual  families  as 
we  have  the  time,  and  the  information  to 
start  upon,  and  are  discovering  just  where  ad- 
ditional negro  blood  has  been  introduced  since 
1853  into  the  group  containing  the  greatest 
amount  of  Indian  blood,  as  well  as  into  the 
others. 

Even  with  our  present  knowledge,  which  we 
are  constantly  adding  to,  we  feel  justified  in 
agreeing  to  the  historic  statements  that  there 
are  probably  no  native  born  Virginia  Indians 
free  from  Negro  intermixture,  and  that  there 
are  no  native  Indians  who  are  under  the  one- 
sixteenth  Indian  exception  of  our  Racial  In- 
tegrity law  entitled  to  intermarry  with  white 
people,  regardless  of  the  amount  of  additional 
white  blood  which  they  may  have  secured. 

These  so-called  “Indian”  descendants,  of 
“free  negroes”  usually,  have  not  only  been 
exercising  quite  freely  the  privilege  of  inter- 
marrying with  whites,  but  have  been  exercising 
the  additional  privilege  of  riding  in  white 
coaches  and  street  cars  and  attending  white 
schools,  not  allowed  to  others  of  negro-white 
composition,  who  make  no  claim  to  being  In- 
dian. 

It  is  necessary  for  our  law  to  be  amended 
by  the  next  legislature  repealing  the  Indian 
exception.  That  will  then  automatically  re- 
lieve our  office  of  the  fierce  struggle  we  have 
been  compelled  to  maintain  to  disprove  the 
claims  of  these  self-styled  Indians. 

Physicians,  usually,  are  faithfully  endeavor- 
ing to  secure  accurate  statements  as  to  the  color 
of  the  parents  in  reporting  births. 

The  saddest  feature  of  this  situation  is  the 
fact  that  a considerable  number  of  degenerate 
Avhite  Avomen  are  giving  birth  to  mulatto  chil- 
dren. The  facts  in  the  office  of  the  Bureau  of 
Vital  Statistics  are  really  too  sickening  to  dis- 
cuss. 

This  is  a time  when  the  practice  of  ordinary 
eugenic  measures  is  too  sIoav  and  too  weak. 
The  State  must  strengthen  its  present  law  and 
enact  another  to  prevent  if  possible  some  of 
the  illegitimate  intermixture,  by  making  the 


father  responsible  for  the  expense  of  the 
mother’s  confinement  and  for  the  support  of 
the  child  till  fourteen  years  of  age. 

It  may  not  be  generally  known  that  there 
is  noAv  a law  with  a heavy  penalty  forbidding 
illegal  relations  of  persons  Avho  cannot  legally 
marry.  This  law,  howeA^er,  needs  strengthen- 
ing and  enforcement. 

The  situation  is  a serious  one  and  demands 
rigorous  methods  of  control.  One  of  the  great 
needs  is  county  and  city  officers  with  A’ision  and 
courage  to  enforce  our  laws,  together  with 
fearless  citizens  to  back  them  up  and  testify 
to  what  they  know. 

This  country  is  the  last  stronghold  of  the 
Avhite  race.  When  we  succumb  and  Avhen  our 
American  civilization  is  destroyed  by  racial 
amalgamation  there  is  no  other  to  take  its 
place.  This  is  a situation  in  which  there  can 
be  no  compromise.  There  is  no  place  for 
maudlin  sympathy  for  these  unfortunate  peo- 
ple. It  is  for  the  Avhite  race  to  decide  what 
its  composition  shall  be,  and  to  say  to  the 
others  “you  shall  not  pass.” 

If  the  State  Avould  make  sufficient  appro- 
priation to  employ  capable  assistants,  and  pay 
for  the  necessary  postage  and  printing,  it 
would  be  possible  for  the  Bureau  of  Vital 
Statistics  to  build  upon  its  present  founda- 
tion of  records,  old  and  new,  and  by  drawing 
upon  those  of  the  various  State  institutions, 
if  adequately  preserved,  to  develop  a work 
of  real  eugenic  A^alue.  We  are  able  already 
to  make  invaluable  use  of  our  old  birth,  death 
and  marriage  records,  and  rarely  search  them 
without  success,  to  establish  the  race  of  an  in- 
dividual or  family,  when  supplied  with  suffi- 
cient information  as  to  names  and  ages. 

With  all  sources  of  information  made  avail- 
able, it  would  be  possible  then  by  a system  of 
propaganda  and  intensive  education,  especially 
in  the  schools,  so  to  raise  the  ideals  of  the  gen- 
eral public  that  it  would  desire  better  things 
and  Avould  apply  to  our  Bureau  for  facts  and 
advice  before  entering  upon  matrimony,  and 
assuming  the  greatest  of  all  responsibilities, 
that  of  raising  new  citizens.  These  Avould  then 
by  such  means  be  more  likely  to  be  a blessing 
and  a poAver  to  the  State  than  a curse  and 
hindrance.  The  raising  of  a large  family  of 
high  type  children  should  be  looked  upon  as  a 
special  privilege  and  blessing. 

Since  the  State  needs  all  of  the  best  class 
of  citizens  it  can  secure,  and  since  modern  birth 
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control  propaganda  is  successful  in  reaching 
only  this  more  thoughtful  class,  and  not  the 
feebleminded  and  other  undesirables  w h o 
usually  bear  families  of  eight  to  twelve  chil- 
dren, such  propaganda,  and  the  sale  of  the 
means  of  accomplishment,  should  be  absolutely 
prohibited  under  heavy  penalty. 

May  it  not  be  possible  that  in  this  little 
gathering  of  Augusta  County  physicians  there 
may  develop  in  this  eugenic  symposium  a be- 
ginning that  will  grow  into  greater  things, 
which  shall  even  rival  in  value  that  other  great 
gift  to  the  world,  Woodrow  Wilson. 

This  great  Virginian  himself,  was  descended 
from  a long  line  of  Presbyterian  ministers,  and 
is  an  outstanding  example  of  eugenic  selection 
in  the  production  of  the  highest  type  of 
Americans. 


THE  DIVINE  PLAN  OF  RACIAL 
INTEGRITY.* 

By  REV.  W.  E.  DAVIS,  Staunton,  Va. 

Pastor  Second  Presbyterian  Church. 

The  purpose  of  this  discussion  should  be 
clearly  understood.  No  attempt  is  made  to 
demonstrate  a divine  plan  of  Racial  Integrity 
either  from  ethnological,  physiological,  or 
psychical  evidences.  Such  evidences  exist  in 
abundance,  but  to  the  more  thoroughly  in- 
formed student  of  history,  or  the  specialist  in 
the  fields  of  physical  and  psychic  phenomena 
will  be  left  the  task  of  presenting  them.  Our 
observations  have  been  confined  entirely  to  the 
field  of  revealed  religion,  or,  to  be  more  speci- 
fic, to  the  Holy  Scriptures  as  they  are  gen- 
erally accepted  among  nominally  Christian 
communities.  The  Scriptures  have  been  ex- 
amined with  the  quest  in  mind  of  discovering 
whether  the  Author  of  Revelation  disclosed  a 
purpose  of  facial  purity  in  the  Divine  guid- 
ance of  certain  race  members  of  the  human 
family. 

One  distinction  should  be  clearly  observed, 
and  that  is  between  nationalities  and  races. 
When  the  latter  term  is  employed  it  some- 
times denotes  only  national  groupings  and  at 
other  times  refers  correctly  to  the  three  great 
groupings  commonly  known  as  the  Caucasian, 
Mongolian,  and  Ethiopian.  AVhen  Edwin 
A.  Grosvenor,  LL.D.,  declares  “Racial  purity 
anywhere  in  Europe  is  a figment  of  the  imagi- 
nation,” he  refers  evidently  to  national  purity 

♦Read  before  the  Augusta  County  Medical  Association,  May 
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and  not  to  purity  of  race.  Revelation  shows 
that  this  threefold  division  which  is  accepted 
today  had  its  origin  in  the  family  of  Noah 
following  the  flood,  and  the  careful  student  of 
history  will  find  abundant  verification  of  the 
prophesy  made  bjr  Noah  concerning  the  de- 
scendants of  his  three  sons.  This  possible  ex- 
planation of  the  threefold  division  of  the 
human  family  places  that  division  at  the  very 
fountain  head,  and  subsequent  Divine  injunc- 
tions against  the  intermarriage  of  nationalities 
were  based  sometimes  upon  racial  distinctions. 
The  words  of  the  great  apostle  to  the  Gentile 
world  spoken  on  Mars  Hill,  Athens,  “God  hath 
made  of  one  blood  all  nations  that  dwell  upon 
the  face  of  the  earth,  and  hath  before  deter- 
mined their  appointed  seasons,  and  the  bounds 
of  their  habitations”  is  not  only  “the  pro- 
foundest  word  ever  uttered  in  explanation  of 
human  history,”  but  is  verification  of  the  racial 
origins  in  the  one  man,  Noah,  and  of  the  di- 
vine institution  of  the  lines  of  cleavage. 

If,  according  to  Revelation,  there  was  Di- 
vine separation  of  the  nations,  and  a world- 
wide distribution  after  the  confusion  at 
Babel,  was  there  any  other  effort  other  than 
geographical  allocation  to  preserve  the  racial 
lines?  The  course  of  Revelation  after  the  great 
separation  is  confined  to  the  fortunes  of  one 
family  and  the  rather  insignificant  nation, 
speaking  politically,  that  grew  out  of  that 
family.  This  nation,  the  Hebrew,  sprang  from 
the  eldest  son  of  Noah,  and  belongs  to  the 
second  great  division,  the  Semitic  race. 

The  members  of  the  patriarchial  family 
were  very  jealous  lest  the  sons  of  the  house 
should  intermarry  with  the  native  stock  .of 
Palestine,  and  intermarriage  within  the  family 
itself  was  practiced  to  keep  the  race  stream 
pure.  While  the  Divine  hand  does  not  appear 
on  the  surface  in  this,  there  is  the  inference 
that  this  precaution  was  adopted  through  Di- 
vine influence.  The  descent  of  the  Hebrews 
into  Egypt  was  as  a family  of  seventy  mem- 
bers, Avhence  it  came  out  a fairly  numerous 
people.  For  four  hundred  and  thirty  years 
they  had  preserved  their  racial  purity  and  had 
not  been  absorbed  by  the  political  and  social 
forces  of  Egypt.  Of  course,  the  preservation 
of  the  pure  Hebrew  stock  during  these  years 
of  practical  bondage  was  due  in  part  to  the 
separate  residence  in  Goshen,  but  there  seemed 
to  have  been  an  operation  of  a higher  law  that 
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accounts  for  this  remarkable  phenomenon  of 
human  history. 

As  racially  distinct  as  was  the  family  of 
Jacob,  it  appears  that  so  distinct  were  the 
Hebrews  upon  their  departure  from  Egypt. 
The  record  of  Revelation  indicates  that  just  as 
purity  of  Israel's  stock  had  been  guarded  in 
Egypt,  so  was  it  to  be  preserved  in  their  new 
home,  Canaan.  While  still  en  route  to  this 
destination  of  their  pilgrimage,  their  great 
lawgiver.  Moses,  speaking  with  divine  author- 
ity. pronounced  the  edict  forbidding  them  to 
intermarry  with  the  tribes  of  Canaan.  This 
law  seems  to  have  had  equal  authority  with 
the  other  laws  which  separated  the  Hebrews 
and  made  them  the  chosen  channel  of  further 
divine  Revelation.  An  examination  of  the 
origins  of  the  various  tribes  that  surrounded 
the  Hebrews  in  Canaan  reveals  the  fact  that 
the  edict  of  separation  imposed  upon  the  He- 
brews was  not  entirely  based  upon  religions 
grounds.  The  corrupting  influence  of  heathen 
religion  appears  on  the  surface  as  the  cause  of 
Israel's  isolation,  but  an  examination  of  Gene- 
sis. the  tenth  chapter,  shows  that  the  tribes  of 
Canaan  were  descended  from  the  second  son 
of  Noah  and  were  members  of  another  racial 
branch.  It  is  of  interest  to  note  that  the  most 
modern  discoveries  of  archaeology  confirm  the 
opinion  that  both  the  Egyptians  and  the 
Canaanites  were  racially  distinct  from  the  He- 
brews. These  discoveries  indicate  that  Egyp- 
tian and  Hitt ite  civilizations  were  originally 
Ethiopian,  and  the  Semitic-Hebrews,  there- 
fore. were  of  a different  race. 

Following  the  settlement  of  the  land  and 
the  turning  of  the  Hebrews  to  peaceful  pur- 
suits. there  seems  to  have  been  a disregard  of 
the  provision  forbidding  intermarriage  with 
the  tribes  of  Canaan,  and  the  attendant  reli- 
gions corruption  was  not  the  only  evil  result. 
The  judges  who  were  the  divine  spokesmen  for 
the  period  pled  for  a reform  in  this  particu- 
lar first  and  predicted  their  utter  failure  should 
amalgamation  with  the  Hittite  descendants 
continue.  Their  efforts  met  with  some  success 
and  at  the  close  of  the  three  hundred  j^ear 
period  Avhen  the  national  consciousness  of 
Israel  first  began  to  assert  itself,  there  seems 
to  have  been  generally  a preservation  of  the 
racial  stock. 

That  the  succeeding  period  of  the  history  of 
the  Hebrews  was  not  marked  by  faithful  allegi- 
ance to  racial  distinctness  is  shown  in  the  fact 


that  their  royal  family  intermarried  with 
members  of  other  races.  This,  of  course,  had 
its  resultant  effects  upon  the  general  populace 
and  Revelation  shows  that  the  greatest  dis- 
aster befell  both  the  royal  house  and  the  na- 
tion in  general  because  of  these  unholy  alli- 
ances. The  prophetic  spokesmen  of  the  period 
are  frank  in  declaring  that  Israel’s  most  illus- 
trious king  made  a failure  in  his  marriage 
with  heathen  women.  His  alliances  not  only 
corrupted  the  religion  of  Israel,  but  resulted 
really  in  the  division  of  the  nation.  The  close 
of  the  period  of  the  kings  was  marked  by  the 
invasion  of  Semitic  forces  from  the  East  and 
the  capture  and  banishment  of  both  divisions 
of  the  nation,  the  northern  in  722  B.  C.  and 
the  southern  in  586  B.  C.  The  Chronicler  of 
the  period  is  faithful  to  declare  that  one  cause 
among  others  of  the  national  disaster  was  the 
fact  of  intermarrige  with  other  races. 

The  re-establishment  of  the  Hebrew  nation 
in  Jerusalem  with  the  permission  and  assist- 
ance of  the  great  conqueror,  Cyrus,  presents  us 
with  another  strange  historical  phenomenon. 
The  greatest  divine  spokesman  and  leader  of 
this  period  was  undoubtedly  Ezra  and  second 
to  him,  Xehemiah.  It  is  striking  to  find  that 
both  of  these  leaders  in  the  rehabilitation  of 
the  country  and  the  re-establishment  of  the 
Hebrew  religion  demanded  separation  of  the 
Israelites  and  the  re-observance  of  racial 
purity  among  them.  Their  measures  seem  even 
harsh  and  unjust  to  us  today,  but  marriage  re- 
lations were  compelled  to  be  broken  that  had 
been  established  between  the  Hebrews  left  in 
the  land  and  their  heathen  neighbors. 

The  struggles  of  Israel  during  the  subse- 
quent centuries  were  more  for  the  perpetua- 
tion of  national  existence  than  of  racial  dis- 
tinctness. However,  it  must  be  said  to  their 
praise  that  so  pure  was  the  stream  of  the  race 
kept  that  when  the  Supreme  Man  of  all  the 
races  was  to  appear,  He  came  of  a family 
whose  pure  Hebrew  genealogy  could  clearly 
be  given  reaching  back  to  the  father  of  the 
nation  itself.  This  unique  man  in  whom  the 
members  of  all  nationalities  were  to  find  an 
ideal  and  a counterpart  could  have  said  of 
himself  even  as  his  greatest  exponent  said  of 
himself.  “I  am  a Hebrew  of  the  Hebrews:” 
the  product  of  practically  pure  racial  lineage. 

And  now  may  we  review  the  evidence  of 
a Divine  plan  of  racial  integrity  or  purity. 
Divine  revelation  accounts  for  the  threefold 
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racial  grouping  that  we  generally  recognize 
today  and  specifically  testifies  to  the  latest 
teachings  of  science  that  in  blood  they  are  one. 
F urther  it  accounts  for  the  division  and  distri- 
bution geographically  according  to  the  lin- 
guistic characteristics,  a method  of  classifica- 
tion so  popular  among  ethnologists.  Again,  in 
order  to  furnish  the  world  with  the  revelation 
of  ethical  religion,  a nation  was  reared  and 
from  the  time  of  its  inception  until  the  ful- 
fillment of  its  mission  carefully  guarded 
against  intermarriage  with  other  nationalities 
that  were  racially  different.  Finally,  when 
divinity  itself  came  to  be  incarnated  in  human 
nature,  it  was  in  a personality,  with  a genea- 
logv  proving  racial  purity  for  generations  and 
centuries,  that  this  incarnation  took  place. 
These  are  the  evidences  that  revealed  religion 
furnished  a Divine  plan  of  racial  purity. 


EUGENICS  IN  RELATION  TO  THE  IN- 
SANE, THE  EPILEPTIC,  THE  FEEBLE- 
MINDED AND  RACE  BLENDING.* 

By  J.  S.  DEJARNETTE.  M.  D.,  Staunton.  Va. 

Superintendent  Western  State  Hospital. 

Genesis  or  reproduction  is  an  inherent  power 
and  urge  of  every  normal  adult,  being  from 
the  primordial  protoplasm  to  the  highest  or- 
ganized creature.  The  law  of  the  jungle  tends 
to  the  survival  of  the  fittest.  The  weaklings 
fall  by  the  wayside  before  maturity,  or  are 
shoved  aside  or  killed  by  the  stronger  males 
during  sexual  excitement,  and  so  the  “fit'5  sur- 
vive. 

Inherited  tendencies  in  domesticated  ani- 
mals must  be  watched  for  in  order  that  desira- 
ble qualities  may  be  developed  and  the  unde- 
sirable eliminated.  Again  in  the  vegetable 
kingdom  we  are  guided  by  our  knowledge  of 
the  laws  of  inheritance.  If  we  wish  good 
fruits  and  vegetables  we  must  sow  good  seed. 

To  attempt  to  prove  the  importance  of  good 
seed  and  well  bred  animals  would  be  insisting 
on  an  obvious  fact  to  90  per  cent  of  our  people. 

Alas,  it  is  only  in  human  breeding  that  the 
laws  of  heredity  are  almost  entirely  ignored 
and  dysgenics  run  riot.  The  insane,  epileptics, 
alcoholics,  syphilitics  and  feebleminded  are  al- 
lowed to  reproduce  with  but  little  restraint, 
and  as  far  as  man’s  genesis  is  concerned  the 
worst  is  as  good  as  the  best.  When  worked 
out  in  the  sweet  pea  family  by  crossing  reds 
and  white,  Mendel’s  Law  showed  that  the  type 
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of  one  parent  or  the  other  is  predominant  in 
the  offspring,  though  the  offspring  has  the 
power  to  transmit  the  quality  of  the  parent 
which  it  does  not  resemble.  The  characteris- 
tics shown  are  dominant  and  the  latent  char- 
acteristics which  can  be  reproduced  are  re- 
cessive, e.  g.,  a red  pea  crossed  on  a white  pro- 
duces either  a red  or  white  pea;  this  offspring 
will  produce  3-4  like  one  parent  and  1-4  re- 
cessive. 

If  two  of  the  recessives  are  bred  together 
they  continue  to  breed  recessive  constantly. 
If  the  dominant  members  of  the  third  genera- 
tion are  bred  together  they  divide  themselves 
into  two  orders;  one-third  of  these  members 
produce  dominant  offspring,  and  two-thirds 
are  true  hybrids,  showing  a mixed  character, 
and  each  subsequent  generation  from  them 
shows  the  same  proportion  of  pure  dominants, 
[jure  recessives  and  hybrids. 

So  far  as  it  has  been  possible  to  make  obser- 
vations this  law  holds  fairly  true  in  the  ani- 
mal kingdom.  Mendel’s  Law  is  practically  in 
its  infancy,  having  received  little  attention 
until  after  Mendel’s  death  in  1890,  but  it  has 
started  our  feet  in  the  right  direction  “if  we 
but  follow  after,”  and  persistently  strive  to 
free  society  and  the  State  from  the  dependent 
classes  of  feebleminded,  criminal,  epileptic, 
syphilitic  and  insane,  by  using  the  law  given 
us  by  him. 

The  feebleminded  are  a great  menace  to  our 
citizenship.  We  have  probably  12.000  or  more 
in  our  State,  and  it  has  been  estimated  that 
one  feebleminded  woman  will  bear  three  chil- 
dren to  the  college  graduate’s  one. 

A family  which  cannot  support  itself  on  ac- 
count of  its  mentality  should  not  be  allowed 
to  reproduce. 

There  is  said  to  be  one  idiot  to  every  2,500 
of  our  population,  but  the  idiot  rarely  repro- 
duces and  is  consequently  self-eliminative. 

A survey  should  be  made  of  the  State  and 
a public  record  kept  as  to  its  dependents  and 
especially  as  to  its  feebleminded  children  and 
children  of  the  insane  and  epileptic.  These 
records  would  be  of  untold  assistance  when  ap- 
plications are  made  for  marriage  licenses  and 
to  our  criminal  courts,  as  the  feebleminded  are 
largely  in  the  majority  among  our  criminals. 
About  TO  per  cent  of  feeblemindedness  can  be 
traced  to  heredity.  "When  one  parent  is 
feebleminded  it  approximately  follows  Men- 
del's Law;  when  both  parents  are  feebleminded 
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by  heredity  all  offspring  are  feebleminded. 
The  feebleminded  from  disease  and  trauma- 
tism during  birth  and  infancy  are  not  liable 
to  produce  feeblemindedness  in  their  offspring. 

Inherited  syphilis  is  not  strictly  speaking  an 
inherited  brain  defect,  but  the  result  of  spiro- 
chaetes  at  work. 

I believe  we  should  have  an  eugenic  society 
in  every  county  and  city  in  the  State  with  a 
secretary  devoting  his  entire  time  to  securing 
data  as  to  the  dvsgenic  situations  in  his  terri- 
tory, keeping  records,  examining  school  chil- 
dren as  to  mentality,  and  lecturing  on  eugenics 
before  the  students  of  the  high  schools. 

Courses  in  eugenics  should  be  required  in  all 
colleges  as  the  students  and  teachers  (a  most 
desirable  class,  under  the  present  system)  are 
practically  sterilized,  especially  when  com- 
pared with  the  feebleminded  and  colored  races. 

Cox  says  we  are  in  very  much  more  danger 
from  the  tar  brush  and  the  mulatto  brother- 
in-law  than  from  negro  insurrection. 

Race  Blending 

Miscegenation  and  amalgamation  has  been 
the  inevitable  end  in  all  history  where  two  or 
more  races  have  dwelt  in  the  same  country 
and  this  has  been  the  history  of  the  three 
original  races,  the  white,  yellow  and  black 
when  dwelling  in  close  contact.  E.  S.  Cox  in 
his  book  “White  America”  says  that  the  white 
race  has  made  civilization,  that  the  yellow 
race  when  left  to  itself  can  hardly  maintain 
a civilization,  and  that  the  black  race  cannot 
continue  it. 

He  holds  that  the  advancement  of  the  yel- 
low and  black  races  is  due  to  contact  with  the 
white;  therefore,  it  is  all  important  that  the 
white  race  be  kept  pure  in  order  to  advance 
civilization,  and  it  is  equally  important  for 
the  yellow  and  black  races  since  their  only 
advance  must  come  from  the  lift  of  the  white. 
If  the  white  race  is  deteriorated  by  miscegena- 
tion then  the  advance  of  civilization  will 
cease. 

The  deteriorating  effects  of  miscegenation 
are  to  be  found  in  the  history  of  the  Egyptians. 
This  white  race  maintained  a high  degree  of 
civilization  until  its  mixture  with  yellow- 
black  blood,  black  predominating.  From  this 
mixture  was  formed  a white-yellow-black 
mongrel  race,  and  in  the  twenty-fifth  dynasty, 
it  was  ruled  by  Taharka,  a mulatto  king. 

India  1 ms  a similar  history.  Beginning  with 


a white  ruling  class  she  foresaw  the  danger  of 
a mongrel  race,  and  made  the  splendid  laws  to 
prevent  this  calamity.  These  iron-bound  class 
laws  coupled  with  religion  would  possibly  have 
prevented  the  blending  of  the  races,  but  the 
curse  of  illegitimacy  broke  the  castes,  and  to- 
day India  is  a white-yellow-black  race. 

Other  civilizations  that  have  deteriorated 
by  colored  contact  are  those  of  Abyssinia,  Ni- 
geria. Uganda,  Mashonaland,  Babylonia,  Per- 
sia, Cambodia,  Ceylon,  Java,  New  Zealand, 
Northern  China.  Korea,  Japan,  Yucatan,  Peru 
and  Hayti. 

The  above  statements  are  quoted  from  E.  S. 
Cox's  “"White  America,”  a wonderfully  inter- 
esting book. 

The  amalgamation  continues  even  though 
the  first  crossings  may  be  few,  since  the  mon- 
grels continue  to  cross  with  each  other  and  so 
the  melting  pot  is  kept  boiling  in  spite  of  laws 
forbidding  such  unions.  These  unions  made 
legal  blacken  the  white  race,  while  illegal 
unions  whiten  the  black  race.  It  is  best  for  all 
and  should  be  the  object  of  each  race  to  be  kept 
pure. 

Suggestions 

Segregation  of  the  races  is  the  only  way  to 
keep  each  race  pure.  Much  has  been  written 
on  the  subject  with  little  or  no  effect;  illegi- 
timacy continues  to  mix  the  blood  streams  and 
make  the  mongrel  man. 

Our  immigration  laws  should  be  made  more 
and  more  stringent,  admitting  only  the  most 
desirable  of  our  predominant  race.  Australia 
admits  no  colored  races  to  settle  in  her  terri- 
tory. 

Parenthood  should  be  encouraged  among 
those  with  best  hereditary  traits,  and  discour- 
aged among  defectives  by  segregation  and 
sterilization.  "Wages  should  be  regulated  ac- 
cording to  the  number  of  children  and  the 
mental  quality  of  parents. 

Registration  of  family  pedigrees,  traits,  etc., 
should  be  required,  for  certainly  we  should 
know  as  much  about  our  proposed  husbands 
and  wives  as  ive  do  about  our  cattle  and  dogs. 
The  study  of  matings  with  classified  records 
might  be  helpful  in  giving  us  a better  race. 

Competition  among  the  children  in  various 
counties  in  growing  crops  and  breeding  ani- 
mals for  prizes  offered  on  best  products  and 
essays  on  methods  would  tend  to  make  them 
more  careful  in  selecting  their  own  mates  in 
later  years.  An  exhibit  of  Mendel’s  theory  of 
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inheritance  with  the  blooming  peas,  properly 
labeled  at  the  County  and  State  fairs,  would 
be  instructive,  and  demonstrations  with  paper 
flowers  could  be  made  very  impressive  and 
would  be  inexpensive. 

Birth  selection  and  control  is  the  ideal  for 
eugenics.  Excessive  breeding  caused  Malthus 
to  weep  over  the  future  as  he  saw  a starving 
world  bv  over-population. 

Virginia  passed  a sterilization  law  in  1924 
which  is  now  being  tested  bjr  the  courts.  This 
law  deals  with  the  insane,  epileptic  and  feeble- 
minded confined  in  the  State  Institutions,  and 
when  it  becomes  operative,  it  will  sever  the 
black  thread  of  inheritance,  give  many  segre- 
gated people  their  liberty  and  save  untold  suf- 
fering, crime  and  expense  in  the  years  to  come. 

Allow  me  to  quote  a few  verses  of  my  own 
composition  suggested  by  Mendel's  Law : 

i 

Mendel’s  Law 

Oh,  why  are  you  men  so  foolish — - 
You  breeders  who  breed  our  men 
JLet  the  fools,  the  weaklings  and  crazy 
Keep  breeding  and  breeding  again? 

The  criminal,  deformed,  and  the  misfit. 

Dependent,  diseased,  and  the  rest — 

As  we  breed  the  human  family 
The  worst  is  as  good  as  the  best. 

Go  to  the  home  of  some  farmer, 

Look  through  his  barns  and  sheds. 

Look  at  his  horses  and  cattle, 

Even  his  hogs  are  thoroughbreds; 

Then  look  at  his  stamp  on  his  children. 

Lowbrowed  with  the  monkey  jaw. 

Ape-handed,  and  silly,  and  foolish — 

Bred  true  to  Mendel’s  law. 

Go  to  some  homes  in  the  village. 

Look  at  the  garden  beds, 

The  cabbage,  the  lettuce  and  turnips 
Even  the  beets  are  thoroughbreds; 

Then  look  at  the  many  children 

With  hands  like  the  monkey’s  paw, 

Bowlegged,  flatheaded,  and  foolish— 

Bred  true  to  Mendel’s  law. 

This  is  the  law  of  Mendel, 

And  often  he  makes  it  plain, 

Defectives  will  breed  defectives 
And  the  insane  breed  insane. 

Oh,  why  do  we  allow  these  people 
To  breed  back  to  the  monkey’s  nest. 

To  increase  our  country’s  burdens 

When  we  should  breed  from  the  good  and  the  best. 

Oh.  you  wise  men,  take  up  the  burden 
And  make  this  your  loudest  creed, 

Sterilize  the  misfits  promptly— 

All  not  fit  to  breed. 

Then  our  race  will  be  strengthened  and  bettered, 
And  our  men  and  our  women  be  blest, 

Not  apish,  repulsive  and  foolish. 

For  we  should  breed  from  the  good  and  the  best. 


DIPHTHERIA.* 

With  Special  Reference  to  Some  Peculiari- 
ties of  the  Disease  in  Infancy  and  Child- 
hood. 

By  WM.  B.  McILWAINE.  M.  D.,  Petersburg,  Va. 

The  disease  diphtheria,  in  spite  of  the  ad- 
vances made  in  the  past  few  years,  still  takes 
its  toll  among  our  children.  Why  is  this^ 
Theoretically,  with  the  discovery  of  the  Schick 
Test  and  the  use  of  toxin-antitoxin  in  early 
childhood,  we  should  be  able  to  immunize  the 
coming  generation  so  that  diphtheria  will  be 
as  rare  a disease  as  smallpox.  This  is  our  hope 
and  our  aim,  and  its  accomplishment  depends 
largely  upon  three  factors,  (1)  the  convincing 
of  the  medical  profession  of  the  efficacy  of 
these  methods,  (2)  the  requirement  of  compul- 
sory tests,  and  (3),  municipal  or  state  admin- 
istration of  toxin-antitoxin.  I shall  not  go 
into  these  more  fully  at  this  time,  as  I wish 
to  make  the  disease  and  its  peculiarities  the 
subject  of  this  paper.  There  is  absolutely  no 
need  of  rehearsing  the  history  or  etiolo<rv  of 
this  disease,  nor  to  describe  its  usual  clinical 
course.  Every  mother  knows  about  the  “white 
spots  on  her  child’s  throat,”  and  thinks  at  once 
of  diphtheria.  When  the  child  begins  to  have 
difficult  breathing,  all  of  our  profession  and 
most  of  the  laity^  think  of  laryngeal  diphtheria, 
or  the  so-called  membranous  croup.  If  the 
physician  were  called  in  time  I doubt  very 
much  that  a single  case  of  faucial  or  laryngeal 
diphtheria  would  be  lost  from  the  direct  dis- 
ease itself,  but  it  is  some  of  the  rarer  forms  of 
the  disease,  some  of  the  peculiar  places  where 
the  bacillus  finds  lodgment  and  works  its 
havoc  without  being  recognized  until  too  late, 
that  I would  bring  to  your  attention  today. 

The  first  of  these  is  nasal  diphtheria.  As 
the  name  implies,  in  this  disease  the  Ivlebs- 
Loffler  bacillus  finds  lodgment  in  the  mucous 
membrane  of  the  anterior  nares  and  grows 
there.  The  manifestations  of  the  disease  are, 
(1),  persistent  nasal  discharge,  (2)  generally 
blood  tinged  discharge,  (3)  excoriation  of  the 
upper  lip,  (4)  diphtheria  bacillus  found  on 
culture. 

The  disease  runs  a chronic  course  for  several 
weeks  and  does  not  appear  to  be  very  virulent, 
but,  at  times,  palatal  and  other  paralyses  oc- 
cur. I have  seen  only  one  complication  of 
this  kind  in  the  past  three  years,  and  it  was 
due  to  the  late  administration  of  antitoxin, 
or  rather  to  the  toxins  of  the  disease  which 
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had  not  been  controlled  by  the  early  adminis- 
tration of  antitoxin. 

A very  interesting,  and  to  my  mind  import- 
ant. phase  of  nasal  diphtheria  is  the  so-called 
diphtheria  of  the  new-born.  Much  controversy 
has  been  waged  concerning  the  pathogenicity 
of  the  bacillus  in  the  nose  of  the  newly  born. 
Probably  the  most  extensive  work  was  done  by 
Ivritzler,  at  Giessen,  who  examined  451  new- 
born infants  for  nasal  diphtheria.  In  130 
cases  clinical  symptoms  were  present.  Of 
these,  34  per  cent  were  positive  for  diphtheria, 
10  per  cent  showed  atypical  diphtheria,  and 
56  per  cent  were  negative.  Of  the  positive 
cases  two  died,  of  the  negative  cases  seven 
died.  These  figures  seem  to  show  as  this 
author  says  the  unimportance  of  the  so-called 
nasal  diphtheria  of  the  new-born.  Now,  it 
is  well  known  that  the  infant  has  a certain 
amount  of  protection  from  the  mother,  but 
just  how  certain  no  one  knows.  Statistics 
given  by  Dr.  Kerley  are  7 per  cent  of  positive 
Schick  Test  in  the  new-born.  By  this  we  know 
that  some  may  be  susceptible  to  the  disease.  If 
7 per  cent  of  new-born  infants  have  no  pro- 
tection, we  should  be  on  the  lookout  for  the 
disease  in  every  new-born  infant  who  shows 
any  symptoms,  for  it  may  be  in  the  7 per 
cent  of  unprotected. 

In  the  past  two  years  I have  seen  four  cases 
of  nasal  diphtheria  in  infants  under  three 
months.  One  of  two  and  a half  months,  one 
of  one  month,  one  of  three  weeks,  and  one  of 
two  weeks.  The  first,  aged  two  and  a half 
months,  had  a violent  diarrhea,  which  was 
controlled  by  treatment,  but  the  child  de- 
veloped a nasal  discharge  excoriating  and 
blood  tinged.  On  culture  the  diphtheria 
bacillus  Avas  found.  This  was  overlooked  by 
the  attendants  until  too  late  and  the  child 
died  of  typical  heart  collapse.  Case  two  de- 
veloped difficulty  in  breathing,  snuffles  and 
mouth  breathing  with  slight  nasal  discharge 
not  bloody  and  only  slightly  excoriating.  I 
saw  the  infant  at  the  end  of  the  first  month. 
A very  questionable  membrane  was  seen  in  the 
nose,  cultures  were  taken,  which  were  positive 
for  diphtheria.  Antitoxin  was  given  and  in- 
fant recovered,  but  had  a paralysis  of  the 
palate  and  had  to  be  tube-fed  for  a while, 
finally  it  made  a complete  recovery.  Case 
three  was  seen  in  consultation  at  the  end  of 
the  second  week.  The  infant  could  not  nurse 
on  account  of  nasal  stoppage.  It  was  ap- 
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parently  very  ill,  temperature  103°,  rapid 
lnilse  and  visible  membrane  in  the  nasal  cavity. 
Diphtheria  was  suspected  and  as  the  umbilical 
cord  was  in  a very  questionable  condition,  the 
infant  was  brought  to  the  hospital.  A direct 
smear  revealed  the  diphtheria  bacillus  in  the 
nasal  cavity.  Antitoxin  was  administered, 
the  cord  received  \dgorous  antiseptic  treat- 
ment, argvrol  was  instilled  into  the  eyes  and 
nasal  cavities  and  the  infant  entirely  recov- 
ered. 

Case  four  was  seen  in  consultation  at  tli£ 
end  of  the  third  Aveek.  For  two  weeks  it  had 
suffered  with  snuffles,  and  a serous  blood 
tinged,  excoriating  nasal  discharge.  The  in- 
fant looked  toxic,  with  a slightly  elevated  tem- 
perature, and  nursed  badly  on  account  of  the 
stoppage  in  the  nose.  A culture  revealed  the 
diphtheria  bacillus.  Antitoxin  Avith  argyrol 
instilled  in  the  eyes  and  nostrils  controlled  the 
disease  in  three  days. 

These  cases  are  reported  to  bring  to  our 
attention  the  fact  that  there  is  such  a clinical 
entity  as  nasal  diphtheria  in  the  newly  born, 
with  definite  symptoms  and  signs,  which  is 
cured  by  the  administration  of  antitoxin.  Per- 
sonally, I belie\'e  all  of  these  infants  Avould 
have  died  unless  the  disease  had  been  recog- 
nized and  antitoxin  given,  for  even  though 
they  might  possibly  haAre  overcome  the  toxin 
of  the  diphtheria,  vet  they  were  rapidly  going 
into  marasmus  from  being  unable  to  suckle 
properly,  due  to  nasal  stoppage.  I shall  al- 
ways hereafter  culture  all  suspicious  cases  of 
difficult  nasal  breathing  in  the  new-born  and 
administer  antitoxin  if  the  Klebs-Loffler  ba- 
cillus is  found. 

The  second  peculiar  place  for  the  diphtheria 
bacillus  to  lodge  and  grow  with  rapidly  toxic 
results  is  the  post  nasal  space.  This  space, 
warm,  dark  and  filled  with  blood  A’essels  from 
adenoid  tissues,  is  an  ideal  breeding  place  for 
the  bacillus,  and,  due  to  the  vascularity,  ab- 
sorption is  rapid.  Textbooks  are  far  too  in- 
adequate on  the  subject  of  diphtheria  in  the 
post  nasal  space.  Personally,  I ha\'e  seen  four 
cases  in  the  past  year.  One  Avas  uncomplicated 
post  nasal  space  diphtheria.  The  patient  had 
5,000  units  of  antitoxin  but  succumbed  to  the 
virulence  of  the  disease  before  more  could  be 
administered.  In  this  case  the  child  had 
typical  heart  block,  Avith  pulse  of  eighteen. 
Cultures  from  the  post  nasal  space  Avere  posi- 
tive, while  throat  cultures  Avere  negative.  The 
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other  three  cases  were  complicated  by  scarlet 
fever,  and  therein  lies  the  difficulty  of  diag- 
nosis, for  we  know  that  scarlet  fever  can  give 
a membrane  almost  identical  with  the  diph- 
theria membrane,  and  this  confuses  us,  let  me 
sav,  however,  that  diphtheria  in  the  post  nasal 
space  may  never  form  a visible  membrane,  but 
sim'ply  a purulent  looking  discharge  is  seen 
pouring  out  of  the  post  nasal  space  when  the 
child  gags  on  throat  examination.  Of  these 
three  cases  complicating  scarlet  fever,  all  were 
given  antitoxin,  but  too  late  in  two  of  them. 
Both  of  these  had  virulent  scarlet  fever.  One 
died  a typical  diphtheria  death  from  heai't 
failure,  the  other  died  apparently  from  the 
toxin  of  scarlet  fever  or  from  the  broncho- 
pneumonia which  developed,  but  the  diph- 
theria bacillus  in  this  case  was  isolated  by  the 
bacteriologist  of  the  Petersburg  Health  Cen- 
tre and  injected  into  guinea  pigs  for  the  rou- 
tine tests  for  virulence.  It  was  found  to  be  a 
virulent  strain  of  the  diphtheria  bacillus. 
That  it  had  its  part  in  causing  death  can 
hardly  be  doubted. 

These  cases  are  reported  to  show  the  viru- 
lence of  the  diphtheria  bacillus  in  the  post 
nasal  space  and  to  remind  us  to  be  on  our 
guard  for  it,  especially  in  scarlet  fever  cases. 
In  my  opinion,  all  scarlet  fever  cases  should 
be  cultured  for  a questionable  cross-infection, 
and.  if  anv  doubt  exists,  antitoxin  should  be 
given.  Some  workers  claim  that  the  positive 
diphtheria  cultures  obtained  in  scarlet  fever 
cases  are  harmless  and  that  these  cases  are  not 
truly  diphtheria.  I shall  certainly  hereafter 
take  no  chances,  having  seen  two  cases  this 
winter  with  absolutely  positive  evidence  that 
the  diphtheria  bacillus  was  not  only  virulent, 
but  a very  thunderbolt  of  death.  Culture 
every  case  on  the  first  visit,  and  administer 
antitoxin  on  the  slightest  suspicion  will  be 
my  motto  from  now  on. 

Antitoxin  is  the.  only  curative  measure  we 
have  for  diphtheria  anywhere  in  the  body. 
Antitoxin  can  be  given  from  one  day  up  and 
I have  vet  to  see  a single  bad  effect  from  its 
administration,  nor  is  there  such  a thing  as 
an  overdose.  Small  doses  may  result  in  a 
fatality.  Overdoses  never  do. 

In  conclusion,  then.  I desire  to  bring  before 
you  for  discussion  the  subject  of  diphtheria  in 
all  of  its  phases,  but  especially  its  early  diag- 
nosis and  antitoxin  administration  in  some  of 
the  rarer  manifestations  of  the  disease. 


THE  RELATIONSHIP  BETWEEN  DIS- 
EASES OF  THE  BILIARY  TRACT  AND 
DIABETES  MELLITUS.* 

By  I.  A.  BIGGER,  M.  D.,  University,  Va., 
and 

H.  B.  MULHOLLAND,  M.  D.,  University,  Va. 

The  etiological  factors  in  the  production  of 
diabetes  mellitus  have  not  been  conclusively 
proven,  although  its  association  with  a de- 
ficiency in  the  internal  secretion  of  the  pan- 
creas is  definitely  established.  Cecil,  quoted 
by  MacCallum1,  in  studying  a number  of  cases 
of  diabetes,  found  pancreatic  lesions  in  more 
than  87  per  cent,  the  islands  alone  being  af- 
fected in  12  per  cent. 

The  biliary  apparatus  and  tracts  are  closely 
associated,  anatomically  and  embryologically, 
with  the  pancreas.  These  structures  are  all 
developed  from  the  same  segment  of  the 
primitive  gut.  In  the  majority  of  cases  the 
pancreatic  duct  opens  into  the  common  bile 
duct  immediately  before  the  latter  enters  into 
the  duodenum.  The  lymphatics  from  the  bile 
passages,  gall-bladder  and  pancreas,  anasto- 
mose around  the  head  of  the  pancreas.  As  a 
result  of  the  relationships  above  described,  two 
avenues  for  the  transmission  of  infection  from 
the  biliary  apparatus  to  the  pancreas  are 
obvious.  The  other  possible  modes  of  trans- 
mission are  by  the  blood  stream,  and  through 
direct  contact.  It  was  previously  thought  that 
the  most  frequent  mode  of  transmission  was 
through  the  ducts.  This  was  thought  often  to 
occur,  as  in  Opie’s  original  case,  in  which  a 
small  stone  blocked  the  opening  into  the  duo- 
denum and  allowed  bile  to  be  forced  into  the 
pancreas.  Sweet2  believes’  that  chronic  pan- 
creatitis is  a lymphangitis,  secondary  to  a 
focus  of  infection  in  the  wall  of  the  gall-blad- 
der. The  work  of  Judd  and  Mann3  would 
seem  to  support  this  theory.  These  investiga- 
tors  showed  that  a pressure  of  from  500  mm. 
to  1,000  mm.  of  bile  in  the  ducts  was  necessary 
to  produce  an  acute  pancreatitis.  They  further 
showed  that  the  secretory  pressure  of  the  liver 
did  not  exceed  350  mm.  of  bile.  Only  when 
the  animal  vomited,  with  the  duct  ligated,  did 
the  pressure  reach  as  high  as  1,000  mm.  of 
bile.  Therefore,  they  conclude  that  only  in 
exceptional  circumstances  is  bile  forced  back 
into  the  pancreas  under  sufficient  pressure  to 
produce  a pancreatitis. 

*From  the  Departments  of  Surgery  and  Internal  Medicine, 
University  of  Virginia  Hospital. 

Read  before  a session  of  the  Warren-Rappahannock-Page 
Counties  Medical  Society,  April  28,  1925. 
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Fallon4  reports  three  cases  of  acute  pancrea- 
titis. all  of  whom  had  gall-stones  in  the  gall- 
bladder, but  not  in  the  ducts.  Watts5  reports 
seven  cases  of  acute  pancreatitis,  five  of  whom 
had  gall-stones  in  the  trail-bladder,  and  one  of 
these  had  a small  stone  occluding  the  ampulla 
of  Vater.  Moynihan6  states  that  pancreatitis 
is  generally  due  to  gall-stone  irritation. 

Granting  that  diseases  of  the  biliary  tracts 
may  have  a causal  relationship  to  pancreatitis, 
as  a natural  sequence  it  is  possible  that  cer- 
tain cases  of  diabetes  may  have  their  origin  in 
diseases  of  the  gall-bladder  and  ducts.  Moyni- 
han states,  “the  importance  of  the  early  recog- 
nition and  treatment  of  chronic  pancreatitis 
cannot  be  exaggerated,  for  the  disease  if  left 
unchecked  may  produce  such  sclerosis  of  the 
gland  that  the  whole  secretory  substance  and 
the  Islands  of  Langerhans  may  be  destroyed. 
The  result  is  diabetes.” 

Eustis7  reports  thirty-six  cases  of  alimentary 
glycosuria  observed  over  a period  of  several 
years.  Fifteen  of  these  showed  definite  symp- 
toms of  gall-bladder  disease,  and  six  developed 
diabetes. 

Lichty  and  Woods8  report  twenty-five  cases 
of  disease  of  the  biliary  tract,  associated  with 
glycosuria.  Among  these  were  three  cases 
dehnitelv  diagnosed  diabetes  mellitus,  which 
were  apparently  cured  bv  operation  on  the 
biliary  tract. 

Rabinowitch9  states  that  80  per  cent  of  the 
ca>es  of  gall-bladder  disease  in  the  Montreal 
General  Hospital  showed  hyperglycemia.  In 
a biometrical  study  he  found  that  nine  times 
as  many  patients  with  disease  of  the  gall- 
bladder and  bile  passages  had  diabetes  as 
would  be  expected  by  the  law  of  probabilities. 
In  patients  with  pancreatitis  there  were  forty 
times  as  many  diabetics  as  the  law  of  chance 
would  allow.  He  concludes  that  from  this 
point  of  view  a casual  relation  is  demonstrated. 

.Tones  ef  a/10  in  a study  of  sixty-eight  cases 
of  diabetes  found  evidence  of  gall-bladder  dis- 
ease in  22  per  cent,  and  in  over  half  of  their 
cases  they  found  a diminution  in  one  or  more 
of  the  pancreatic  enzymes.  They  consider 
cholelithiasis  one  of  the  most  important  fac- 
tors in  the  etiology  of  diabetes  mellitus  in 
older  people. 

Frissel  and  Hajek11  report  a case  of  catar- 
rhal jaundice — which  is  considered  to  be  an  in- 
fection of  the  biliary  system— in  a girl  eight 
years  of  age,  who  later  developed  diabetes  mel- 


litus. Two  of  the  same  family  with  epidemic 
jaundice  had  a transient  glycosuria.  Kolec- 
zeck12  reports  a similar  case. 

Joslin13  thinks  it  not  unreasonable  to  sup- 
pose that  disease  of  the  pancreas  may  lead  to 
destruction  of  the  islands.  Several  of  his  cases 
showed  definite  improvement  when  the  gall- 
bladder symptoms  subsided.  On  the  basis  of 
this  he  advises  all  nondiabetics  with  gall-blad- 
der disease  to  be  operated  upon,  and  diabetics 
with  symptoms  of  gall-stones  to  have  them  re- 
moved when  circumstances  permit. 

In  a study  of  thirteen  autopsies  on  diabetic 
patients,  performed  at  the  University  of  Vir- 
ginia Hospital,  the  following  associated  con- 
ditions were  noted: 


Chronic  cholecystitis,  cirrhosis  of  liver, 

chronic  pancreatitis  2 15  3% 

Chronic  cholecystitis  with  chronic  pan- 
creatitis   1 7.7% 

Cirrhosis  of  liver  with  pancreatitis 1 7.7% 

Gall-stones  in  gall-bladder  and  pancreatitis  1 7.7% 

Atrophy  of  pancreas 3 23.1% 

Chronic  pancreatitis 3 23.1% 


Five  cases,  or  38.5%,  showed  lesions  of  the  biliary 
tract.  Bight  cases,  or  61.6%,  showed  evidence  of  a 
pancreatitis.  Five  patients,  or  38.5%,  showed  lesions 
in  both  the  biliary  tract  and  pancreas. 

In  this  connection  we  wish  to  report  an  in- 
teresting case  which  we  have  rec-entlv  observed: 

Airs.  M.  S.,  white,  aged  forty-seven  years. 
Admitted  to  the  University  of  Virginia  Hos- 
pital, January  25,  1925,  complaining  of  severe 
pain  in  the  epigastrium  and  right  hypochon- 
drium. 

F.  II.:  Unimportant. 

P.  II. : Unimportant. 

Present  Illness:  Ten  months  before  admis- 
sion she  began  to  suffer  with  ill-defined  ab- 
dominal pain  associated  with  general  weakness 
and  indigestion.  Two  months  before  admis- 
sion she  developed  pain  in  the  upper  right 
quadrant  of  the  abdomen,  and  ran  a tempera- 
ture as  high  as  102°.  At  this  time  urinalysis 
showed  sugar.  She  was  kept  in  bed  for  about 
two  months  on  a low  carbohydrate  diet  *and 
under  this  regime  showed  considerable  im- 
provement until  three  days  before  admission, 
when  she  developed  a very  severe  pain  in  the 
epigastrium,  radiating  to  the  right  shoulder 
and  towards  the  left,  and  accompanied  by  nau- 
sea and  vomiting. 

Examination:  Showed  a somewhat  under- 
nourished white  woman  about  fifty  years  of 
age,  apparently  very  ill.  There  was  no  clini- 
cal jaundice.  The  heart  and  lungs  were  essen- 
tially normal.  Abdomen  wras  moderately  dis- 
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tended  throughout,  most  markedly  so  in  the 
epigastrium.  There  was  considerable  rigidity 
in  the  epigastrium  and  right  hypochondrium, 
associated  with  quite  marked  tenderness.  Liver 
dullness  was  normal,  but  an  indefinite  mass 
could  be  palpated  in  the  glall-bladder  region. 
There  were  no  signs  of  free  fluid  in  the  peri- 
toneal cavity.  Temperature  102°,  pulse  140. 
respiration  24  to  the  minute.  Leucocytes  30.000. 
Urine  showed  a large  amount  of  sugar,  acetone 
and  diacetic  acid.  Blood  sugar  142  mg.  per 
100  c.c.  of  blood.  Carbon  dioxide  combining 
power  of  the  venous  blood  44.1  vols.  per  cent. 
.She  was  given  1,800  c.c.  of  5 per  cent  glu- 
cose solution,  subcutaneously  and  intrave- 
nously. with  fifty  units  of  insulin  preparatory 
to  operation.  Under  gas-ether  anesthesia  the 
abdomen  was  entered  through  an  upper  right 
rectus  incision,  the  gall-bladder  found  dis- 
tended with  pus  and  to  contain  gall-stones. 
The  pancreas  was  definitely  thickened  and  in- 
durated. but  no  evidence  of  acute  pancreatitis 
was  noted.  There  were  no  stones  in  the  bile 
ducts.  Cholecystostomy  was  done,  the  stones 
removed,  and  a rubber  tube  sutured  into  the 
fundus  of  the  gall-bladder  for  drainage.  Cul- 
tures from  the  gall-bladder  showed  B.  Coli. 

The  following  day  the  blood  sugar  was  83 
mgm.  per  100  c.c.  of  blood,  and  the  carbon 
dioxide  combining  power  of  the  venous  blood 
was  37.1  vols.  per  cent.  Urine  showed  no 
sugar  but  acetone  and  diacetic  acid.  She  was 
again  given  glucose  and  insulin. 

Two  days  after  operation  the  blood  sugar 
was  52  mgm.  per  100  c.c.  of  blood.  Carbon 
dioxide  combining  power  51.3  vols.  per  cent. 
No  further  insulin  was  given.  During  the 
second  twenty-four  hours  she  excreted  2.1  gms. 
of  sugar. 

On  the  third  day  the  blood  sugar  was  138 
mgm.  per  100  c.c.  of  blood.  Carbon  dioxide 
combining  power  56  vols.  per  cent,  and  urine 
negative.  At  this  time  she  was  placed  on  full 
liquids,  remained  sugar  free  and  showed  no 
further  acidosis.  Several  days  prior  to  dis- 
charge the  patient  was  placed  on  a regular 
diet,  which  she  was  able  to  take  without  show- 
ing any  evidence  of  diabetes. 

Discussion 

It  seems  to  be  the  consensus  of  opinion  that 
pancreatitis  is  often  associated  with  disease  of 
the  biliary  tract,  and  that  chronic  interacinar 
pancreatitis  is  at  least  in  the  majority  of  cases 
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due  to  a lymphangitis  originating  in  the  gall- 
bladder. 

It  would  seem  to  us  that  the  logical  sequence 
of  replacement  of  the  normal  pancreatic  tis- 
sue by  fibrous  tissue  would  be  a disturbance  of 
the  entire  function  of  the  gland,  including  that 
of  internal  secretion.  We  believe  that  the  evi- 
dence of  a derangement  in  external  pancreatic 
secretion  as  found  bv  Jones  and  his  co-workers 
supports  this  view.  The  biometrical  study 
made  by  Rabinowiteh  seems  to  lend  strength 
to  this  supposition. 

Our  series  of  cases,  although  too  small  from 
which  to  draw  any  definite  conclusions,  show 
a high  incidence  of  associated  disease  of  the 
pancreas  and  biliary  tract. 

The  entire  disappearance  of  the  evidences  of 
diabetes  in  our  case,  immediately  following 
relief  of  the  gall-bladder  infection,  in  con- 
junction with  similar  cases  reported  in  the 
literature,  is  to  our  minds  quite  significant. 
Conclusions 

1.  From  the  literature  and  our  small  series 
of  cases,  there  seems  to  be  a definite  causal 
relationship  between  diseases  of  the  biliary 
tract  and  diabetes  mellitus. 

2.  Removal  of  a focus  of  infection  in  the 
biliary  tract  will  at  least  temporarily  relieve 
certain  cases  of  diabetes. 

3.  We.  with  others,  feel  that  this  is  another 
indication  for  early  operation  in  gall-bladder 
disease  in  non-diabetics. 

4.  Diabetes  associated  with  gall-bladder 
disease  should  be  considered  an  added  indica- 
tion for  operation,  but  only  when  the  patient 
has  been  properly  prepared. 
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VASCULAR  SYNDROMES  IN  THE 
EXTREMITIES.* 

By  THOMAS  M.  FOLEY,  M.  D„  F.  A.  C.  S..  Washington,  D.  C. 
Clinical  Professor,  Orthopedic  Surgery,  George  Washington 
University  Medical  School. 

I desire  to  present  a general  survey  of  the 
circulatory  disturbances  most  commonly  found 
in  the  extremities.  Since  the  work  of  Buerger 
and  Leriche,  a renewal  of  interest  in  these 
clinical  entities  has  come  forth. 

While  the  theories  regarding  the  etiology 
and  pathology  of  these  syndromes  are  contro- 
versial, sufficient  clinical  data  is  now  available 
to  warrant  the  construction  of  separate  and 
distinct  entities. 

For  purposes  of  description  based  to  a large 
degree  upon  the  pathological  lesions,  these  dis- 
turbances are  classified  as  (1)  vaso-motor,  or 
non-obliterative,  and  (2)  organic,  or  oblitera- 
tive. Of  the  vaso-motor  group  are  Raynaud’s 
disease,  erythromelalgia,  scleroderma;  angio- 
neurotic edema  and  certain  types  of  symmetri- 
cal gangrene. 

Etiologically,  those  types  classified  as  vaso- 
motor are  closely  related  and  clinically  possi- 
bly dependent  upon  a neurogenic  basis.  Most 
writers  are  in  agreement  that  these  angio- 
neuroses  occur  in  subjects  constitutionally  in- 
ferior. with  unstable  nervous  system  and  neuro- 
pathic deviates.  A few  authorities  are  on 
record  as  ascribing  a congenital  hypoplasia  of 
the  cardio-vascular  system  as  an  etiological 
factor.  Many  of  the  vaso-motor  neuroses  are 
attributed  to  a vaso-constriction  as  a result 
of  a reflex  stimulation  of  the  sympathetic 
fibres,  imbedded  in  the  adventitia  of  the  arter- 
ies. Leriche  is  also  of  the  opinion  that  these 

•Read  before  the  District  of  Columbia  Medical  Society.  April, 
11925. 
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filamentous  fibres  follow  along  the  main  trunks 
of  the  vessel.  This  view  is  not  shared  by  Todd 
and  others  who  still  stick  to  the  earlier  ana- 
tomical conception  that  the  sympathetic  nerve 
supply  of  the  vessels  is  segmental.  Experi- 
mental investigations  and  clinical  results  so  far 
obtained  by  Leriche  and  others  as  a result  of 
periarterial  sympathectomy,  lead  to  the  con- 
clusion that  the  nerve  elements  surrounding 
the  nerve  walls  are  in  part  regulatory  mechan- 
isms. 

Typical  of  the  vaso-motor  disturbance  in  the 
extremities  is  Raynaud’s  disease.  This  condi- 
tion was  described  by  Raynaud  in  1862.  as  a 
bilateral  asphyxia  of  the  fingers  or  toes,  inter- 
mittent in  character  and  symmetrical  in  dis- 
tribution. At  times  the  disease  process  may 
advance  to  the  stage  of  symmetrical  gangrene. 
Roentoengologists  have  shown  that  when  the 
disease  has  existed  for  a considerable  period  of 
time,  osseous  changes,  destructive  in  their  na- 
ture, are  demonstrable  and  are  considered  of 
diagnostic  value.  Of  great  clinical  importance 
is  the  relation  of  gastric  pains  in  Raynaud's 
disease.  Raynaud  in  his  early  studies  called 
attention  to  these  gastralgias  and  their  occur- 
rence simultaneously  with  the  changes  in  the 
extremities.  Vomiting  and  diarrhea  were  also 
noted  by  him  in  the  acute  attacks. 

G.  A.  Friedman  reports  a case  of  “local 
asphyxia  of  the  extremities  (Raynaud’s  dis- 
ease) with  the  hitherto  undescribecl  complica- 
tion of  intermittent  achylia  gastrica.  Aber- 
crombie narrates  the  history  of  a boy,  aged 
three  years,  who,  before  the  onset  of  the 
asphyxia  was  very  yellow-  and  who,  when  his 
hands  were  cold,  cried  on  account  of  the  pain 
in  his  stomach.  When  his  hands  became  warm 
again,  the  pain  in  the  belly  disappeared. 
Paroxysmal  hemoglobinuria  was  also  noted  in 
this  case.  One  of  box’s  cases  suffered  from 
nausea  in  the  morning  and  often  vomited  after 
eating.  A second  patient  of  his,  with  gastro- 
intestinal disturbance  complicating  Raynaud’s 
disease,  vomited  frequently  after  eating  and 
had  frequent  attacks  of  diarrhea.  It  is  pos- 
sible that  the  diarrhea  was  due  to  the  achylia, 
a common  cause  of  this  condition.  The  attacks 
might  indicate  a spasm  of  the  arterioles  in  the 
gastric  glands.” 

The  etiology  of  this  condition  is  obscure,  hut 
the  disease  is  manifested  frequently  in  neuro- 
paths and  often  following  psychic  trauma. 
Repeated  microscopic  examinations  of  vascular 
segments  have  not  revealed  any  organic  pathol- 
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ogy.  It  is  universally  held  that  the  symptoms 
are  the  result  of  a vasoconstrictive  condition. 

In  1878  Weir  Mitchell  described  a condition 
of  the  extremities  characterized  by  an  intense 
redness,  paroxysmal,  aggravated  by  pendent 
position,  absence  of  intermittent  claudication, 
pain  brought  on  by  posture  and  swelling  of  the 
extremity,  temporary  and  induced  by  mechani- 
cal factors..  Etiologically,  this  condition  is  de- 
pendent upon  a vasodilatation  in  contrast  to 
the  vasoconstriction  phenomena  of  Raynaud’s 
disease.  The  studies  of  Raynaud  are  to  the 
effect  that  the  dilatation  in  this  disease  results 
from  sympathetic  paralysis.  Clinically,  the 
symptoms  are  often  restricted  to  the  radicular 
distribution  of  one  or  more  nerves  without, 
however,  the  presence  of  the  common  symptoms 
associated  with  interstitial  neuritis. 

.Schultes  described  certain  sensory  pheno- 
mena and  designated  the  clinical  entity  as 
acroparesthesia.  Associated  with  these,  sensory 
anomalies  were  vaso-motor  phenomena  such  as 
coldness  and  pallor  of  the  skin. 

Closely  related  to  the  above  conditions  is  a 
trophoneurosis  designated  as  scleroderma,  the 
characteristic  symptoms  of  which  are  localized 
edema,  sensory  disturbances,  joint  lesions,  in- 
duration of  the  skin,  pigmentation  and  vaso- 
motor disturbances. 

As  a result  of  vascular  shocks,  several  F rench 
investigators  have  referred  to  the  post-trau- 
matic condition  in  the  limbs,  characterized  by 
colorless,  lifeless  and  at  times  gangrenous  ex- 
tremities, under  the  caption  of  “Stupeur  des 
Arteries.” 

In  contrast  to  the  vaso-motor  or  trophoneu- 
roses, functional  in  their  nature,  your  atten- 
tion will  be  directed  to  several  organic  dis- 
eases of  the  vascular  system  in  contrast  to  those 
of  a neurogenic  nature.  While  such  an  arbi- 
trary distinction  between  the  neurogenic  and 
organopathic  is  made  for  purposes  of  presen- 
tation in  these  vascular  syndromes,  clinically, 
such  a strict  delineation  is  not  applicable.  In 
recent  years,  Weiss,  Van  Winiwarter  and  Buer- 
ger have  erected  clinical  entities  in  which 
symptoms  simulating  those  of  the  vaso-motor 
trophoneuroses  were  present,  but  dependent 
upon  complete  occlusion  of  the  arteries  or 
veins.  This  condition  carries  the  nomencla- 
ture of  thrombo-angitis  or  thrombo-phlebitis 
obliterans. 

The  active  causative  agent  of  this  condition 
cannot  be  definitely  stated.  Some  workers  be- 
lieve that  as  a result  of  the  ionic  imbalance,  a 


deposit,  resulting  in  localized  pathology,  takes 
place.  Other  workers  entertain  the  theory  that 
by  dynamics,  stasis  of  the  blood  current  acts 
as  an  exciting  agent  for  the  subsequent  throm- 
botic process.  Infectious  phlebitis,  closelj-  as- 
sociated with  typhoid  fever  and  other  infec- 
tious diseases,  resulting  in  thrombotic  foci, 
have  led  certain  workers  to  conclude  that  an 
early  localized  infective  phlebitis  or  arthritis 
is  essential  to  the  basic  pathology  for  thrombo- 
angitis  obliterans.  Sufficient  clinical  data  is 
now  at  hand,  based  upon  statistics  of  500  cases, 
that  tli i s disease  may  be  said  to  be  exceedingly 
prevalent  among  the  males  and  more  especially 
Hebrew  race. 

The  symptomatology  is  characterized  by  an 
obliteration  of  the  pulsation  distal  to  the 
thrombotic  area.  Pain  intensified  in  the  pen- 
dent or  elevated  posture  is  in  contra-distinc- 
tion to  that  observed  in  erythromelalgia.  The 
absence  of  pulsation  can  be  said  to  be  pathog- 
nomonic of  thrombo-angitis  obliterans,  thereby 
being  of  extreme  differential  value  in  differen- 
tiating this  condition  from  vaso-motor  dis- 
turbances characterized  by  Raynaud’s  disease. 

Redness  is  a constant  symptom  and  is  inten- 
sified by  the  placing  of  the  limb  in  a dependent 
position.  This  chromatic  reaction  disappears 
on  digital  compression  or  elevation  yielding  to 
ischemia.  Symptoms  of  intermittent  claudica- 
tion are  usually  present  and  at  times  associated 
with  a chronic  persistent  puffiness.  As  a re- 
sult of  the  occlusion  of  the  circulation  to  the 
extremity,  trophic  disturbances  are  frequently 
manifested,  such  as  ulcers  and  gangrene. 

Pathological  examinations  reveal  an  acute, 
inflammatory  lesion,  upon  which  there  are  de- 
posited miliary  giant  cells  and  a secondary 
stage  of  organization  and  healing.  Secondary 
to  this  organization  and  canalization,  a disap- 
pearance of  inflammatory  signs  takes  place. 
As  a result  of  this  fibrosis,  connective  tissue  is 
thrown  out,  resulting  in  a combining  of  the 
vascular  elements. 

In  contrast  to  the  above  organic  vascular  dis- 
ease is  that  of  arteriosclerosis  of  the  extremi- 
ties. resulting  in  gangrene.  While  the  onset 
of  thrombo-angitis-obliterans  is  sudden,  symp- 
tomatology in  the  vascular  sclerosis  is  gradual 
and  dependent  upon  systemic  pathology.  It 
may  be  said  that  with  few  exceptions  (pre- 
senile  arteriosclerosis),  this  condition  is  rarely 
found  prior  to  the  fifth  decade  of  life.  Ex- 
amination will  reveal  systemic  manifesta- 
tions of  a prolonged  hypertension.  Asso- 
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dated  with  this  condition  are  symptoms 
indicative  of  cardio-renal  disease.  The  local- 
izing symptoms  indicate  a gradual  oblitera- 
tion of  pulsation,  trophic  disturbances,  and 
inability  of  the  circulation  to  compensate 
for  excessive  demands.  Interference  with  the 
circulation  being  gradual  and  progressive,  gan- 
grene is  a natural  sequelae.  Of  diagnostic 
aid  is  roentgenograph ic  examination  revealing 
in  the  final  stages  organic  deposits  within  the 
vessel  walls.  Microscopic  examination  of  the 
vessel  reveals  a roughening  of  the  intima  with 
infiltration  of  the  connecting  tissue  with  small 
round  cells  and  a proliferation  of  the  elastic 
intima. 

Treatment. 

Treatment  must  of  necessity  be  directed 
along  lines  that  will  tend  to- remove  or  alleviate 
the  etiological  conditions,  whether  of  the 
neurogenic  or  organopathic  types.  As  Ray- 
naud's disease  is  held  to  be  a vasoconstrictive 
disease,  measures  should  be  instituted  to  cause 
a vasodilatation. 

The  nitrate  and  benzyl  benzoate  con- 
stitute our  main  therapeutic  armamentarium. 
Tenches  periarterial  sympathectomy,  a proce- 
dure consisting  in  decortication,  thereby  re- 
moving the  filamentous  sympathetic  elements, 
causing  a dilatation  and  the  establishment  of 
a compensatory  circulation  to  the  extremities, 
offers  good  results.  The  relation  between  the 
gastralgias  and  Raynaud’s  disease  is  of  diag- 
nostic value  and  more  especially  so  when  con- 
sidered in  the  light  of  surgical  reports  for  the 
relief  of  pain  by  vascular  decortication. 

Ladd  and  Gannon,  in  1920.  reported  a case 
of  exploratory  operation  for  gastralgia,  which 
they  subsequently  showed  to  be  the  result  of 
beginning  vascular  pathology  of  the  aorta,  re- 
lieved by  operative  procedure.  The  causal- 
gias,  which  were  formerly  held  to  be  the  result 
of  irritative  nerve  lesions,  were  shown  in  many 
cases  to  be  relieved  by  a stripping  of  the 
sympathetic  filaments  from  the  larger  vessels  in 
the  traumatized  area.  Painful  stumps  with 
their  alleged  neueromatous  formations  have 
been  relieved  by  Leriche’s  operation. 

Endocrinology  has  offered  but  little  explana- 
tion as  to  the  etiology  of  the  vasomotor  tropho- 
neurosis. The  administration  of  polyglandu- 
lar extract  is  stated  to  be  of  therapeutic  value. 
It  is  conceded  by  the  author  that  where  there 
is  a lowered  vascular  tone  adrenal  prepara- 
tions to  combat  the  general  vascular  asthenia 
are  of  value.  As  a general  therapeutic  measure, 


the  underlying  neuropathic  condition  should 
receive  consideration.  Physiotherapy  as  an 
adjunct  is  of  value  for  the  relief  of  local 
symptoms. 

Treatment  of  the  organic  or  demonstrable 
lesions,  as  a result  of  thrombo-angitis  obliter- 
ans and  arteriosclerotic  processes  of  the  vessels, 
involves  methods  to  establish  a compensatory 
circulation.  In  complete  occlusion  of  the  ves- 
sel, the  primary  indication  is  placing  the  ex- 
tremity at  rest,  instituting  methods  tending  to 
cause  a local  hyperemia.  Of  primary  import- 
ance is  position  and  thermotherapy,  tending  to 
increase  the  vascular  components.  Diathermy 
has  been  shown  to  be  of  extreme  value  in  induc- 
ing hyperemia.  In  case  to  be  cited,  relief  was 
afforded  by  this  procedure  only.  If  the  sup- 
position that  the  lesions  are  dependent  upon 
altered  viscosity  of  the  blood,  as  shown  by  the 
Hess  viscosimeter,  is  true,  the  treatment  as  out- 
lined by  Ivoga,  consisting  of  flushing  the  in- 
testinal tract  with  salt  solution  and  Ringer’s 
solution  through  a Rehfuss  tube  and  also 
sodium  iodide  intravenously,  are  of  value. 

The  author  now  desires  to  cite  a case  typical 
of  the  functional  or  vasoneuroses  and  one 
typical  of  the  organic  disease. 

Vasoconstrictive;  H.  R.,  white,  male,  age 
forty-five.  Referred  by  Dr.  Wm.  E.  C.  in  the 
spring  of  1919.  He  was  under  treatment  for 
gastric  disease,  and  had  had  an  operation  two 
years  previously  for  duodenal  ulcer. 

Locally  he  complained  of  indefinite  pains  in 
the  calves  of  the  legs  after  walking  a few 
blocks.  This  pain  ceased  when  patient  came 
to  a halt.  Examination  showed  Achilles  and 
patellar  reflexes  normal.  Skin  dry  and  pulsa- 
tion in  the  dorsalis  pedis  and  popliteal  arteries 
present.  Various  orthopedic  measures  were 
tried  for  the  relief  of  the  leg  pains  without 
much  effect.  During  the  following  winter, 
while  exposed  to  severe  cold  on  a hike,  the 
second  toe  on  the  left  foot  became  white  and 
painful.  This  was  followed  by  gangrene  of 
the  tip  of  the  toe  with  final  demarcation  and 
loss  of  part  affected,  also  cessation  of  the  pain. 
With  the  exception  of  the  indefinite  leg  pains 
nothing  unusual  occurred  until  the  summer  of 
1921,  when  the  little  toe  of  the  same  foot  be- 
came gangrenous.  About  one-third  of  the  toe 
finally  sloughed  off.  This  attack  was  accom- 
panied by  the  most  excruciating  pain  requiring 
morphine.  The  pain  was  most  marked  when 
the  foot  was  elevated.  Some  relief  was  ob- 
tained by  constantly  flexing  the  toes.  At  this 
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time  the  pulsation  in  the  distal  arteries  was  ab- 
sent. The  following  drugs  were  administered 
without  any  marked  effect : amyl  nitrite,  pilo- 
carpin,  sodium  iodide  and  the  extract  of  thy- 
roid gland.  A psychoanatysis  by  Dr.  Wm.  A. 
White  failed  to  reveal  a complex  or  any 
psychoneurotic  element.  The  patient  asserted 
that  there  must  be  a nervous  element  as  at  times 
he  could  run  up  stairs  without  discomfort  and 
again  there  would  be  pain  in  the  calves.  Sugar 
was  absent  from  the  urine  during  the  entire 
period.  Three  Wassermann  tests  were  negative. 
The  last  attack  occurred  in  the  winter  of  1922- 
23.  The  big  toe  nail-bed  Avas  the  site.  A 
crater  formed  under  the  nail.  The  condition 
became  prolonged  and  the  pain  was  very  se- 
vere. The  pulsation  in  the  dorsalis  pedis  and 
posterior  tibial  arteries  Avas  still  absent.  Pa- 
tient decided  to  submit  to  a Leriche  operation 
and  in  the  spring  of  1923  the  femoral  artery 
Avas  denuded  of  its  sheath.  The  day  follow- 
ing the  operation  the  secretion  in  the  nail  bed 
ceased  and  in  a few  days  the  crater  healed. 
On  palpation  two  days  after  operation,  pulsa- 
tion could  be  detected  in  the  dorsalis  pedis  and 
posterior  tibial  arteries,  and  they  haATe  re- 
mained pulsating  ever  since.  Patient  made  an 
uneAentful  recoA’ery  but  in  1924  patient  Avas 
operated  on  again,  this  time  for  gastric  ulcer. 
It  is  of  interest  to  note  the  relation  betAveen 
the  gastralgia  in  this  case  and  the  various  cir- 
culatory phenomena.  This  close  relation  be- 
tAveen  the  gastralsias  and  vascular  lesions  Avas 
commented  upon  bj7  Ladd  in  1920. 

Case  of  Organic  Lesion. 

M.  B.,  age  thirty-two,  male,  Polish  JeAv. 
After  having  exposed  both  feet  to  cold,  he  suf- 
fered from  cramps  in  both  legs  Avhich  disap- 
peared in  a day  or  tAvo.  A year  later  there 
Avas  a recurrence  of  the  pain.  These  indefinite 
pains  existed  for  several  years,  until,  in  1924, 
the  typical  symptoms  of  intermittent  claudica- 
tion came  on,  leading  him  to  try  ATarious 
methods  of  treatment,  but  without  avail. 
Finally,  about  five  years  after  the  onset  of  the 
disease,  prodromal  symptoms  of  gangrene  or 
trophic  disturbances  developed  in  the  big  toe 
of  the  right  foot,  the  toe  becoming  sAvollen 
and  red.  The  trophic  disorders  showed  them- 
selves under  the  nail  bed. 

Pulsation  was  absent  in  the  dorsalis  pedis 
and  posterior  tibial  arteries.  A decortication 
of  the  femoral  artery  Avas  done  without  relief. 

Three  months  later  patient  was  subjected  to 
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diathermy,  and  in  five  Aveeks  the  lesions  had 
disappeared.  The  pain  ceased  also. 
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CLINICAL  PSEUDO  BULBAR  PARALYSIS 
DUE  TO  INTRACRANIAL  HEMOR- 
RHAGE OF  THE  NEW  BORN. 

By  COURTNEY  EDMOND,  M.  D.,  F.  A.  C.  S., 
Clifton  Forge,  Va. 

In  presenting  to  the  Society  this  paper  I 
trust  an  apology  may  not  be  necessary  should 
the  subject  prove  predominantly  neurological. 
Oto-Laryngologv,  Ophthalmology  and  Neurol- 
ogy are,  indeed,  closely  allied.  At  any  rate, 
my  justification  might  easily  be  because  the 
patient  Avas  brought  to  me  for  a diagnosis. 

It  is  agreed  that  medical  case  histories  are 
of  great  importance.  Certainly  this  is  true  of 
the  folloAving,  Aihich  case  must  be  reported 
from  its  beginning  in  utero,  although  at  the 
present  time  our  patient  is  ten  years  of  age. 
The  mother,  a Avoman  of  large  skeletal  frame 
then  twenty  years  of  age,  remained  in  good 
health  throughout  the  pregnancy,  suffering  no 
falls  or  other  trauma.  There  Avas  one  mis- 
carriage before  and  one  after  the  birth  of  our 
patient  which  occurred  eighteen  months  sub- 
sequent to  marriage.  Another  child  Avas  born 
eight  years  later  which  is  iioav  an  attractive 
and  healthful  girl  of  four. 

Fetal  movements  Avere  felt  at  about  four 
and  a half  months  and  it  is  thought  con- 
tinued in  a normal  manner  to  term.  A 
corset  Avas  loosely  Avorn  the  first  seA*en  months 
and  then  an  abdominal  support.  The  moth- 
er, therefore,  in  obstetrical  parlance,  be- 
came a primipara  with  the  birth  of  our  pa- 
tient. The  parturition  Avas  of  the  dystocia 
type,  long  and  difficult,  but  without  instru- 
mental aid.  Labor  continued  for  seven  hours, 
the  physician  making  repeated  demands  upon 
the  mother  to  finish  the  act.  When  the  patient 
Avas  born  the  mother  Avas  so  exhausted  that 
she  became  unconscious  for  about  an  hour. 
Pituitrin  was  used.  The  head  was  born  last 
accompanied  by  severe  compression  and  con- 
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gestion,  producing  the  well-known  ‘‘blue- 
baby;’5  weight  seven  pounds;  development 
good.  It  is  stated  that  birth  traumatism,  caus- 
ing a large  occipital  hematoma,  so  greatly 
separated  the  bones  of  the  skull  that  remould- 
ing of  the  head  was  necessary. 

A feeble  cry  was  heard  two  hours  after  birth, 
and  movements  of  the  legs  are  recalled  a few 
days  later.  During  the  first  four  days  the  in- 
fant refused  to  nurse  and  convulsions  occurred 
at  frequent  intervals.  The  head,  and  parti- 
cularly the  left  eye,  turned  to  the  left  in  a 
violent  manner,  and  the  left  arm  and  left  leg 
would  simultaneously  draw  up  into  rigid  and 
cramped  positions.  The  patient  was  plainly 
in  a critical  state  and  no  encouragement  as  to 
life  was  given  or  expected.  At  this  juncture, 
convinced  of  an  intracranial  clot,  the  attend- 
ing physician  almost  cruelly  announced  that 
should  the  patient  live  it  would  become  “an 
idiot.”  This  expression,  even  today,  harrows 
the  mother’s  feelings. 

However,  when  the  patient  was  five  days  old 
it  began  to  nurse  and  the  convulsions  ceased. 
At  four  and  a half  months  she  sat-up  and  at 
sixteen  months  could  stand  unaided.  The 
deciduous  teeth  appeared  at  six  and  a half 
months. 

During  the  succeeding  twelve  months  im- 
provement  in  the  physical  condition  was  sur- 
prisingly constant.  But  it  was  noticed  that 
the  head  woidd  still  occasionally  fall  to  the 
left  and  that  the  left  arm  and  leg  would  con- 
tract in  the  manner  described.  The  patient 
Avas  now  weaned  and  put  on  Horlick’s  malted 
milk.  When  about  sixteen  months  old  whoop- 
ing-cough developed  and  gradually  reduced 
the  patient  to  slcin-and-bones — so  thin,  the 
mother  states,  that  the  intestines  could  be 
seen  through  the  impoverished  abdominal 
wall.  But  at  twenty-two  months  the  patient 
was  again  so  much  improved  that  she  seemed 
about  normal,  except  for  the  following:  Walk- 
ing had  not  begun  and  the  faculties  of  speech 
and  deglutition  were  plainly  defective.  The 
mother  had  used  the  epithet  “lazy  baby.” 
Walking  began  about  the  twenty-third  month. 
Up  to  this  time  there  had  been  slight  effort 
to  talk  although  the  words  “papa”  . and 
“mama”  could  be  vaguely  understood.  The 
patient  developed  the  habit  of  pointing  at 
things  with  a kind  of  grunt. 

AVhen  three  years  old  mild  weakness  of  the 
legs  attracted  attention  because  of  needless 
falling  and  skinning  of  the  knees.  The  legs 


would  give  away  in  a gradual  manner.  The 
left  leg  was  observed  to  be  smaller  than  the 
right,  which  discrepancy  continued  for  months 
insidiously  disappearing.  A slight  drooping 
of  the  left  eyelid  could  be  noticed  when  the 
patient  became  fatigued.  There  have  never 
been  epileptiform  seizures,  and  no  convulsions 
since  the  fourth  day.  Faint-spells  have  been 
complained  of  recently  which  the  mother  at- 
tributes to  approaching  puberty. 

Status  Praescns:  Patient  somewhat  under- 
nourished female,  ten  years  of  age;  weight 
seventy-eight  pounds:  height  five  feet  one 
inch;  blonde  type,  the  blue  eyes  being  alert  and 
expressive.  No  mental  enfeeblement.  The 
countenance  is  intelligent,  the  upper  half  of 
the  face  being  better  in  appearance  and  de- 
velopment; nostrils  a trifle  dilated;  upper 
teeth  and  lip  distinctly  protruding.  The 
low-er  jaw  and  lip  appear  a trifle  under- 
developed, the  lip  resting  just  posterior  to  the 
upper  incisor  teeth;  the  mouth  is  kept  partly 
open,  being  large  and  noticeably  wetted  with 
saliva,  demanding  frequent  Aise  of  handker- 
chief during  examination.  When  widely 
opened  it  is  quite  round.  The  speech  is  grossly 
abnormal,  being  a jumble  of  words  and  sounds 
of  nasal  quality  produced  as  if  directly  from 
the  larynx  unmodified  by  tongue  or  lips.  The 
breath  is  wasted  wdien  attempting  to  speak 
clearly.  The  larynx  is  normal.  With  deliber- 
ate effort  the  patient  can  fairly  well  pronounce 
the  vowels,  but  the  consonants  are  imperfectly 
produced,  particularly  the  so-called  explosives 
“p”  or  “b” — possibly  due  to  some  patency  of 
the  nares. 

Single  words  are  much  better  repeated  after 
the  physician  than  groups  of  words,  and  a fewr 
words  better  than  longer  sentences.  If  left  to' 
the  habitual  manner  of  speaking,  words  and 
sentences,  begun  with  hesitancy,  are  so  curi- 
ously enunciated  as  to  be  unintelligible.  Her 
parents  at  times  have  difficulty  in  understand- 
ing the  patient’s  deformed  conversation,  par- 
ticularly if  the  child  is  excited.  Her  manner 
of  laughing  is  so  sudden  and  grotesque  as  to 
frighten  those  unfamiliar  with  her  habits. 
The  patient  is  Avell  graded  at  school  and  reads 
aloud  from  book  in  a surprisingly  fluent  style 
considering  her  severe  handicaps.  The  tongue 
is  of  normal  appearance;  no  wrinkling  or 
visible  atrophy:  its  base  firmly  resists  tongue- 
depressor  (wffiich  excludes  paralysis  of  the 
stylohyoid  and  posterior  belly  of  the  digas- 
tric muscles  supplied  by  the  lower  facial 
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nerve).  The  tongue  can  be  protruded  straight 
forward  and  to  either  side  but  cannot  touch 
the  roof  of  mouth  or  upper  incisor  teeth  when 
mouth  is  open  (indicating  paralysis  of  the 
lingualis  superior). 

Patient  cannot  whistle  (suggesting  involve- 
ment of  fibers  from  the  hypoglossal  to  the 
facial  which  supply  the  orbicularis  oris). 
Upon  questioning  she  proudly  states  that  her 
little  four-vear-old  sister  can  whistle,  which 
statement  I have  verified.  (At  this  point  it 
is  interesting  to  diverge  and  quote  Gowers  as 
follows:  “The  orbicularis  oris  and  the  trans- 
verse muscles  of  the  front  of  the  tongue  have 
a functional  association  closer,  perhaps,  than 
any  other  two  muscles  in  the  body  equally  dis- 
tinct. Neither  can  be  put  in  action  without 
the  other”). 

The  lower-jaw  movements  are  defective  for- 
ward and  lateralward.  or  for  the  grinding  mo- 
tion. The  cutting  edges  of  the  upper  and 
lower  incisors  cannot  be  approximated  on  ac- 
count of  weakness  of  the  pterygoids,  although 
a wooden  blade  can  be  firmly  clenched  between 
the  molar  teeth.  The  lips  show  no  atrophy. 
The  palate  sags  and  when  touched  with  appli- 
cator feels  stiff  and  heavy,  movements  being 
sluggish  and  incomplete  and  the  reflexes  very 
difficult  to  obtain.  Sensation  is  not  abolished. 
The  masseter  reflex  is  exaggerated.  There  is 
conspicuous  difficulty  with  mastication  and  the 
fingers  can  be  observed  to  repeatedly  assist  in 
placing  food  between  the  teeth.  Occasional 
strangulation  occurs  with  regurgitation  of 
liquids  into  the  nose,  but  the  mother  lays  no 
stress  on  this  symptom.  The  legs  are  well  pro- 
portioned and  equal  in  size.  Pulse  74:  respira- 
tion normal;  ears  and  nose  negative;  taste  and 
smell  unimpaired;  eye-grounds  normal,  like- 
wise motility  and  muscle-balance;  pupils 
equal,  reacting  to  light  and  convergence;  no 
ptosis;  no  Rombergism,  or  special  gait,  as 
crossing  of  the  legs  when  walking;  no  spastic- 
ity; no  talipes,  the  feet  being  well  placed  on 
the  floor;  patellar  reflexes  equal  and  a trifle 
exaggerated;  the  plantar  reflexes  are  weak  and 
difficult  to  obtain,  the  soles  not  being  ticklish: 
AVestphaPs  paradoxical  foot  phenomenon  is 
present.  No  ankle  clonus.  The  following  re- 
flexes are  absent : Babinski,  Oppenheim,  Chad- 
dock  and  Gordon.  The  finger-to-nose-test 
shows  incoordination,  greater  on  the  right:  the 
heel-to-knee  test  is  well  performed;  no  adiado- 
kokinesis,  no  astereognosis;  the  fingers  are 
used  normally;  no  choreiform  or  athetoid 
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movements.  The  AYassermann  and  spinal  fluid 
tests  are  omitted. 

It  may  be  commented  that  this  case  is  dis- 
tinguished from  genuine  bulbar  paralysis  by 
its  important  history;  the  absence  of  con- 
spicuous degenerative  atrophy  in  the  weakened 
muscles;  the  course  of  the  psuedo-disease, 
which  is  not  progressively  worse;  the  preserva- 
tion of  reflexes  and  the  unaffected  respiration 
and  circulation.  In  the  several  text-books  at 
mv  command,  including  Diseases  of  Children, 
I can  find  no  reference  to  a similar  case  ex- 
tending from  birth  to  puberty.  It  is  true  that 
Gowers  under  the  heading  “Birth-palsy”  men- 
tions bulbar  symptoms  in  association  with 
others,  but  he  proclaims  no  such  syndrome. 
Perhaps  the  case  here  reported  might  with 
propriety  be  placed  in  this  category. 

In  contemplation  of  the  symptoms  here 
recorded  I am  aware  that  the  various  types  of 
“Little’s  disease,”  with  bulbar  symptoms,  come 
to  mind,  but,  upon  reflection,  the  resemblance 
is  slight.  “Little’s  disease,”  according  to  Little 
himself,  is  essentially  infantile  spastic  paraly- 
sis clearly  dating  from  birth,  and  not  the  vari- 
ous similar  affections  originating  during  in- 
fancy  and  later  showing  spasticity  and  plegia. 
In  the  case  here  mentioned  there  was  no 
paralysis  or  spasticity  of  the  upper  or  lower 
extremities  at  birth,  or  developing  latter. 
There  was  no  premature  birth,  or  abnormally 
small  infant  at  birth.  The  sitting-and-stand- 
ing postures  were  assumed  about  the  usual  age, 
although  the  walking  faculty  was  a little  de- 
layed. No  suggestion  of  the  cross-legged  or 
“scissors-gait,”  has  been  observed,  the  symptom 
so  characteristic  of  “Little’s  disease.”  Dr. 
Joseph  AA’all  states  that  in  “Little's  disease” 
those  reaching  adult  life  are  never  without  the 
tell-tale  evidences  of  spastic  paralyses. 

I have  on  occasions  carefully  observed  this 
child  when  roller-skating  or  romping  with 
playmates,  and  it  may  be  stated  that  there  is 
nothing  to  attract  the  physician’s  attention 
until  the  patient  attempts  to  talk,  when  his 
keen  professional  interest  is  at  once  aroused. 

Here,  then,  interesting  to  the  laryngologist, 
is  the  word-picture  of  a girl  ten  years  of  age 
with  intellect  unimpaired,  having  full  use  of 
arms  and  legs,  hands  and  feet,  who  to  all  out- 
ward appearances  moves  and  has  her  being  as 
other  children,  and  vet  is  sadly  bereft  of  the 
power  of  articulate  speech — the  one  trait  which 
so  conspicuously  removes  the  human  from  the 
lower  order  of  beings! 
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A MORE  SATISFACTORY  TREATMENT 
FOR  NARCOTIC  DRUG  HABITUATION.* 

By  W.  C.  ASHWORTH.  M.  D..  Greensboro.  N.  C. 

The  subject  of  my  paper,  A More  Satisfac- 
tory Treatment  for  Narcotic  Drug  Habitua- 
tion, lias  been  chosen  on  account  of  the  fact 
that  the  treatment  of  the  average  patient  suf- 
fering from  narcotic  drug  disease  is  a very 
difficult,  if  not  an  impossible,  undertaking. 

I have,  for  nearly  twenty  years,  been  en- 
deavoring to  formulate  a plan  of  treatment  for 
narcotic  drug  disease  that  would  be  satisfac- 
tory to  myself  as  well  as  to  the  patient.  I have 
endeavored  to  ascertain,  as  nearly  as  possible, 
a fundamental  cause  responsible  for  the  for- 
mation and  continuation  of  the  habit  of  my 
narcotic  drug  patients. 

I am  fully  cognizant  of  the  fact  that  a num- 
ber of  drug  patients  acquire  the  habit  solely 
on  account  of  dissipation,  or.  in  other  words, 
they  desired  the  euphoria  and  pleasurable 
stimulation  resulting  from  the  use  of  narcotic 
drugs.  I am  also  mindful  of  the  fact  that  the 
members  of  our  profession  are  also  responsible 
for  a number  of  narcotic  drug  patients.  It 
is  a lamentable  fact  that  we  are  sometimes  en- 
tirely too  quick  to  administer  a narcotic  drug 
in  lieu  of  other  remedial  measures  which 
might  require  a little  more  time,  but,  never- 
theless, be  satisfactory  to  the  patient  as  well 
as  to  the  attending  physician.  We  are  all 
familiar  with  the  ubiquitous  neurotic  who  ex- 
aggerates his  or  her  pains  and  is  constantly 
therefore  “camping  on  the  trail”  of  a physi- 
cian to  prescribe  some  drug  that  will  be  a 
panacea  for  pain.  I take  into  consideration 
the  fact  that  the  average  physician  is  so  busy 
endeavoring  to  solve  the  “bread  and  butter” 
question  that  he  frequently  has  neither  the 
time  nor  disposition  to  diagnose  infirmities 
from  which  the  neurotic  suffers  morning,  noon 
and  night.  We  are  also  mindful  of  the  fact 
that  narcotic  drugs  are  prescribed  for  the  re- 
lief of  pain  which  has  its  origin  in  some  dis- 
eased organ,  or,  in  other  words,  narcotic  drugs 
are  legitimately  prescribed  for  patients  who 
are  suffering  from  organic  diseases.  The  above 
class  of  cases  deserve  our  commiseration,  and 
we  have  many  times  wished  that  the  morphine 
could  be  obtained  for  this  class  of  cases  with- 
out the  restrictions  connected  with  the  rami- 
fications of  the  Harrison  Narcotic  Law,  which, 

*ReacI  by  title  at  the  meeting  of  the  Tri-State  Medical  As- 
sociation of  the  Carolinas  and  Virginia,  Richmond,  Va.,  Feb- 
ruary 18-19,  1925. 


at  the  present  time,  prevents  us  in  many  in- 
stances from  prescribing  for  this  class  of  pa- 
tients. 

Now  as  to  the  treatment  of  narcotic  drug 
habituations.  we  all  acknowledge  that  we  are 
confronted  with  the  most  perplexing  problem 
in  the  domain  of  our  professional  work.  It 
is  difficult,  in  the  first  place,  to  obtain  full  co- 
operation of  the  patient  and  prevail  upon  him 
or  her  to  be  subservient  and  remain  under  our 
immediate  surveillance  a sufficient  length  of 
time  for  the  completion  of  the  cure.  Of  course, 
the  etiology  of  the  habit  must  be  given  due 
consideration,  and  also  the  patient’s  mind 
must  be  disabused  of  any  doubts  as  to  the  effi- 
ciency of  our  treatment.  The  importance  of 
careful  study  of  the  personal  equation,  the 
temperament  and  the  idiosyncrasies  of  the  pa- 
tient cannot  be  over-estimated.  The  average 
drug  patient  does  not  necessarily  belong  to  the 
unwashed  element  of  society,  but  in  many  in- 
stances he  or  she  represents  the  better  class  of 
society.  Of  course,  we  recognize  the  fact  that 
a number  of  these  patients  are  neurotics  from 
the  beginning,  and  that  the  transition  from  a 
neurasthenic  condition  to  morphinism  is  a 
very  easy  procedure.  We  will  be  unfair  to 
our  drug  patients  if  we  do  not  fully  investi- 
gate their  ancestry  and  determine  for  our- 
selves whether  or  not  they  are  suffering  from 
hereditary  defects,  or  an  unstable  nervous  sys- 
tem. which  tends  to  invite  rather  than  repel  a 
habit. 

When  I am  confronted  with  a drug  patient 
and  am  undertaking  to  formulate  a plan  of 
treatment,  I can  scarcely  refrain  from  think- 
ing of  the  following  verses: 

“It  has  always  been  thus, 

From  childhood’s  hour, 

I have  seen  my  fondest  hopes  decay; 

For  I have  never  loved 
A tree  or  flower, 

But  what  it  was  first  to  fade  away.1’ 

I have  seen  so  many  of  my  pet  remedies  and 
treatments  signally  fail  in  the  treatment  of 
narcotic  drug  addiction  cases  that  I am  very 
reluctant,  or  rather  afraid,  to  call  the  atten- 
tion of  the  profession  to  new  remedies  or  an 
improved  treatment  for  drug  addiction  cases. 
I am  sure,  however,  that  the  profession  will 
be  tolerant  with  me,  since  most  of  us  have  had 
sufficient  experience  with  this  class  of  cases 
to  be  fully  convinced  of  our  limitations.  Of 
course,  it  is  necessary  to  differentiate  the  pains 
or  discomfort  of  malingering  drug  patients 
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from  real  pain  and  discomfort  which  naturally 
follows  in  the  wake  of  the  withdrawal  of  the 
'drug.  We  must  also  recognize  the  fact  that 
•the  narcotic  drug  user  is  a diseased  individual 
-and  that  certain  pathognomonic  symptoms  are 
associated  with  the  habit.  I often  state  to  my 
patients,  in  order  to  emphasize  the  above  state- 
ment, that  if  Jess  Willard  should  take  mor- 
phine for  six  months  he  would  be  a neuras- 
thenic and  have  all  the  classical  symptoms 
which  belong  to  the  average  morphine  patient. 

We  cannot  be  just  or  do  our  best  for  this 
class  of  cases  unless  we  constantly  bear  in 
mind  the  fact  that  they  are  suffering  from  a 
■diseased  mechanism  and,  therefore,  deserve  the 
•same  consideration  and  curative  treatment  as 
if  they  were  suffering  from  any  of  the  more 
common  diseases. 

The  treatment  for  narcotic  drug  habituation 
which  I am  using  at  the  present  time,  with 
comparatively  satisfactory  results,  is  the  ad- 
ministration of  allonal  in  sufficient  dosage  to 
produce  a state  of  twilight-sleep.  Of  course, 
the  dosage  must  be  varied  according  to  the 
•susceptibility  of  the  patient  to  the  drug.  I 
find  that  comparatively  few  untoward  symp- 
toms develop  as  an  aftermath  of  the  rational 
administration  of  allonal.  I naturally  pre- 
sume that  the  members  of  the  Society  are 
familiar  with  the  drug,  but  I doubt  if  any 
has  been  used  generally  in  the  treatment  of 
narcotic  drug  habituation.  I observe  that  the 
drug  tends  to  obtund  the  sensibilities  of  the 
patient  and  produce  an  oblivion,  which,  of 
course,  is  absolutely  necessary  if  the  drug  pa- 
tient escapes  the  much  dreaded  withdrawal 
symptoms.  The  allonal  treatment  seldom  dis- 
turbs the  muscular  co-ordination  of  the  pa- 
tient and  the  sleep  obtained  is  usually  refresh- 
ing and  free  from  the  nightmares  that  usually 
accompany  the  administration  of  most  hyp- 
notics in  the  treatment  of  narcotic  drug  dis- 
eases. The  impression  which  is  often  associ- 
ated with  medicines  of  this  class  (barbital)  is 
scarcely  noticeable.  Of  course,  it  is  of  the 
utmost  importance  for  the  patient  to  be  under 
the  immediate  observation  of  the  physician 
who  can  readily  regulate  the  dosage  in  con- 
formity with  the  symptoms  manifested  from 
time  to  time. 

Of  course,  allonal  is  not  .a  specific  for  nar- 
cotic drug  disease,  but  I believe,  from  an  ex- 
perience of  its  use  in  the  treatment  of  nearly 
fifty  cases,  that  it  is  probably  the  most  de- 


pendable drug  we  have  at  the  present  time 
for  the  relief  of  the  nondescript  symptoms 
which  accompany  the  withdrawal  of  narcotic 
drugs.  The  allonal  treatment,  as  compared 
with  the  hyoscine  method  of  treatment,  is  cer- 
tainly much  to  be  preferred,  since  the  drug 
is  comparatively  harmless  and  seldom  produc- 
tive of  cardiac  weakness,  and  the  arrest  of  the 
secretions,  which  is  exceedingly  disagreeable 
to  the  patient.  I have  observed  that  the  per- 
centage of  relapses  of  patients  who  have  been 
treated  with  hyoscine  is  usually  large,  on  ac- 
count of  the  fact  that  the  nervous  system  of 
the  patient  reacts  very  slowly,  and  as  a con- 
sequence he  or  she  usually  relapses  from  sheer 
weakness,  if  from  no  other  cause.  If  the  dos- 
age of  allonal  is  properly  balanced  I believe 
that  it  is  possible  to  cure  the  average  drug  pa- 
tient with  only  a negligible  amount  of  discom- 
fort. 

Of  course,  the  allonal  treatment  is  not  ap- 
plicable in  the  treatment  of  patients  who  are 
using  an  inordinate  amount  of  morphine.  In 
this  class  of  cases  I usually  reduce  the  dosage 
of  the  drug  to  one  or  two  grains  daily  by  the 
modified  Lambert  treatment  and  then  admin- 
ister the  allonal  treatment.  I find  that  the 
Lambert  treatment  is  usually  satisfactory,  pro- 
vided it  is  sufficiently  modified  to  enable  the 
patient  to  reduce  his  dosage  of  drug  without 
too  much  shock  to  the  nervous  system.  The 
withdrawal  of  the  last  residue  of  morphine  is 
usually  the  supreme  test  of  a treatment. 

I hope  to  be  able  to  report  a number  of  cases 
at  the  meeting  of  the  Society  next  year.  In 
the  meantime,  it  is  my  purpose  to  investigate 
from  every  angle  the  allonal  treatment,  with 
the  hope  that  I may  be  able  to  note  better  re- 
sults. 


MALIGNANCY  OF  THE  LUNG  FROM  THE 
CLINICAL  STANDPOINT.* 

By  C.  LYDON  HARRELL,  M.  D„  Norfolk,  Va. 

I use  the  term,  malignancy  of  the  lung,  in 
its  broadest  sense,  including  carcinoma,  sar- 
coma  and  Hodgkin’s  disease,  affecting  lung, 
pleura  and  glands. 

Primary  carcinoma  of  the  lung  is  very  rare, 
forming  about  1.5  per  cent  of  all  cancers  ac- 
cording to  Stevens.  Carmon  states  that  up  to 
May,  1917,  only  428  authentic  cases  of  cancer 
of  the  lung  had  been  reported,  but  lung  metas- 
tasis is  quite  common.  Of  the  cases  reporting  at 

*Read  before  Seaboard  Medical  Society,  at  Rocky  Mount, 
N.  C.,  December,  1924. 
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(he  tuberculosis  clinic  where  1 work  with  Dr. 
Grandy  and  others,  covering  a period  of  five 
years,  there  were  3.011  cases  examined;  only 
two  cases  were  diagnosed  as  having  malig- 
nancy of  the  lung,  one,  a while  woman,  age 
tiftv-five.  with  primary  cancer  of  the  breast 
metastasizing  to  the  lung;  the  other,  a colored 
woman,  age  sixty-eight,  probable  primary  can- 
cer in  lung,  reported  in  my  series.  Of  the  1,750 
cases  reporting  at  my  office  for  a chest  exami- 
nation (139  of  these  were  children  under 
twelve  years  of  age),  six  were  diagnosed  as 
having  a malignant  condition  of  the  lung.  Two 
were  probably  primary  carcinoma,  two  second- 
ary, and  two  cases  of  Hodgkin's  disease  with 
pulmonary  manifestation. 

Very  little  is  known  of  the  etiology  of  pri- 
mary cancer  of  the  lung,  except  that  those  who 
work  in  cobalt  mines  are  subject  to  it.  Accord- 
ing to  Osier,  primary  cancer  is  usually  confined 
to  one  lung,  while  secondary  cancer  is  most 
common  following  cancer  of  the  breast,  and  is 
usually  bilateral,  involving  lung,  pleura  and 
glands.  Hodgkin’s  disease  always  affects  the 
glands  of  the  mediastinum,  usually  bilateral, 
but  more  marked  on  one  side  than  the  other. 

The  most  common  symptoms  of  malignancy 
of  the  lung  are  pain  in  the  chest,  cough, 
dyspnoea,  general  weakness,  loss  of  weight  and 
hemoptysis.  The  cough  is  probably  one  of  the 
first  symptoms,  paroxysmal  in  nature,  and  at 
times  very  distressing,  growing  continually 
worse  as  the  growth  increases  in  size.  The 
cough  is  produced  in  a great  measure,  I be- 
lieve, by  the  pressure  of  the  tumor  and  glands 
on  the  bronchi  and  trachea. 

Pain  in  the  chest,  which  is  usually  confined 
to  one  side,  though  it  may  be  felt  beneath  the 
sternum  and  radiate  to  the  shoulder,  is  prob- 
ably the  next  earliest  symptom.  Like  the 
cough,  it,  too,  is  paroxysmal  and  at  times  very 
severe.  In  some  instances  it  is  pleuritic  in 
origin,  but  more  often  is  caused  by  pressure  of 
the  new  growth  on  the  nerve  supply.  The  pain 
also  increases  in  severity  as  the  disease  prog- 
resses and  as  the  tumor  increases  in  size. 

Dyspnoea  at  times  is  a most  distressing 
symptom,  caused  in  all  probability  by  pressure 
of  the  new  growth  on  the  bronchi  and  trachea. 
This  is  not  one  of  the  earliest  symptoms,  but 
when  it  does  appear  there  is  very  little  relief. 

Loss  of  weight  and  general  weakness  is  com- 
mon in  all,  I mean  both  in  primary  and  second- 
ary cancer  and  Hodgkin’s  disease.  Hemopty- 


sis is  quite  frequent,  occurring  in  four  of  my 
cases.  This  may  be  from  congestion  of  the  tis- 
sue surrounding  the  tumor  or  from  erosion  of 
small  blood  vessels. 

Looking  at  these  cases,  one  will  observe  a 
sallow  complexion,  with  a downcast  and  de- 
spondent expression.  They  seem  to  realize 
that  there  is  something  radically  wrong,  though 
they  have  not  been  told.  They  have  very  slight 
or  no  elevation  of  temperature,  slight  elevation 
of  pulse.  I refer  to  the  cases  in  the  early 
stage  before  the  mass  or  glands  have  increased 
much  in  size.  The  earliest  physical  sign  of 
pulmonary  metastasis  is,  according  to  Graver, 
“a  peculiar  limitation  of  breath  sounds,  es- 
pecially marked  during  inspiration,  covering 
a limited  area  of  the  chest.  This  may  or  may 
not  be  accompanied  by  fine  crackling  rales  dur- 
ing inspiration.”  He  also  states  that  these 
findings  may  be  observed  in  many  instances 
before  the  X-ray  findings.  A little  later  on, 
as  the  tumor  increases  in  size,  you  get  dullness 
or  a flat  note  to  percussion  over  the  growth, 
which  is  usually  at  the  lower  portion  of  one 
lung  in  back  or  between  the  vertebrae  and 
scapula.  If  there  is  no  fluid,  the  breath  sounds 
are  either  distant  or  may  be  tubular  in  type, 
accompanied  by  coarse  whistling  rales.  How- 
ever, the  physical  signs  in  the  case  of  a new 
growth  in  the  lung  are  not  very  characteristic 
in  the  early  stage.  We  have  to  rely  chiefly  on 
the  history  and  X-ray  findings.  If  there  is 
fluid,  aspirate;  if  bloody,  malignancy  may  be 
strongly  suspected.  The  X-ray  usually  casts 
a shadow  that  is  quite  characteristic  in  either 
condition. 

Malignancy  of  the  lung  must  be  diagnosed 
from  pulmonary  tuberculosis,  syphilis  of  the 
lung,  pleurisy  with  effusion,  abscess  of  the 
lung,  and  a few  other  less  frequent  diseases. 
In  tuberculosis  the  pain  and  dyspnoea  are  ab- 
sent, the  cough  is  milder  and  of  a hacking  type. 
The  lesion  in  tuberculosis  is  most  frequent  at 
the  apex;  the  dullness  is  only  slight  and  the 
rales  are  fine  and  moist.  That  of  malignancy 
is  usually  at  or  near  the  base  in  the  back.  The 
signs,  if  present,  are  those  of  a complete  con- 
solidation. The  rales  are  usually  coarse  and 
whistling  (obstructive  type) . Several  negative 
sputums,  with  a characteristic  X-ray  picture, 
usually  clear  the  diagnosis.  From  syphilis  of 
the  lung,  a careful  history,  negative  sputum, 
and  a positive  Wassermann,  with  an  X-ray 
picture  should  be  sufficient.  From  pleurisy 
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with  effusion,  a bloody  fluid,  without  the  his- 
tory of  injury  to  the  chest,  usually  means 
malignancy.  In  abscess  of  the  lung,  a char- 
acteristic profuse  expectoration  with  a fetid 
odor  is  present,  and  X-ray  picture  further  aids 
in  the  differentiation. 

Hodgkin's  disease  is  very  difficult  at  times 
to  differentiate  from  tuberculosis,  especially  in 
its  early  stage,  that  is.  before  the  mediastinal 
glands  are  involved.  Of  course,  you  have  your 
blood  picture,  which  is  considered  by  some  to 
be  fairly  characteristic  (not  accepted  by  all). 
The  only  positive  diagnosis  can  be  made  by  the 
removal  of  a gland.  Probably  Hodgkin’s  dis- 
ease should  not  be  considered  in  this  paper,  as 
it  has  not  been  regularly  classed  as  a malignant 
condition.  The  two  cases  I am  reporting  were 
of  a malignant  nature,  and  the  symptoms  were 
very  similar  to  those  of  cancer  of  the  lung. 

As  to  the  best  method  of  treatment  I know 
very  little.  The  records  do  not  show  a single 
case  of  cancer  of  the  lung  or  a case  of  Hodg 
kin's  disease  which  has  been  cured.  In  cancer, 
palliative  measures  are  all  we  can  expect  at  the 
most.  According  to  the  best  authorities,  this 
is  best  supplied  by  deep  X-ray  therapy  and 
massive  doses  of  radium,  either  directly  on  the 
chest  or  through  the  bronchoscope.  As  to 
Hodgkin's  disease,  all  the  writers,  that  I con- 
sulted, and  they  were  many,  claim  that  irradia- 
tion gives  the  best  result,  the  sooner  you  begin 
treatment  the  better.  Arsenic,  in  the  form  of 
cacodylate  of  soda,  and  iron  by  mouth,  nourish- 
in<r  food  and  rest,  I believe  to  be  very  essential. 

Following  is  the  record  of  the  cases  that 
came  under  1113-  observation : 

Case  1.  White  female,  age  sixty-seven.  Con- 
sulted me  in  July,  1918,  complaining  of  cough, 
pain  in  left  chest  and  hemoptysis.  She  gave  a 
history  of  having  her  left  breast  removed  by 
Dr.  Payne  two  j^ears  previously  for  cancer.  A 
radical  operation  was  done  with  complete  re- 
covery from  all  external  appearances.  She  has 
dullness  and  many  rales  over  lower  left  back. 
The  sputum  was  negative  for  TB.  Diagnosed 
as  metastastic  cancer  of  the  lung.  This  was 
confirmed  by  X-ray  a few  weeks  later.  The 
patient  grew  steadily  and  continuously  worse, 
and  died  November  16,  1918.  A few  weeks  be- 
fore she  died  she  developed  fluid  in  the  ab- 
dominal and  pleural  cavities,  which  had  to  be 
aspirated  several  times  to  relieve  shortness  of 
breath.  This  fluid  was  clear. 

Case  2.  White  female,  age  thirty-one,  mar- 


ried, two  children.  Was  first  seen  in  April, 
1920.  Had  a small  lump  on  left  breast  about 
the  size  of  a hickory  nut.  She  was  two  months 
pregnant  at  the  time.  I referred  her  to  a sur- 
geon. He  advised  her  to  watch  the  breast  and 
if  the  lump  continued  to  grow  or  to  cause  any 
symptoms  whatever,  to  return  at  once.  She 
did  not  return  until  August.  At  this  time  she 
was  complaining  of  pain  in  the  right  breast 
and  chest,  with  cough.  The  right  chest  was 
very  dull  throughout,  with  a few  marginal 
rales.  A diagnosis  of  cancer  of  the  breast 
metastasizing  to  the  lung  was  made,  confirmed 
by  X-ray.  Surgery  was  considered  out  of  the 
question,  so  she  was  referred  for  X-ray 
therapy.  Her  chief  symptoms  were  pain  in 
the  chest,  which  was  quite  severe,  cough,  short- 
ness of  breath  and  loss  of  weight.  In  a few 
weeks  fluid  collected  in  the  right  chest:  this 
was  aspirated  in  an  endeavor  to  relieve  the 
dyspnoea.  The  fluid  was  orange  colored,  tinged 
with  blood.  She  aborted  in  November  and  im- 
proved for  a short  while  following  delivery. 
She  soon  began  to  fail  again,  growing  con- 
tinually worse  until  she  died  in  June.  1921, 
about  fourteen  months  from  the  time  she  was 
first  seen. 

Case  3.  Colored  female,  age  sixty-eight.  Re- 
ported at  the  TB  Clinic  July  13,  1923.  Com- 
plained of  cough,  pain  in  left  chest,  shortness 
of  breath,  extreme  weakness,  loss  of  weight  and 
hemoptysis.  She  gave  a history  of  having  had 
grippe  in  the  early  winter  and  had  been  con- 
fined to  the  house  since.  Examination  revealed 
a very  thin,  emaciated  woman.  Pulse  108,  tem- 
perature 98.9.  The  lower  2/3  of  left  chest  was 
flat  to  percussion  throughout.  Tactile  and 
vocal  fremitus  were  diminished  over  the  same 
area.  There  were  a few  fine  rales  heard  at  left 
apex.  The  right  lung  was  hyper-resonant,  no 
rales,  and  the  heart  was  pushed  over  to  the 
right.  I made  a diagnosis  of  pleurisy  with 
effusion,  and  ordered  the  patient  to  the  hos- 
pital for  aspiration.  On  July  17,  1923.  I re- 
moved 800  c.c.  of  bloody  fluid  from  the  left 
chest.  My  diagnosis  was  changed  to  malig- 
nancy of  the  lung.  She  was  again  aspirated 
on  August  15,  removing  800  c.c.  of  bloody  fluid. 
Patient  grew  continually  worse  and  died  Octo- 
ber 12,  1923,  three  months  from  the  time  I 
first  saw  her,  about  a year  from  the  time  of 
her  illness.  I regret  that  no  autopsy  or  X-ray 
pictures  could  be  obtained,  but  in  all  prob- 
ability this  was  a primary  cancer  of  the  lung. 
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Case  4.  White  male,  age  sixty-rive.  First 
consulted  me  December  1(5,  1922,  complaining 
of  pain  in  lower  right  chest  and  small  part  of 
back,  worse  from  5 P.  M.  to  12  midnight. 

There  was  cough  with  slight  expectoration, 
no  blood.  His  past  history  was  of  no  conse- 
quence, except  he  had  contracted  a cold  about 
two  months  previously  and  has  had  cough 
with  pain  in  right  chest  since. 

There  was  no  history  of  loss  of  weight.  (1 
have  recently  learned  that  patient  was  injured 
in  breast  in  an  automobile  accident  about  two 
years  before  his  last  illness).  Examination  re- 
vealed a large  well-nourished  man,  weight  180 
pounds,  pulse  88,  temperature  98,  blood  pres- 
sure 122/80.  His  teeth  and  gums  were  badiy 
diseased.  The  heart  was  not  enlarged,  sounds 
were  distant,  no  murmurs,  regular,  but  slightly 
increased  in  rate.  The  chest  was  well-devel- 
oped, and  resonant  throughout,  except  for  a 
slight  area  of  dullness  from  angle  of  right 
scapula  to  base,  and  under  axilla.  There  were 
a few  stick  rales  heard  over  this  area  and  ex- 
tending as  far  forward  as  anterior  axillary 
line.  The  liver  was  not  palpated.  Urine 
showed  a slight  trace  of  albumin,  no  casts.  My 
impression  was  that  he  had  an  adhesive 
pleurisy,  probably  secondary  to  the  grippe  or 
mouth  infection. 

On  February  7,  1923,  two  months  after  he 
consulted  me,  patient  consulted  Dr.  Ranker.  At 
this  time  he  gave  a history  of  losing  a great 
deal  of  weight.  Cough  and  pain  in  right  chest 
was  growing;  continually  worse:  lie  had  been 
spitting  up  some  blood  for  past  ten  days.  His 
sputum  was  negative  to  TB.  Blood  AYasser- 
mann  negative.  There  was  an  area  of  dull- 
ness found  about  midway  the  back  on  the  right 
side  about  the  size  of  the  palm  of  the  hand, 
with  a few  coarse  rales  scattered  over  the  back. 
The  X-ray  showed  a very  dense  mass  in  the 
mediastinum  with  studded  areas  of  densitj^  in 
both  lungs,  more  on  the  right.  A diagnosis  of 
malignancy  of  the  mediastinum,  metastasizing 
to  both  lungs,  was  made. 

The  patient  took  X-ray  treatment  in  Norfolk 
and  Baltimore,  but  grew  continually  worse.  I 
saw  him  again  in  June.  He  was  suffering  severe 
pain  in  right  chest  and  dyspnoea.  Was  tak- 
ing morphia  constantly.  The  lower  two-thirds 
of  right  lung  was  dull  to  percussion.  He  died 
August.  1923.  about  ten  months  from  the  time 
he  was  first  taken. 

('axe  5.  White  male,  age  thirty-eight,  busi- 


ness man.  First  consulted  me  in  May,  1917, 
complaining  of  enlarged  glands  in  neck  and 
groin.  His  past  history  was  of  no  consequence, 
except  that  he  noticed  the  gland  in  his  groin 
about  a year  ago,  and  the  axillary  and  cervical 
glands  became  enlarged  about  six  months  ago. 
Family  history  negative. 

Examination  revealed  a slender,  fairly  well- 
nourished  man,  weight  150  pounds.  Tempera- 
ture and  pulse  normal.  The  blood  pressure  was 
110/70.  Tonsils  removed  at  fourteen  years  of 
age.  Teeth  in  good  shape.  Heart  and  lungs 
negative.  The  glands  in  the  groin  were  about 
he  size  of  an  egg,  firm  and  not  tender.  The 
cervical  and  axillary  glands  were  about  the 
size  of  a small  marble.  The  abdominal  glands 
were  not  palpable,  but  became  so  a little  later. 
The  testicle  on  the  right  side  was  absent  (prob- 
ably undescended).  Urine  negative.  Blood 
Wassermann  negative.  Blood:  HGB  80  per 
cent;  RBC  4,800,000;  WBC  14,000.  Polys.  54; 
small  lym.  36;  large  lym.  7;  eos.  3.  After  a 
short  study  I made  a diagnosis  of  Hodgkin’s 
disease.  One  of  the  cervical  glands  were  re- 
moved  and  referred  to  Dr.  Newcomb  for  ex- 
amination. He  reported  it  positive  for  Hodg- 
kin’s disease.  The  patient  was  then  referred 
to  Dr.  Hunter  for  X-ray  therapy.  He  was  also 
given  cacodylate  of  soda  and  iron  by  mouth  for 
two  months  twice  a year.  He  was  allowed  to 
continue  at  work,  but  advised  to  take  things 
easy.  He  took  X-ray  treatments  for  about 
two  months  in  each  six  months;  the  reactions 
were  quite  severe. 

About  the  first  of  June,  1921,  four  years  after 
I first  saw  him,  he  was  taken  quite  sick,  having 
contracted  a bad  cold  that  seemed  to  knock 
him  out.  He  had  not  taken  any  X-ray  treat- 
ments for  nearly  a year,  his  excuse  being  that 
the  reactions  made  him  so  sick  that  he  would 
scarcely  get  over  the  effects  of  one  before  it 
was  time  to  take  another.  The  glands  that 
gave  him  the  most  trouble  in  the  beginning 
were  the  deep  abdominal  glands;  consequently, 
most  of  the  raving  was  over  the  abdomen. 

About  the  middle  of  June  he  came  to  the 
office  complaining  of  weakness,  shortness  of 
breath,  cough  and  pains  in  left  chest.  (Pa- 
tient had  put  on  a great  deal  of  weight).  The 
heart  sounds  were  distant,  with  a pre-systolie 
murmur  heard  at  left  cartilage.  The  lower  two- 
thirds  of  left  chest  was  flat  to  percussion.  I 
inserted  a needle  and  drew  off  twenty  ounces 
of  cloudy,  blood  stained  fluid.  This  was  cul- 
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tured  and  found  negative.  A stained  smear 
was  negative  to  TB,  but  showed  a few  pus  cells 
and  many  lymphocytes.  He  was  put  to  bed. 
Blood  count  made  June  21,  1921,  showed  WBC 
5,950;  polys.  01;  small  lvm.  32:  RBC  4,100,000, 
HGB  63.  He  was  quite  sick.  I took  him  to 
Baltimore  to  consult  Dr.  Burnam.  After  going 
into  the  case,  he  advised  the  use  of  radium,  but 
refused  to  treat  him  until  the  acuteness  had 
subsided.  The  X-ray  showed  that  the  bron- 
chial and  mediastinal  glands  were  enlarged; 
apparently  the  superficial  glands  were  not 
causing  trouble.  He  had  to  be  aspirated  two 
or  three  times  to  relieve  dyspnoea,  and  the  last 
time  I removed  forty-eight  ounces  of  fluid.  He 
took  his  first  radium  treatment  July  1,  1921. 
After  this  he  showed  rapid  improvement.  He 
returned  to  light  work  in  September,  but  con- 
tinued to  consult  Dr.  Burnam  every  three 
weeks  for  a year. 

In  April,  1922,  he  had  another  little  flare-up, 
with  cough,  dyspnoea,  and  pain  in  chest.  A 
small  amout  of  fluid  collected,  but  did  not  re- 
quire aspiration,  disappearing  of  its  own  ac- 
cord. The  patient  was  examined  in  Baltimore, 
July  3,  1922,  and  reported  as  doing  well,  no 
evidence  of  disease  being  detected.  WBC 
7,600;  RBC  4,728,000;  HGB  94  per  cent.  The 
following  year  he  took  no  treatment  but  gen- 
eral care,  and  continued  at  work.  On  July 
4,  1923,  he  did  a hard  day’s  work  in  an  ice- 
house. This  seemed  to  start  things  up  again. 
I saw  him  a few  days  later,  when  he  appeared 
to  be  quite  sick,  and  had  a return  of  all  prev- 
ious symptoms.  He  had  a general  glandular 
enlargement  of  both  superficial  and  deep 
glands;  the  spleen  was  also  enlarged.  As  soon 
as  he  was  able  to  travel,  he  returned  to  Balti- 
more, but  was  refused  treatment.  He  grew 
continuously  worse  and  died  two  months  later, 
about  six  and  a half  years  after  I first  saw  him. 
a little  OA^er  seven  years  from  the  time  he  first 
noticed  glandular  enlargement.  He  responded 
well  to  X-ray  treatment  for  nearly  four  years, 
stopped  treatment  for  a year,  then  relapsed. 
Again  he  responded  well  to  radium  treatment 
for  two  years,  stopped  treatment  for  a year, 
then  relapsed. 

His  blood  picture  is  of  some  interest.  The 
leucocyte  count,  with  the  exception  of  the  first 
count  of  14.000,  ran  from  5 to  6 thousand. 
Polys.  60  to  70  per  cent;  small  lvm.  25  to  32 
per  cent;  large  lvm.  2 to  7 per  cent.  The  plate- 
lets ran  high,  from  70,000  to  532.000.  The 
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lowest  Avas  found  tAvo  weeks  after  he  had  taken 
a heaA'y  dose  of  radium. 

Case  6.  White  female,  age  thirty-three,  mar- 
ried sixteen  months,  no  children.  First  con- 
sulted me  March,  1922,  complaining  of  cough, 
expectoration,  pain  in  upper  left  chest  and 
shoulder,  general  weakness,  and  a rapid  loss 
of  weight.  Sputum  was  streaked  a few  days 
previously  and  patient  had  a lump  in  the  left 
neck.  Her  father  died  of  tuberculosis  one 
month  prior  to  this.  Mother  living  and  in 
good  health.  Her  past  history  was  of  no  con- 
sequence. She  had  been  working  in  a store  as 
a saleslady  up  until  the  time  she  Avas  taken 
sick,  December,  1921,  with  what  she  called  a 
cold;  had  general  malaise,  pain  in  back  and 
left  shoulder.  She  had  a Arery  sallow  com- 
plexion, an  expression  that  spelled  anxiety  and 
suffering.  The  finger  nails  were  markedly 
“clubbed.”  Temperature  98.3,  pulse  104,  weight 
143  pounds.  Her  regular  weight  was  169.  The 
cerA'ical  and  axillary  glands  Avere  slightly  en- 
larged, with  one  bunch  in  the  left  neck  about 
the  size  of  a lemon.  The  heart  Avas  negative: 
upper  left  chest  was  dull  to  percussion,  Avith 
resonance  impaired  to  base  in  back.  Breath 
sounds  indistinct,  Avith  a feAv  scattering  rales 
at  margin  of  lung  and  at  base.  The  right  lung 
Avas  hyper-resonant.  Sputum  negative  for  TB. 
Blood  Wassermann  negative.  RBC  4.200,000; 
WBC  17,500;  polys.  76;  small  lym.  19;  large 
lvm.  3;  eos.  2. 

X-ray  picture  shoAved  a dense  mass  about  the 
size  of  an  orange  in  the  upper  left  chest,  ap- 
parently attached  to  mediastinal  structures; 
other  glands  of  chest  were  slightly  enlarged. 
Removal  of  a gland  from  the  neck  for  exami- 
nation was  requested,  but  refused.  A diagnosis 
of  acute  Hodgkin’s  disease  Avas  made,  and  re- 
ferred for  X-ray  therapy.  She  responded  to 
X-ray  treatment  only  slightly,  although  the 
pains  Avere  slightly  relieved.  Her  blood  pic 
ture  remained  about  the  same.  WBC  18  to  20 
thousand:  polys.  66  to  78  per  cent;  small  lym. 
17  to  20  per  cent;  large  lym.  3 to  11  per  cent. 
The  blood  platelets  were  not  found  increased 
at  any  time. 

At  the  end  of  six  months  of  X-ray  treat- 
ment, her  superficial  glands  Avere  slightly 
smaller,  but  the  mass  in  the  chest  was  larger. 
Symptoms  Avere  worse,  that  is,  cough,  pain, 
shortness  of  breath,  expectoration  and  inability 
to  retain  food.  Her  weight  had  gone  from  140 
to  107  pounds. 
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In  December,  1922,  she  -was  referred  to  Dr. 
Burnam  for  radium  treatment,  at  which  time 
the  diagnosis  of  acute  Hodgkin's  was  con- 
firmed. The  first  radium  treatment  produced 
a severe  reaction,  and  a drop  in  WBC  to  9,450, 
but  this  soon  rose  again.  By  April,  four 
months  under  radium  therapy,  patient  had  put 
on  ten  pounds  in  Aveight  and  was  much  im- 
proved in  every  way.  Late  in  the  summer  she 
began  to  fail  again  and  gradually  went  down- 
hill. going  from  bad  to  worse  until  she  died 
in  January,  1924.  This  patient  ran  a high 
leucocyte  count  all  the  way  through  from 
17,000  to  22,000.  Her  small  lym.  were  low, 
16  to  20  per  cent.  Blood  platelets  were  not  in- 
creased at  a 113-  time. 

Analyzing  these  cases,  two  were  secondary 
cancer  of  the  lung,. two  were  probably  primary 
of  the  lung,  two  were  Hodgkin’s  disease,  with 
pulmonary  manifestation.  Only  one  of  the 
four  cases  of  cancer  was  under  sixty  years  of 
age.  The  two  cases  of  Hodgkin’s  disease  were 
between  thirty-three  and  thirty-eight  years  of 
age.  All  of  the  cases  gave  a history  of  cough, 
pain  in  the  chest,  shortness  of  breath,  general 
weakness  and  a rapid  loss  of  weight  when  the 
pulmonary  symptoms  began.  Four  of  them 
spat  blood  sometime  during  their  illness,  early7 
in  three  cases.  Four  of  them  had  fluid  in  the 
chest  which  required  aspiration;  three  had 
bloody  fluid.  In  the  secondary7  cancer  cases 
there  were  pronounced  physical  signs  on  both 
sides.  In  the  primary  cases  and  the  cases  of 
Hodgkin's  disease,  the  pronounced  signs  were 
confined  to  one  side.  Of  the  two  cases  of 
Hodgkin’s  disease,  one  was  acute  and  the  other 
chronic.  The  chronic  case  did  well  under  ir- 
radiation and  general  treatment  and  lived  over 
seven  years.  The  acute  case  ran  a short  course, 
a little  over  two  years,  according  to  her  his- 
tory. I judged  by  the  clubbed  nails  when  I 
first  saw  her  that  she  had  had  the  disease  for 
some  time.  Irradiation  did  her  but  little  good, 
except  for  short  periods  of  temporary  relief. 

I ask  for  a closer  study  of  these  cases,  en- 
deavoring to  make  a correct  diagnosis  as  early 
as  possible.  In  cancer,  for  the  prognosis,  there 
is  but  little  we  can  offer  as  y7et.  Surgery  may 
have  something  in  store.  In  Hodgkin’s  disease, 
with  an  early  diagnosis,  and  with  proper  care 
and  treatment,  I believe  their  usefulness  and 
longevity  may  be  greatly  increased. 

I wish  to  thank  Miss  Jessie  Franklin,  of 


the  Tuberculosis  Clinic,  and  Mrs.  W.  A.  King, 
of  my  office,  for  compiling  these  statistics. 
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ASPIRATION  OF  STEARATE  OF  ZINC 
POWDER  IN  INFANCY.* 

By  COURSEN  BAXTER  CONKLIN,  B.  S.,  M.  D., 
Washington,  D.  C. 

In  view  of  the  fact  that  this  form  of  acci- 
dent occurring  mostly  among  children  is  un- 
fortunately relatively  common,  cases  as  they 
occur  should  be  placed  in  medical  literature  so 
that  intelligent  action  may  be  taken  to  reduce 
their  frequency'.  A recent  report  by  a Com- 
mittee on  Accidents  from  Zinc  Stearate  ap- 
pointed by  the  Board  of  Trustees,  American 
Medical  Association,  as  printed  in  the  Jour- 
nal A.  M.  A.  March  7,1925,  showed  131  cases 
of  poisoning  with  21  per  cent  of  fatalities.  A 
group  study  was  made  by  Heiman  and  Asch- 
ner in  which  the  clinical  manifestations  oc- 
curring in  twelve  cases  were  summarized. 
From  their  observations  the  onset  in  every  case 
is  stormy  with  rapid  respiration  and  some 
cyanosis.  Asphyxia  may  occur.  One  patient 
died  within  twenty-four  hours  with  signs  of 
a fulminating  pnuemonia.  The  chest  upon  ex- 
amination revealed  diffuse  crepitant  rales. 
There  was  often  physical  evidence  of  an  exten- 
sive bronchopneumonia.  The  usual  history  ob- 
tained is  that  a child  is  given  a box  of  stearate 
of  zinc  to  play  with.  The  free  flowing  pow- 
der spilled  on  the  face  is  followed  by  inhala- 
tion. 

Meltzer  and  Kline  gave  a summary  of  their 
Avork  in  animal  experimentation.  The  pow- 
der Avas  passed  into  the  trachea  of  an  anesthe- 
tized dog  my  means  of  a sterile  rubber  tube 
with  a DeA-ilbiss  bulb.  The  dogs  generally 
seemed  ill  for  a day  or  two.  There  was  loss 

•Read  before  George  Washington  University  Medical  Society. 
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of  appetite  and  temperature  of  101°  to  105°, 
some  developing  a brassy  cough.  Three  dogs 
were  killed  three  days  after  insufflation ; two 
dogs  after  five  days;  one  dog  after  ten  days. 
The  lesions  resembled  a bronchopneumonia 
with  what  might  be  termed  an  interstitial 
pneumonitis.  An  interesting  discovery  was 
that  the  lesions  resulting  from  insufflation  of 
talcum  powder  were  found  to  be  the  same 
only  of  lesser  degree. 

Report  of  Case 

Baby  R.,  aged  fifteen  months,  at  5 P.  M.  ob- 
tained stearate  of  zinc  powder  which  was  loose 
in  a pasteboard  box.  The  uncle  of  the  child 
who  is  employed  in  a drug  store  had  brought 
the  powder  home  in  bulk.  When  seen  by  the 
parent  vast  clouds  of  the  powder  were  com- 
ing from  the  mouth  with  each  expiration. 
The  child  was  immediately  taken  to  a hospital 
where  its  mother  said  a stomach  tube  was  used 
and  she  was  then  advised  to  take  the  child 
home,  with  a statment  that  "it  would  be  all 
right/'  When  I was  called  the  child  was 
breathing  rapidly  with  the  typical  expiratory 
grunt  which  accompanies  pneumonia.  There 
was  marked  dyspnoea.  Despite  remedial  meas- 
ures death  occurred  at  midnight. 

Since  the  type  of  container  that  is  usually 
in  use  did  not  figure  in  this  case  it  would  seem 
that  the  organized  effort  toward  the  preven- 
tion of  these  accidents  should  be  directed  not 
only  toward  the  modification  of  the  present 
typical  containers  but  also  should  be  directed 
against  careless  handling  of  the  loose  sub- 
stance. 
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A SIMPLE  METHOD  FOR  ELEVATING 
THE  DEPRESSED  ANTERIOR 
METATARSAL  ARCH. 

By  BERNARD  H.  KYLE,  B.  S.,  M.  D„  F.  A.  C.  S„ 
Lynchburg,  Va. 

Numerous  patients  have  consulted  me  with 
reference  to  pain  and  discomfort  about  the 
ball  of  the  foot.  Examination  of  these  cases 
have  shown  that  they  were  suffering  either 
from  metatarsalgia,  Morton’s  neuralgia,  cal- 
lous warts  or  discomfort  in  this  region  of  the 
foot.  V lost  of  these  patients  were  wearing  an 


improper  type  of  shoe  or,  if  the  proper  type, 
the  shoe  did  not  fit  the  foot,  while  in  a few 
cases  no  fault  could  be  found  with  the  shoe. 
For  sometime  an  impression  of  the  foot  was 
made  on  cardboard  indicating  just  where  the 
lift  should  be,  and  from  this  an  oval  lift  was 
made  on  an  inner  sole.  It  was  found  necessary 
to  change  this  lift  frequently  as  to  height  and 
location,  obtaining  results  in  but  a few  cases. 
It  was  also  noted  that  such  appliances  placed 
inside  of  the  shoe  to  elevate  this  arch  threw  the 
dorsum  of  foot  against  the  shoe  causing  pres- 
sure in  this  region.  Finding  this  unsatisfac- 
tory a metal  bar  was  used,  one-eighth  of  an 
inch  thick  and  one-half  of  an  inch  wide,  which 
was  soon  found  not  to  give  enough  lift.  It 
was  difficult  to  hold  the  bar  in  place  and  it 
usually  ruined  the  shoe.  When  Jones  and 
Lovett's  Text-Book  on  Orthopedic  Surgery 
came  from  the  press,  a shoe  with  a metal  bar 
screwed  to  the  sole  was  observed  on  page  666, 
figure  665.  It  was  very  evident  that  if  this 
bar  was  of  the  proper  thickness  it  should  give 
the  proper  lift,  but  here  the  difficulty  arose 
of  having  such  a bar  at  hand  to  fit  all  sizes 
of  shoes  and  give  all  variations  of  elevation. 

The  idea  was  then  conceived  that  it  would 
be  a very  simple  matter  to  make  this  lift  of 
leather  and  fasten  the  same  to  the  sole  of  the 
shoe.  The  next  patient  who  came  into  the 
office  requiring  a lift  stood  in  the  proper  type 
and  properly  fitted  shoe.  A pencil  mark  was 
made  to  locate  the  head  of  the  first  metatarsal 
bone  on  the  inside  of  the  shoe  and  the  head 
of  the  fifth  metatarsal  on  the  outside  of  the 
shoe.  The  shoe  was  then  removed  and  these 
two  points  connected  by  a straight  Tine  on 


Sole  of  the  shoe  showing  shoe  wedge. 


the  sole  of  the  shoe.  This  line  of  course 
indicated  the  anterior  metatarsal  joint  line 
of  the  foot.  A line  was  then  drawn  posterior 
an  inch  and  a half  and  parallel  to  the  first 
line.  The  shoe  was  sent  to  the  shoe  repair 
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shop  where  the  lift,  as  shown  in  the  photo- 
graph, was  made  in  a very  short  time.  After 
the  lift  has  been  properly  designed  it  is  merely 
a triangular  wedge  which  prolongs  the  sole 
backwards  and  shortens  the  shank.  When  the 
shoe  is  placed  on  a perfectly  smooth  surface 
the  only  part  which  comes  in  contact  witlx 
the  surface  is  the  heel  and  apex  of  the  lift, 
the  sole  clearing  the  surface  at  the  toe  about 
one-half  of  an  inch.  It  is  very  important  that 
the  heel  be  perfectly  level  allowing  the  apex 
of  the  lift  to  touch  along  its  entire  border, 
thereby  preventing  any  rocking  or  unevenness 
in  waiking.  The  amount  of  the  lift  depends 
largely  on  the  comfort  of  the  patient  and  not 
infrequently  it  is  necessary  to  increase  or  lower 
the  lift  just  a trifle. 


Lateral  view  showing  shoe  wedge. 


When  the  patient  stood  in  the  shoe  the 
metatarsal  arch  was  elevated,  allowing  the 
toes  to  drop.  After  wearing  the  shoe  for  two 
days  the  patient  returned  relieved  of  all  dis- 
comfort. Such  a lift  has  been  used  on  about 
thirty  cases  with  good  results  in  all  cases. 
The  lift  may  be  used  for  the  following  condi- 
tions : 

F i rst,  Meta t a rsalgi a . 

Second.  Callous  under  anterior  arch. 

Third,  Fracture  of  the  toe. 

Fourth,  Paralytic  feet  with  depression  of  the 
anterior  arch  and  dorsally  flexed  toes  (selected 
cases). 

Fifth,  Following  operations  for  hallux  val- 
gus. For  the  latter  condition  I have  had  this 
bar  placed  on  the  shoe  prior  to  operation  and 
have  been  able  to  get  these  post-operative  cases 
up  and  allowed  them  to  walk  with  comfort  at 
the  expiration  of  the  third  week. 
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BILATERAL  TUBAL  PREGNANCY. 

Report  of  a Case 

By  W.  R.  BRACEY,  M.  D.,  Richmond.  Va. 

Very  few  cases  of  bilateral  tubal  pregnancy 
are  reported.  Jordan  and  Bigger  (Virginia 
Medical  Monthly,  May,  1925),  in  reporting 
a case,  state  that  only  about  twenty-seven 
cases  other  than  their  own  are  on  record.  Dr. 
Thomas  H.  Russell,  of  New  York,  tells  me 
lie  has  had  one  case. 

My  case  was  twenty-eight  years  of  age,  one 
child  live  years  old.  Onset  was  six  weeks  be- 
fore admission  to  hospital,  with  sharp  pains 
in  lower  right  quadrant  lasting  for  four  hours. 
These  attacks  were  first  one  week  apart,  later 
becoming  more  often  and  variable  in  duration. 
Patient  is  nauseated  and  feels  weak  after  the 
pain  begins.  She  had  a bloody  vaginal  dis- 
charge for  the  entire  six  weeks,  more  profuse 
at  some  times  than  at  others.  She  did  not 
complain  of  any  pain  in  the  left  side  (left 
lower  quadrant). 

There  was  no  history  of  having  missed  a 
menstrual  period.  The  right  tube  had  rup- 
tured. It  was  about  the  size  of  a duck  egg. 
containing  a well  organized  blood  clot.  There 
was  a large  amount  of  blood  with  clots  in  the 
peritoneal  cavity.  No  embryo  was  found  in 
the  clot  in  the  tube  nor  were  chorionic  villi. 
I think  they  probably  suffered  resorption. 
The  left  tube  was  size  of  an  egg,  the  blood  clot 
very  firm  and  organized.  This  was  not  rup- 
tured. The  clot  was  removed  and  was  conical 
in  shape.  The  embryo  and  chorionic  villi  were 
absent  in  this  also,  presumably  having  under- 
gone resorption  under  pressure  of  the  clot  and 
age  of  the  organization. 

The  right  tube  being  about  twice  the  size 
of  the  left  would  suggest  that  there  may  have 
been  some  difference  in  the  ages  of  the  two 
pregnancies.  The  ovaries  were  not  examined 
for  copora  lutea ; therefore,  I have  no  infor- 
mation as  to  whether  the  two  eggs  came  from 
one  or  both  ovaries. 

I presume  the  gestations  must  have  been  of 
about  ten  weeks’  duration,  as  the  symptoms 
had  been  present  for  six  weeks  before  opera- 
tion. It  seems  to  me  that  the  right  side  was 
the  older  in  that  it  was  ruptured  and  twice 
the  size  of  the  left. 
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REPORT  OF  A CASE  OF  FUSO-SPIRIL- 
LARY  INFECTION  WHICH  DEVELOPED 
DURING  ACTIVE  ARSPHENAMINE 
TREATMENT. 

By  JOHN  A.  HILLSMAN,  M.  D., 
and 

T.  LATANE  DRISCOLL,  M.  D., 

Richmond,  Va. 

One  of  us  reported  the  treatment  of  Vin- 
cent's angina  and  trench  mouth  with  the  in- 
travenous injection  of  tartar  emetic,1  at  which 
time  there  seemed  to  be  a very  definite  idea 
that  salvarsan  was  a specific.  At  variance  with 
that  view,  we  wish  to  report  a case  that  seems 
not  to  bear  out  such  theory.  In  confirming  our 
observations,  Sutton  reports  the  development 
of  Vincent’s  angina  during  active  "606”  treat- 
ment. Our  case  history  follows : 

Mrs.  H.,  white,  female,  age  twenty-eight, 
was  admitted  to  City  Jail  Hospital  at  Rich- 
mond, Va.,  for  treatment  as  a morphine  addict. 
Examination  at  the  time  was  negative  except 
for  carious  teeth  and  a positive  Wassermann. 
Patient  was  given  sudden  withdrawal  treat- 
ment. and  in  a few  days  put  on  old  arsphena- 
mine.  Three  decigrams  intravenously  were 
given  on  each  of  the  following  dates,  January 
17,  24,  31. 

On  February  1,  patient  reported  to  interne, 
complaining  of  intense  ear-ache,  sore  throat 
and  mouth.  Examination  at  this  time  revealed 
an  intenselv  swollen  face  on  the  right  side, 
swelling  extending  well  down  into  the  neck; 
Avhole  side  of  face  was'  exquisitely  tender,  ear 
drums  were  normal,  breath  extremely  foul, 
mucous  membrane  of  mouth  was  reddened, 
gums  were  spongy  and  inflamed,  with  recession 
from  the  teeth,  and  bleeding  spontaneously. 
Pain  on  opening  mouth  was  intense,  and  no 
examination  of  throat  was  possible.  Tempera- 
ture at  this  time  was  103  F.,  pulse  130,  respira- 
tion 18.  Cultures  for  diphtheria  wei’e  negative, 
but  smears  showed  upon  three  consecutive  ex- 
aminations the  bacillus  fusiformis,  and  spiro- 
nema  Vincentii. 

Recognizing  the  significance  of  the  develop- 
ment of  this  disease  during  salvarsan  treat- 
ment, further  investigation  was  made  bv  care- 
fully cleansing  of  the  mouth  and  applying 
locally  neo-salvarsan.  On  the  day  following, 
the  temperature,  pulse,  and  respiration  re- 
mained the  same,  face  and  neck  were  still 
markedly  swollen  and  tender,  ear-ache  still 
persisted,  and  the  mouth  was  in  much  worse 
condition,  with  dark  necrotic  areas  appearing. 


Teeth  were  loose  and  painful,  with  a very  foul 
breath.  Application  of  neo-salvarsan  was 
made.  That  afternoon  the  patient  had  a 
hemorrhage  from  the  mouth,  and  lost  about 
two  ounces  of  blood.  Fearing  to  try  salvarsan 
any  longer,  the  patient  was  given  5 c.c.  of  I 
per  cent  tartar  emetic  intravenously.  No  re- 
action was  noted.  On  the  following  morning, 
the  temperature  Avas  101  F.,  pulse  95,  respira- 
tion 18.  All  ear-ache  had  disappeared,  face 
and  neck  markedly  reduced,  and  tenderness  had 
disappeared  from  the  swollen  area.  Examina- 
tion showed  a mouth  well  on  the  road  to  re- 
covery. The  breath  was  not  so  foul,  mucous 
membranes  not  so  inflamed,  gums  not  so  boggy, 
and  no  bleeding.  Teeth  wrere  much  firmer  in 
their  sockets.  Throat  was. examined  for  the 
first  time;  tonsils  and  fauces  were  seen  to  be 
inflamed.  Cultures  from  the  tonsils  showed 
abundance  of  streptococci,  but  no  Vincent’s 
organisms. 

On  February  3,  patient  was  given  intra- 
venously 6 c.c.  of  1 per  cent  tartar  emetic  solu- 
tion. The  next  morning  again  showed  marked 
improvement  in  both  the  subjective  and  o - 
jective  symptoms.  On  February  4,  tartar  eme- 
tic was  given  in  dose  increased  to  7 c.c.  1 per 
cent  solution.  No  reaction  was  noted  and  the 
patient  steadily  improved. 

On  February  5,  tartar  emetic  was  given,  the 
dose  now  being  8 c.c.  of  the  1 per  cent  solution. 
Smear  taken  this  day  was  negative  for  Vin- 
cent's angina.  On  February  6,  10  c.c.  of  the 
1 per  cent  solution  was  given,  following  which 
the  patient  became  nauseated  but  did  not 
vomit,  and  was  faint.  One  c.c.  of  adrenalin 
(1 : 1 000 ) appeared  to  relieve  the  symptoms  im- 
mediately, but  patient  refused  to  take  any  more 
injections.  For  four  da}Ts  there  was  nothing 
done  for  the  mouth  and  examination  at  that 
time  revealed  a normal  mouth  as  far  as  Vin- 
cent’s angina  was  concerned,  and  all  smears 
wrere  negative. 

Summary 

Patient  developing  Vincent’s  angina  on  day 
following  third  injection  of  salvarsan  in  as 
many  Aveeks  does  not  speak  well  for  intravenous 
salvarsan  as  a cure  for  the  disease.  Local 
cleansing,  folloAved  by  application  of  neo-sal- 
varsan. did  not  bring  any  change  for  the  bet- 
ter in  this  case,  and,  further,  brings  suspicion 
on  salvarsan  as  a cure  for  Vincent’s  angina, 
either  locally  or  intravenously.  Rapid  im- 
provement of  this  case  coincident  with  the  in- 
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travenous  use  of  tartar  emetic  seems  to  point 
to  the  efficacy  of  this  treatment. 
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NON-INFECI IOUS  LEUCOCYTOSIS,  ITS 

SIGNIFICANCE  AND  TREATMENT.* 

By  G.  G.  HOWERY,  M.  D..  Christiansburg,  Va. 

In  presenting  this  most  important  subject,  I 
shall  endeavor  to  do  so  from  the  standpoint  of 
the  general  practitioner  rather  than  that  of  the 
laboratory  technician  or  internal  medicine  man. 

In  the  November,  1924.  issue  of  the  Medical 
Clinics  of  Xorth  America.  Dr.  O.  II.  Perry 
Pepper,  of  the  University  of  Pennsylvania, 
presented  a most  excellent  paper  on  Non-in- 
fectious Leucocvtosis,  and  to  him  I am  in- 
debted for  the  most  important  data  I have  been 
able  to  collect  on  this  subject. 

Lentil  recently  it  had  been  my  idea  that  leu- 
cocytosis was  only  to  be  associated  with  infec- 
tious processes,  and  not  until  it  was  brought 
very  forcibly  to  my  attention  in  non-infectious 
cases  did  I come  to  realize  that  it  was  possible 
to  have  a non-infectious  leucoci'tosis,  or  one 
of  traumatic  origin.  I hope  later  on  in  my 
paper  to  cite  a few  cases  which  will  illustrate 
my  point. 

Doubtless  we  will  agree  that  the  chief  func- 
tion of  the  leucocyte  is  that  of  protection,  but 
just  in  what  manner  this  protection  take-; 
place  has  not  been  definitely  explained.  We 
know  that  certain  infectious  processes,  es- 
pecially those  due  to  pyogenic  organisms,  will 
cause  a definite  increase  in  the  white  cell  count, 
provided,  however,  the  hosts  shows  sufficient  re- 
sistive power,  and  we  usually  explain  it  on  a 
chemical  basis,  i.  e .,  during  the  process  of  di- 
gestion by  the  organism,  a specific  enzyme  is 
elaborated  by  which  the  white  cells  are  drawn, 
especially  the  neutrophils,  but  when  we  find  a 
marked  leucocytosis  where  there  is  no  infection 
it  is  hard  to  explain  on  such  a basis.  What 
little  we  do  know  of  the  leucocytic  function 
suggests  that  it  is  protective  against  pathologic 
dangers. 

The  so-called  normal  leucocyte  count  of 
7.500  is  not  absolutely  constant,  and  is  subject 
in  a normal  individual  to  many  slight  varia- 

*Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Pulaski,  Va..  March  26-27,  1925. 
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tions  in  the  twenty-four  hours,  these  being 
known  as  physiologic  variations. 

Physiologic  leucocytosis  occurs  in  the  new- 
horn,  latter  weeks  of  pregnancy,  during  labor, 
during  digestion,  after  cold  baths,  etc.  It  is 
true  that  this  is  not  very  marked,  rarely  ex- 
ceeding 18.000.  and  much  help  may  be  gained 
by  a differential  count. 

In  the  new-born  infant  the  count  may  be 
over  20.000.  which  by  the  end  of  the  first  week 
has  settled  to  between  10,000  and  12,000.  Dur- 
ing labor  the  count  rises  abruptly  to  20,000,  or 
even  30.000,  dropping  to  normal  within  a few 
days  in  uncomplicated  cases. 

Lcucocj’tosis  may  result  from  disturbed  blood 
flow  or  from  altered  blood  volume,  and  this 
may  in  the  final  analysis  be  the  mechanism  by 
which  many  of  the  physiological  leucocvtoses 
are  produced.  The  leucocyte  count  will  be  in- 
creased bv  slowing  of  the  blood  stream  whether 
due  to  local  stasis  or  to  failure  of  the  general 
circulation.  Severe  acute  circulatory  failure, 
coronary  thrombosis,  and  paroxysmal  tachy- 
cardia may  be  accompanied  by  a leucocytosis. 

A great  variety  of  organic  substances  are 
known  to  produce  leucoc}Ttosis,  very  slight  in 
most  instances,  but  worthy  of  note.  Included 
in  this  list  are  such  substances  as  the  following: 
Adrenin,  nuclein,  collargol,  turpentine,  cam- 
phor, antipvrin,  phenacetin,  digitalis,  pyradon, 
pyrogallol,  benzol  derivatives,  arsphenamin 
and  long  continued  chloroform  narcosis.  Leu- 
cocytosis may  also  occur  in  certain  diseased  con- 
ditions in  which  there  is  apparently  no  infec- 
tion present  as,  for  example,  uremia,  also  the 
occurrence  of  a leucocytosis  following  an  ap- 
parently clean  operation  which  might  cause  un- 
necessary worry  unless  its  real  nature  was  ap- 
preciated. 

This  slight  leucocytosis  following  an  opera- 
tion might  apppear  quite  considerable  if  there 
had  been  a normal  count  recorded  previous  to 
the  operation. 

Another  type  of  leucocytosis,  non-infectious 
in  character,  appears  after  a hemorrhage,  es- 
pecially that  following  a hemorrhage  into  the 
peritoneum,  the  pleura,  the  intradural  space  or 
a joint  cavity;  in  such  cases  the  count  may  rise 
to  20,000  or  30,000.  The  peak  is  reached  in 
about  ten  hours  after  the  hemorrhage  and  per- 
sists four  or  five  days.  From  a practical  point 
of  view  the  hemorrhage  into  the  peritoneal 
cavity  is  probably  the  most  important. 

In  twenty-eight  cases  of  ruptured  ectopic 
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pregnancy  reported  by  Wright  and  Livingston, 
the  average  leucocyte  count  during  the  first 
day  was  found  to  be  20,000;  and  it  will  take 
but  an  instant  to  appreciate  how  readily  such  a 
count  in  a case  of  an  acute  abdominal  condition 
might  lead  the  physician  or  surgeon  to  an 
erroneous  diagnosis,  mistaking  the  real  condi- 
tion for  one  of  an  acute  intra-abdominal  infec- 
tion. So  also  is  the  importance  of  the  leucocy- 
tosis  which  seems  to  be  a constant  accompani- 
ment of  an  intradural  hemorrhage.  Wright 
and  Livingston  go  so  far  as  to  say  that  the 
absence  of  a leucocvtosis  in  a case  with  cranial 
injury  excludes  the  possibility  of  fracture  at 
the  base  of  the  skull. 

In  the  various  forms  of  post-hemorrhagic 
leucocvtosis.  it  appears  that  the  degree  of  leu- 
cocytic increase  is  not  always  proportional  to 
the  amount  of  bleeding.  The  counts  which 
occur  in  a moderate  amount  of  intradural 
hemorrhage  are  far  higher  than  those  occurring 
in  a massive  external  hemorrhage.  In  external 
hemorrhage  it  would  seem  that  the  actual  loss 
of  blood  must  be  the  determining  factor, 
although  an  element  of  absorption  from  the 
point  of  bleeding  may  be  present. 

On  the  other  hand,  the  higher  counts  from 
bleeding  into  a serous  space  Avould  seem  to  be 
due  largely,  if  not  wholly,  to  the  absorption  of 
some  substance  stimulating  the  formation  of 
leucocytes.  Certainly  these  cases  of  leucocy- 
tosis  that  occur,  for  example,  in  intraperitoneal 
bleeding,  are  true  leucocvtosis  in  the  sense  that 
the  young  immature  cells  enter  the  blood. 

While  on  the  subject  of  non-infectious  leu- 
cocvtosis,  it  will  be  well  to  mention  that  we  find 
some  increase  of  leucocytes  in  tubercular  men- 
ingitis. neoplasms,  and  in  terminal  or  agonal 
states:  most  of  these  however,  are  of  very 
moderate  degree. 

The  differential  count  should  not  be  over- 
looked. as  the  importance  of  leucocvtosis  cannot 
be  fully  estimated  without  observing  the  differ- 
ential count.  This  is  especially  true  in  the 
differentiation  of  the  infectious  from  the  non- 
infectious  leucocvtosis,  such  as  we  are  now  con- 
sidering. In  a clear-cut  case  of  active  infection 
where  one  count  has,  for  example,  been  15.000 
cells  with  85  per  cent  of  them  neutrophils,  a 
later  count  of  20.000  may  need  no  differential 
count  to  reveal  its  full  significance.  On  the 
other  hand,  there  are  many  instances  in  which 
a very  slight  leucocvtosis  with,  however,  a 
markedly  increased  percentage  of  neutrophils. 


may  be  far  more  indicative  than  a higher  total 
count  with  a normal  or  almost  normal  differ- 
ential picture. 

Physiologic  leucocytosis  is  often  not  asso- 
ciated with  any  change  in  the  differential  count, 
while  the  reverse  is  the  case  where  infection  is 
the  cause  of  a leucocytosis.  It  then  should  be 
clear  that  a differential  count  should  be  made 
in  every  case  of  leucocytosis  even  to  a slight 
degree. 

With  increasing  knowledge  of  the  specific 
function  of  the  various  forms  of  leucocytes,  we 
may  better  understand  the  meaning  of  one  of 
the  other  forms,  and  above  all  it  should  remain 
firmly  fixed  in  our  minds  that  it  is  not  always 
of  an  infectious  origin,  as  it  may  occur  from 
a variety  of  other  causes. 

Before  entering  upon  discussion  of  the  cases, 
I want  to  offer  an  apology  for  considering  the 
treatment  of  these  cases  in  a paper  of  this  na- 
ture. but  in  view  of  the  fact  these  patients  were 
in  extremis  and  the  results  were  so  favorable, 
I have  thought  it  would  be  of  interest  to  at 
least  some  of  you  to  have  a brief  review  of  the 
treatment,  etc. 

The  following  cases  were  handled  surgically 
bv  Dr.  A.  M.  Sho waiter,  at  the  New  Altamont 
Hospital.  Christiansburg,  Ya. : 

Case  Xo.  632. — Airs.  A.  T„  age  forty-four, 
married,  housewife.  Admitted  F ebruary  9, 
1925;  discharged  March  4.  1925.  Admitted  in 
a severe  state  of  shock,  with  a blood  pressure 
of  55  S.,  and  50  D..  and  with  a history  of  hav- 
ing been  suddenly  awakened  at  3 A.  M.  on 
above  date  with  a severe,  stabbing  pain  in  left 
lower  abdomen.  Rapidly  became  worse,  and 
was  brought  to  the  hospital  at  2 P.  M..  on  the 
same  date.  A blood  analysis  at  9 :30  A.  AT. 
showed  16.800  white  cells,  4 per  cent  small 
lymphocytes,  1 per  cent  large  lymphocytes,  1 
per  cent  transitional,  arid  94  per  cent  polynu- 
clears.  At  3 P.  AT.,  one  hour  after  admission, 
white  cells  were  18,000,  small  lvmphos.  6 per 
cent,  transitional  1 per  cent,  and  polvs.  93  per 
cent.  At  4 P.  AI.  patient  was  given  500  c.c.  of 
undiluted  blood,  intravenously,  and  the  blood 
pressure  raised  to  95  S.  At  7 :30  P.  AI..  when 
she  was  operated  on  under  local  anesthesia,  the 
bleeding  points  were  ligated,  mass  removed, 
corroborating  initial  diagnosis  of  ruptured  left 
ectopic  pregnancy.  Normal  salt  solution  was 
given  intravenously  during  the  latter  part  of 
operation,  when  a small  amount  of  ether  also 
was  used.  Immediately  following  the  opera- 
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tion,  750  c.c.  of  blood  was  {riven  by  transfusion. 
Patient  rapidly  improved  following  the  second 
transfusion,  and  made  an  uneventful  recovery. 
The  blood  analysis  on  the  19th  of  February, 
ten  days  later,  showed  a white  cell  count  of 
7,800,  with  16  per  cent  small  lymphos.,  2 per 
cent  large  lvmphos.,  4 per  cent  transitional, 
and  78  per  cent  polys. 

Case  Xo.  504. — Miss  I.  M.,  age  twenty-three, 
single.  Admitted  July  5,  1924,  and  dismissed 
July  17.  1924.  She  was  admitted  with  a diag- 
nosis of  ruptured  right  ectopic  pregnancy. 
Blood  pressure  100  S.,  60  I).,  with  a history  in- 
dicating that  she  was  feeling  as  well  as  usual 
until  4 P.  M.  of  July  4,  when  she  was  taken 
with  a severe  pain  in  the  right  lower  abdomen, 
followed  by  an  extreme  state  of  shock,  although, 
as  physical  examination  indicated,  she  had 
somewhat  reacted  at  the  time  of  admission  into 
the  hospital.  A blood  test  on  admission,  eigh- 
teen hours  after  initial  attack,  showed  17,000 
white  cell  count,  but  no  differential  count  was 
made  in  this  case.  Operation  under  ether  anes- 
thesia at  1 :50  P.  M.  corroborated  diagnosis ; 
mass  was  removed,  and  all  bleeding  points 
ligated.  No  further  examination  was  made  of 
the  blood  while  patient  Avas  in  the  hospital, 
though,  like  the  former  case,  she  made  a rapid 
and  uneventful  recovery. 

Case  Xo.  592. — Master  C.  S..  age  thirteen, 
single,  school  boy.  Admitted  to  the  hospital 
November  25,  1924,  and  dismissed  December 
11.  1924.  Admitted  7 P.  M.,  November  25,  un- 
conscious and  paralyzed  completely  on  left  side, 
with  a considerable  discoloration  oATer  both 
eves,  and  a fluctuating  mass  over  right  parietal 
region  of  scalp.  History  indicated  that  at  4 
P.  M..  November  25,  1924,  he  Avas  found  lying 
unconscious  in  the  road  not  far  from  home,  ap- 
parently having  been  throAvn  by  a horse  he  had 
been  riding.  Analysis  showed  the  white  cell 
count  Avas  20.000  on  admission,  7 per  cent  small 
lymphos.,  1 per  cent  large  lymphos.,  and  92 
per  cent  polys.  Spinal  fluid  test  shoAved  white 
cell  count  of  750,  red  cell  count  12,400,  and  a 
positive  globulin.  A diagnosis  of  fracture  of 
the  right  parietal  bone  Avas  made,  Avith  a sub- 
dural hemorrhage.  Operation  under  ether 
anesthesia  Avas  made  at  9 :15  P.  M.,  on  the  above 
date,  Avhen  the  clotted  blood  Avas  remo\red. 
Wound  was  closed  Avith  drain  beneath  the  dura 
and  also  betAveen  the  dura  and  skull.  Patient 
made  an  uneventful  reeoArery.  there  being  no 
further  blood  tests  made. 


Case  Xo.  633. — Master  P.  L.,  age  sixteen, 
single,  male.  Admitted  February  15,  1925, 
and  dismissed  March  11,  1925.  Patient  was 
admitted  to  hospital  at  3 :30  P.  M.,  Avith  a 
history  of  being  shot  at  2 P.  M.  by  another 
man,  incident  to  a “drinking  spree.”  Records 
do  not  shoAY  what  the  blood  pressure  Avas  at 
this  time,  as  the  patient  Avas  in  an  extreme 
state  of  shock,  and  Avas  vomiting  blood  at  fre- 
quent intervals.  A blood  test  made  on  ad- 
mission showed  white  cell  count  of  19,500,  10 
per  cent  small  lymphos.,  1 per  cent  large 
lymphos.,  1 per  cent  transitional,  and  88  per 
cent  polys.  Four  days  later  blood  test  Avas 
made,  with  a white  cell  count  of  6,300,  23  per 
cent  small  lymphos.,  3 per  cent  large  lymphos., 
2 per  cent  transitional,  and  72  per  cent  polys. 
Patient  was  operated  on  under  ether  anesthesia 
at  7 :30  P.  M.,  on  date  of  admission,  and  Weed- 
ing points  ligated  and  openings  closed,  Avhich 
operation  revealed  the  fact  that  the  bullet  had 
passed  through  the  left  lobe  of  the  liver,  cut- 
ting  one  of  the  hepatic  Areins  near  the  inferior 
vena  cava,  then  passed  through  the  lobus  spi- 
gelii,  cutting  a hole  in  the  pyloric  end  of  the 
stomach,  passing  between  the  aorta  and  in- 
ferior Arena  caA^a,  cutting  one  of  the  Areins  of  the 
right  kidney,  then  passing  out.  Patient  was 
ghren  salt  solution  intravenously  during  opera- 
tion, and  750  c.c.  of  blood  by  direct  transfusion 
method  immediately  after  operation.  Patient 
made  an  uneA'entful  reeoArery,  except  that  the 
abdominal  wound  healed  rather  slowly,  and 
was  discharged  March  11,  1925. 

Conclusions 

As  far  as  the  above  reports  show,  there  Avas 
a marked  increase  in  the  white  cell  count  im- 
mediately following  the  injury;  none  of  these 
cases  were  infected;  and  in  those  cases  where 
the  blood  tests  Avere  followed  up,  a marked 
reduction  occurred  in  all  instances,  thus  corro- 
bating  the  idea  that  a leucocvtosis  with  a high 
polynuclear  count  may  come  from  some  other 
oause  than  infection. 


DIET  DURING  PREGNANCY.  ESPECI- 
ALLY ITS  MODIFICATION  IN  THE 
PREVENTION  OF  TOXEMIA. 

By  W.  I.  PRICHARD,  A.  B.,  M.  D.,  Petersburg,  Va. 

That  a purely  physiological  process  should 
so  frequently  develop  serious  and  distressing 
pathological'  phases  is  one  of  the  unsolved 
problems  in  scientific  medicine.  We  conclude 
that  it  must  be  one  of  the  penalities  Avomen 
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pay  for  having  ascended  so  high  in  the  scale 
of  evolution. 

Toxemia  is  a term  which  has  obtained  very 
general  usage,  though  little  is  known  about 
the  condition  it  represents.  It  is  generally  ac- 
cepted to  mean  that  the  blood  contains  toxins 
or  poisons,  but  their  nature  we  do  not  under- 
stand. These  toxins  are  supposed  to  be  the 
result  of  deficient  or  abnormal  general  meta- 
bolism, or  morbid  processes  occurring  in  spec- 
ial organs,  as  the  liver,  the  kidneys,  the  thy- 
roid; again,  the  poisons  are  supposed  to  come 
from  the  fetus  or  the  placenta,  a deranged 
chemism  occurring  here.  As  a result  of  the 
deficient  action  of  some  organs  of  the  body, 
for  example,  the  liver,  the  kidneys,  the  thy- 
roid, and,  perhaps,  some  of  the  ductless  glands, 
these  poisons  are  retained  in  the  body,  or  they 
are  not  sufficiently  oxidized  or  changed  as  to 
be  rendered  harmless  and  eliminable. 

Such  is  the  general  theory  of  etiology. 
To  explain  why  and  how  these  changes  origi- 
nate there  are  other  theories,  but  a discussion 
of  these  is  not  within  the  scope  of  this  paper. 

The  writer  desires  to  review  some  general 
features  concerning  diet  during  pregnancy,  and 
diet  as  related  to  the  toxemias  met  with  in 
pregnancy,  which  are  wholly  caused  by  the 
pregnant  state;  namely,  that  of  the  earlier 
part,  or  hyperemesis  gravidarum,  and  the  lat- 
ter part,  eclampsia — more  especially  as  related 
to  the  early  pre-eclamptic  state. 

In  prenatal  work  there  is  no  subject  of 
greater  practical  importance  than  the  nourish- 
ment of  the  pregnant  woman.  Yet,  appar- 
ently. nobody  until  very  recent  years  has  given 
the  subject  any  definite  thought. 

There  are  reasons  for  believing  that  the 
appetite  of  the  ordinary  healthy  human  being 
is  a reasonable  guide  to  the  selection  of  his 
food.  The  question  naturally  arises:  “Does 
pregnancy  so  alter  the  conditions  of  the  body 
that  the  appetite  of  the  individual  is  no  longer 
a safe  guide?” 

In  reviewing  the  literature  on  tins  subject 
one  does  not  find  any  record  of  a systematic 
study  by  our  obstetrical  clinics.  Until  the  larger 
clinics  direct  their  attention  to  this  matter,  our 
ideas  on  this  important  subject  must  be  de- 
rived, in  the  greater  part,  from  the  physiolo- 
gists and  their  animal  experimentations.  By 
animal  experimentation  we  are  able  to  study 
the  various  phases  of  metabolism  in  pregnancy, 
because  of  the  shorter  duration  of  pregnancy 


in  animals,  and  because  it  is  possible  to  keep 
an  animal  on  a fixed  diet  throughout  the  en- 
tire period. 

There  is  a similarity  of  conditions  between 
the  human  and  the  animal  during  pregnancy; 
for  instance,  the  dog  has  the  same  period  of 
negative  metabolism  and  vomiting  is  not  in- 
frequent. The  question  is  often  asked : Do 
dogs,  rabbits,  rats,  etc.  require  more  food  dur- 
ing pregnancy?  According  to  the  physiolo- 
gists, they  do  not.  Gammel,1  in  his  extensive 
experiments  in  the  feeding  of  animals  in  the 
pregnant  state,  concludes  that  in  the  earlier 
part  “catabolism  has  the  upper  hand,  and  it 
is  impossible  to  overcome  this  by  heavier  feed- 
ing.” In  reviewing  the  experiments  of 
Hagerman,  Jageroos,  and  Bar,  Murlin  writes: 
“Upon  an  adequate  diet  a dog  in  pregnancy 
may  retain  more  than  sufficient  nitrogen  to 
counterbalance,  plus  the  quota  taken  up  by 
the  uterus  and  mammary  glands.” 

From  these  reports  of  the  physiologists  it  is 
concluded  that  under  normal  conditions,  and 
a normal  diet,  which  has  been  sufficient  for 
the  woman  in  the  non-pregnant  state,  the 
fetus  will  grow,  taking  its  nourishment  from 
the  mother’s  food  and  only  selecting  those 
substances  in  sufficient  quantity  for  normal 
growth,  and,  because  of  this  selective  process 
by  the  placenta,  a specific  diet  will  in  no  way 
effect  the  fetal  growth.  Professor  Bueffner,  of 
Rostock,  who  has  written,  perhaps,  the  most 
logical  paper  on  diet  in  pregnancy,  draws  the 
same  conclusion,  that  the  normal  diet  is  suffi- 
cient in  quantity. 

The  idea  among  the  laity  that  the  pregnant 
woman  needs  more  food  than  before  preg- 
nancy is  true  only  if  she  is  doing  her  work  at 
the  time.  This  factor,  however,  like  that  of 
climate — warm  or  cold,  habits — athletic  or 
sedative  nature,  and  certain  hereditary  tend- 
encies, are  conditions  that  deserve  special  con- 
sideration, as  they  would  in  the  normal  state. 

Physiologists  agree  that  the  important 
consideration  in  the  diet  of  the  pregnant 
woman  is  the  quality.  It  must  contain  the 
principal  elements  of  food;  namely,  albumin, 
carbohydrates,  fats,  water,  and  salts.  Of  the 
salts,  lime,  sodium,  phosphorus,  and  salts  of 
iron  are  the  most  important.  As  to  fluids,  it 
is  conceded  that  the  quantity  should  be  in- 
creased in  consideration  of  the  amniotic  fluid 
and  the  fact  that  the  fetus  contains  60  per  cent 
water. 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


317 


No  discussion  of  diet  during  pregnancy 
seems  complete  without  mentioning  the  Pro- 
chownick  diet.  The  writer  desires  to  discuss 
this  briefly,  because  of  its  bearing  on  the 
eclamptic  state.  This  diet  was  instituted  in 
1889,  and  has  been  used  by  many  prominent 
obstetricians.  In  substance  it  is  a high  pro- 
tein, low  carbohydrate  and  reduced  fluid  diet 
used  during  the  last  six  weeks  of  pregnancy 
the  object  of  which  is  to  reduce  the  fat  of  the 
fetus  and  mother  in  cases  of  moderately  con- 
tracted pelvis  and  in  women  giving  birth  to 
large  infants.  It  was  not  claimed  by  the 
author  that  this  diet  altered  the  size  or  char- 
acter of  the  bony  structure  of  the  fetus,  as 
some  have  interpreted.  Animal  experimenta- 
tion yields  no  scientific  background  for  this 
latter  interpretation.  (I  refer  to  experiments 
on  cattle  with  lime  salts). 

Prevalent  views  as  to  the  value  of  this  diet 
are  contradictory.  To  quote  some : 

E.  P.  Davis:  “Diminution  in  the  mother’s 
food  is  not  followed  by  a corresponding  di- 
minution in  the  size  of  the  foetus,  because  the 
foetus  is  a parasite  and  persists  in  thriving  at 
the  expense  of  the  mother.” 

De  Lee : “Prochownick  hoped  to  restrain 
the  growth  of  the  child  and  also  retard  the 
ossification  of  its  bones,  so  that  it  would  mold 
easier  through  the  pelvis.  My  few  experiences 
with  it  have  been  absolutely  negative.” 

Polak : “Diet  has  a decided  influence  on  the 
child.  Adherence  to  the  Prochownick  diet  will 
result  in  a small  foetus,  in  which  the  plasticity 
of  the  cranial  vault  is  increasing.” 

Williams : “In  slight  degrees  of  pelvic  con- 
traction, or  in  patients  who  have  given  birth 
to  excessively  heavy  children,  a restricted  diet 
mav  be  advisable  during  the  last  two  or  three 
months  of  pregnancy.” 

Edgar : “The  large  proportion  of  nitrogen- 
ous food  and  small  quantities  of  fluid  of  this 
diet  undobtedly  favor  toxemia.” 

In  view  of  the  divergence  of  these  opinions 
and  the  possibility  of  this  diet  favoring  toxe- 
mia. it  would  seem  more  desirable  in  this  type 
of  case  to  use  an  obesity  or  modified  obesity 
diet,  as  advocated  by  Day,  of  Boston;  that  is, 
one  which  is  bulky,  largely  vegetable,  and  low 
in  caloric  value. 

Perhaps  the  most  significant  indications  for 
a modification  of  diet  during  pregnancy  are 
those  rendered  by  an  ensuing  condition  of  per- 
nicious vomiting  in  the  first  trimester  of  preg- 


nancy, or  the  pre-eclamptic  state  in  the  latter 
part. 

When  the  ordinary  vomiting  of  pregnancy 
progresses  to  such  a stage  that  the  well-being 
of  the  individual  becomes  a matter  of  concern, 
when  there  is  persistent  vomiting  and  retching, 
with  an  appreciable  increase  in  pulse  rate  and 
signs  of  emaciation  beginning;  attention  is  di- 
rected to  the  diet.  In  general,  there  has  been 
advocated  a carbohydrate  diet,  administered 
at  frequent  intervals.  Polak’s  recent  expres- 
sion on  this  subject  reads  thus:  “Force  a car- 
bohydrate diet;  encourage  them  to  eat  solids 
with  plenty  of  sugar,  eat  lots  of  candy,”  etc. 

This  manner  of  diet  was  instituted  as  a re- 
sult of  the  work  of  Duncan  and  Harding  in 
1918,  Harding  in  1921,  Titus  in  1920,  and 
Lynch  in  1919.  All  conclude  that  the  toxin 
involved  is  metabolic  in  nature  and  origin  and 
is  due  to  the  increased  demand  for  glycogen  on 
the  part  of  the  fetus.  The  maternal  organism 
may  be  successful  in  meeting  this  demand  or 
it  may  fail  more  or  less.  The  time  of  day 
when  the  maternal  organism  may  be  most  rea- 
sonably expected  to  be  least  able  to  meet  this 
demand  is  after  a period  of  starvation,  and 
the  longest  period  is  between  the  evening  meal 
and  breakfast  of  the  following  morning;  this 
explains  why  so  much  of  the  vomiting  of  preg- 
nancy manifests  itself  in  the  morning  hours. 
The  placenta  is  not  physiologically  able  to 
store  glycogen  until  the  third  to  fourth  month, 
hence  during  this  period  the  fetus  must  depend 
on  the  maternal  organism  for  its  supply. 

Williams,  however,  in  the  latest  edition  of 
his  text-book  brings  this  matter  up-to-date, 
concluding  that  the  cause  is  a “toxic  sub- 
stance,” and  whatever  may  be  said  of  the 
etiology  of  hyperemesis  is  largely  hypothetical 
and  may  be  subject  to  revision  at  any  time. 
He  advocates  a restricted  diet. 

The  remaining  condition  the  writer  wishes 
to  consider  in  which  diet  is  altered  is  the  pre- 
eclamptic state. 

The  cause  of  eclampsia,  like  that  of  hypere- 
mesis is  still  an  undetermined  question.  Ac- 
cording to  Williams,  it  occurs  in  1 to  130  preg- 
nancies, Crogin,  1 in  79,  New  York  Lying-in 
Hospital,  1 in  185  cases.  It  is  about  twice  as 
often  in  primipara  as  multipara,  more  fre- 
quent antepartum  than  postpartum,  and  the 
greatest  number  occur  between  the  ages  20  and 
25.  It  is  the  pre-eclamptic  state  we  are  here 
interested  in.  for  at  this  period  it  is  possible 
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that  eclampsia  may  be  averted.  Attention  is 
directed  to  the  diet,  for  the  nitrogen  distribu- 
tion of  the  urine  indicates  a disturbed  protein 
metabolism,  and  the  functional  capacity  of  the 
kidneys  is  greatly  reduced.  Hence,  in  the 
presence  of  an  ascending  blood  pressure,  be- 
ginning- headache,  disturbance  of  vision,  or 
albuminuria,  or  any  one  of  the  symptoms  or 
signs,  a modified  diet  is  instituted.  To  quote 
some  of  the  latest  expressions  on  this  subject: 

Polak  states:  “In  our  pre-eclamptics  they  are 
first  put  at  rest  on  a milk  diet,  and  kept  on  that 
until  their  pressure  has  come  down  and  their 
albumin  diminished,  at  which  time  they  are 
allowed  vegetables,  except  peas  and  beans, 
fruits  and  cereals.’’ 

Hirst:  “My  routine  advice  to  patients  is 
to  eat  meat  once  a day  and  in  moderate  quanti- 
ties, then  red  meat  onlv  three  times  a week, 
and  fish  to  be  substituted  for  meat  once  a week 
at  least:  nothing  nutritious  between  meals; 
never  more  than  two  eggs  a day,  and  moderate 
quantities  of  the  stronger  proteid  vegetables, 
corn,  beans  and  peas;  at  least  five  whole  glasses 
of  water  a day,  one  just  befor.e  going  to  bed 
and  one  on  rising  in  the  morning.” 

Williams:  “We  place  the  women  upon  an 
exclusive  milk  diet,  but,  if  they  will  not  stand 
it.  upon  a very  low  protein  one.” 

I)e  Lee:  “As  to  special  diet  for  pre-eclamp- 
tics. our  views  are  undergoing  changes  con- 
stantly. We  have  not  been  successful  with  the 
absolute  milk  diet,  nor  with  the  vegetable  and 
water  diet,  nor  with  the  absolute  non-protein 
diet,  nor  with  the  salt-free  diet.  At  present, 
we  are  compromising  and  give  the  women  a 
restricted  protein  diet  and  salt-poor  diet.” 

Conclusions 

1.  That  an  adequate  diet  for  a woman  in 
the  non-pregnant  state  is  adequate  during  the 
pregnant  state,  provided  due  consideration  is 
given  her  degree  of  activity,  hereditary  tend- 
encies, climate,  etc. 

2.  That  the  advantages  claimed  by  the  use 
of  the  Prochownick  diet  can  be  secured  by 
other  forms  of  diet  less  apt  to  produce  toxemia. 

3.  In  conditions  of  threatened  hvperemesis, 
since  the  theory  of  glycogen  deficiency  ceases 
to  hold  is  former  prestige,  a plain  easily  diges- 
tible diet  is  growing  in  favor. 

4.  In  the  pre-eelamptic  state,  because  of  the 
urinary  findings,  the  disturbed  nitrogen  dis- 
tribution. the  reduced  functional  capacity  of 


the  kidneys,  and  the  pathology  found  in  these 
cases,  a restricted  protein  or  milk  diet  con- 
tinues to  be  form  of  choice. 
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A CASE  OF  BONE  TUMOR. 

By  J.  B.  H.  WARING,  M.  D.,  Blanchester,  Ohio. 

Mrs.  E.  P>.  II..  aged  forty-five,  married, 
American.  Previous  medical  history  negative. 
Consulted  in  regard  to  a symmetrical  enlarge- 
ment of  the  proximal  phalanx  of  the  right  in- 
dex finger,  of  about  three  years’  duration.  Dat- 
ing from  a rather  obscure  history  of  having 
struck  this  finger  on  some  hard  object,  the 
finger  had  slowly  enlarged  in  this  phalanx 
until  the  deformity  had  become  quite  noticea- 
ble. In  addition  to  this,  inability  to  flex  the 
finger  to  any  extent  caused  her  considerable 
trouble  in  her  household  duties.  As  expressed 
by  the  patient,  she  was  “always  hitting  it  on 
something;”  and  when  out  in  cold  weather  she 
found  it  increasingly  difficult  to  use  an  ordi- 
nary sized  glove  on  that  hand.  She  was  very 
sensitive  about  appearance  of  the  finger;  and 
much  worried  as  to  possibilities.  At  times 
there  was  a dull  pain  in  the  finger,  but  as  a 
rule  merely  a slight  degree  of  tenderness  on 
pressure  over  the  swollen  area.  Careful  ex- 
amination failed  to  elicit  any  external  evi- 
dences of  inflammation,  the  skin  being  smooth 
and  perfectly  normal  in  appearance,  and  no 
periosteal  nodulation  felt  on  palpation. 

Patient  felt  that  something;  had  to  be  done 
about  the  finger,  but  was  very  anxious  to  save 
it  if  possible.  She  expressed  the  hope  that 
the  bone  might  be  chiseled  down  to  normal 
size,  and  the  finger  preserved  in  useful  condi- 
tion. 

Patient  was  sent  to  Dr.  A.  H.  Freiberg,  of 
Cincinnati,  orthopedic  surgeon,  for  consulta- 
tion and  opinion.  Doctor  Freiberg  concurred 
in  a diagnosis  of  bone  tumor.  The  roentgeno- 


VIRGINIA  MEDICAL  MONTHLY. 


1925] 


3 IS) 


gram  is  herewith,  cystic  in  structure,  and  in 
all  probability  a giant-celled  intraosseous 
growth.  Enucleation  was  also  advised. 


Operation  was  performed  under  general 
anesthetic  at  request  of  patient,  who  was  very 
nervous,  and  felt  site  could  not  stand  a local 
anesthesia  amputation.  In.  order  to  satisfy  the 
patient’s  wish  for  preservation  of  the  finger, 
if  there  appeared  to  be  any  possibility  of  this, 
an  exploratory  incision  was  made  along  the 
shaft  of  proximal  phalanx  and  carefully  dis- 
sected. On  opening  through  the  periosteum, 
however,  the  scalpel  broke  through  into  a mass 
of  honeycomb-like  bone  cells  filled  with  a 
jellylike  material.  On  further  exploration  it 
wa-  found  that  the  entire  shaft  of  this  phalanx 
was  of  similar  structure,  the  whole  being  con- 
fined up  to  this  time  by  a slowly  thinning 
periosteum.  Amputation  was  therefore  a ne- 
cessity; not  only  because  there  was  no  healthy 
bone  left  in  the  shaft,  but  more  so  because  of 
possible  malignancy  and  metastasis  elsewhere. 
From  the  condition  of  shaft,  it  was  apparent 
that  strong  digital  pressure,  or  a slight  acci- 
dental blow  would  have  easily  fractured  the 
bone. 

Amputation  of  the  finger  was  effected  at  the 
metacarpophalangeal  articulation,  and  as  die 
head  of  the  metacarpal  bone  appeared  per- 
fectly normal,  with  no  evidence  of  any  exten- 
sion of  the  process  outside  of  the  involved 
phalanx,  the  wound  sutured  without  drainage. 


Primary  union  was  obtained.  Unfortunately 
the  amputated  finger  was  thrown  into  furnace 
refuse  by  a nurse,  and  pathologic  laboratory 
confirmation  of  the  clinical  diagnosis  was  un- 
obtainable. 

109  East  Main  Street. 
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Plagiarism. 


To  the  Editor: 


New  York,  N.  Y. 

July  28,  1925. 


In  the  January,  1922  issue  of  your  valued 
Monthly,  you  ivere  good  enough  to  publish  a 
paper  which  I had  read  by  invitation  before 
the  Norfolk  County  Medical  Society,  on  Octo- 
ber 31,  1921,  entitled  “Urologic  Problems  of 
Interest  to  the  General  Practitioner.” 

You  may  imagine  my  surprise  when  I re- 
cently read  in  "International  Clinics ,”  pub- 
lished February,  1925  by  the  J.  B.  Lippincott 
Company,  a paper  purporting  to  have  been 
written  by  Dr.  Thomas  M.  Dorsey  and  Dr. 
Rudolph  Monaco,  both  of  Louisville,  Ky.,  this 
paper  being  an  exact  copy  of  my  article  which 
you  published  except  for  a fewT  minor  changes 
of  a word  here  and  there.  Their  article  is 
entitled  “Some  of  the  Urologic  Problems  Most 
Frequently  Encountered  in  Daily  Practice.” 
In  order  that  you  and  your  readers  may 
more  readily  appreciate  the  true  nature  of  the 
plagiarism  thus  comnlitted,  I enclose  here- 
with photostatic  copies  of  the  first  three  pages 
of  my  article  (from  my  reprints)  and  the  first 
three  pages  of  the  article  in  “ International 
Clinics’1'1  ascribed  to  Drs.  Dorsey  and  Monaco. 
If  space  permitted,  it  w7ould  be  interesting  to 
publish  both  articles  complete  in  parallel 
columns  and  the  result  would  be  startling  in- 
deed, for  it  would  be  seen  that  my  original 
article  was  taken  bodily  and  reproduced  as 
an  original  contribution  in  “ International. 
Clinics ,”  word  for  word,  line  for  line,  para- 
graph for  paragraph,  wdth  but  a few  minor 
changes  of  verbiage,  as  the  accompanying 
sample  pages  will  readily  show. 

The  alleged  authors,  Drs.  Dorsey  and 
Monaco,  make  no  suggestion  or  intimation  of 
any  kind  in  their  article  that  the  matter  is  not 
original  wdth  them,  but  add  insult  to  injury  by 
deliberately  deleting  my  name  from  the  body 
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study  ot  all  the  urologic  problems  thill 
« -on  front  the  goticritl  tueilienl  pructit  ioner 
would  take  more  time  than  I am  permitted  to 
consume,  hut  a few  of  the  most  urgent  eat)  be 
considered  rslthei  hrietlv  with  prolit  to  out 
patients  and  ourselves.  These  problems  owe 
their  Indite  primarily  to  the  fact  that  the  uro- 
Iooie  tract  is  so  situated  anatomically  that  the 
usual  methods  of  physical  diagnosis — palpa- 
tion. auscultation  and  percussion — are  of  lit- 
tle or  lie  value  in  the  determination  of  its 
pathologic  conditions^ 

Crolopie  phenomena,  such  its  hematuria, 
pyuria  and  pain  in  or  near  the  gonito-uri- 
nary  tract,  cannot  lie  accounted  for  by  these 
methods:  nevertheless  it  is  not  uncommon  to 
meet  with  cases  that  have  !>een  treated  for 
long  i>eriods  of  time  without  a de'initc  diag- 
nosis. or  in  fact,  a serious  attempt  at  a de'initc 
diagnosis  having  liven  made. 

Perhaps  t he  most  flagrant  example  of  this 
unfortunate  practice  is  to  be  seen  in  those  in- 
numerable cases  in  which  a diagnosis  of  cysti- 
tis has  l>een  made  and  bladder  irrigations  and 

•R<a4  by  invitation  before  the  Norfolk  C'ountv  Medical  St- 
em*. No»Wk.  V’a  . OtioKr  ^t.  !$:M 

urinary  antiseptics  administered  for  lone  pc 
riods  w it  bout  relief  to  the  patient.  When 
these  patients  reach  the  urologist,  as  they  do 
eventually,  he  probably  will  find  the  so-called 
cystitis  merely  one  of  the  secondary  symptoms 
incidental  to  the  presence  of  a pathologic  le- 
sion of  serious  character,  such  us  tuberculosis, 
tumor,  stone,  or  stricture. 

The  subject  of  hematuria  offers  a much  more 
striking  example.  To  the  urologist,  hematuria 
is  a symptom,  not  a disease  It  means  that 
somewhere  in  or  near  the  urologic  tract  an 
active  pathologic  process  is  going  on.  which  is 
makirg  itself  evident  by  the  presence  of  blood 
in  thr  urine.  It  is  no  exaggeration  to  say  that 
in  probably  forty  |vr  cent,  of  coses  of  henm-. 
tuna,  tin'  bleeding  is  symptomatic  id  the  pros 
once  of  a tumor  somewhere  in  the  nrologm 
tract.  Put  the  overage  medical  praet  it  inner 
ulway-  does  riot  take  the  trouble  to  lind  out 
what  i»  miming  the  hematuria  or  where  it  is 
located  He  mux  put  the  patient  to  lied  and 


SOME  OF  THE  UROLOGIC  PROBLEMS  MOST 
FREQUENTLY  ENCOUNTERED  IN 
DAILY  PRACTICE 
By  THOMAS  M.  DORSEY,  M.D. 
am 

RUDOLPH  MONACO,  M.D. 

Of  tbs  Dorsey  Ufological  Clinic,  and  tba  Unlwalty  of  Louiarille,  Mwllcal 
Department,  Lou  lari  IU,  Kentucky 

J~A  brixf  account  of  some  of  the  urologic  problems  most  frequently 
encountered  in  daily  practice  may  prove  intereating,  especially  to 
general  practitioners  of  medicine  who  are  usually  first  consulted  by 
patients  regardless  of  what  may  be  the  nature  of  their  complaints. 

It  may  be  stated  at  the  outset  that^  urologic  phenomena,  such  as 
hematuria,  pyuria,  pain,  etc.,  in  or  near  the  genito-urinary  tract, 
cannot  be  definitely  accounted  for  by  palpation,  auscultation  and 
percussion.  It  is  not  uncommon  to  see  patients  who  havo  been  treated 
for  long  periods  of  time  without  a definite  diagnosis,  where,  in  fact, 
no  serious  attempt  at  a positive  diagnosis  has  been  made. 

Perhaps  the  most  flagrant  example  of  this  unfortunate  practice 
is  seen  in  those  innumerable  cases  in  which  a diagnosis  of  cystitis  has 
been  made,  vesical  irrigations  and  urinary  antiseptic®  administered 
over  long  periods,  without  relief  to  the  patients.  When  these  individ- 
uals reach  the  urologist,  as  they  all  do  eventually,  he  -will  probably 
find  the  so-called  cystitis  merely  one  of  the  secondary  manifestations 
incidental  to  the  presence  of  a pathologic  lesion  of  serious  character, 
such  as  tuberculosis,  tumor,  calculuV,  or  stricture. 

i ho  subject  of  hsematuria  offers  a much  more  striking  example. 
To  the  urologist  hsematuria  is  a Bymptom  and  not  a disease.  It  means 
that  somewhere  in  or  near  the  urologic  tract  there  exists  an  active 
pathologic  process  which  is  making  itself  evident  by  the  presence  of 
blood  in  the  urine.  It  is  no  exaggeration  to  say  that  in  probably  40 
per  cent,  of  cases  of  hsematuria,  the  bleeding  is  symptomatic  of  the 
presence  of  a tumor  somewhere  in  the  urologio  tract;  but  the  average 
medical  practitioner  does  not  always  take  the  trouble  to  ascertain  the 
cause  of  the  hsematuria  nor  where  it  is  located.  He  may  place  the 
46 


of  their  text  on  page  48,  in  the  paragraph  com- 
mencing with  “The  Five  Glass  Catheter  Test.” 
The  photostatic  copy  shows  this  brazen  insult 
A ery  strikingly. 

These  alleged  authors  discussing  the  subject 
of  pyuria  says  (page  48).  it  “will  be  discussed 
more  fully,  starting  on  page  58.”  It  is  most 


amazing  to  refer  to  page  58  and  find  an  article 
entitled  "Pyruia.”  by  the  same  Dr.  Dorsey  and 
one  Dr.  F rank  C.  Bohanan,  also  of  Louis- 
A’ille.  Ivy..  AA'hich  again  is  a verbatim  copy  of 
another  article  of  mine  which  appeared  in  the 
Medical  Record  (New  York)  on  February  12, 
1922,  except  for  a few  paragraphs  preceding 
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order  an  internal  antiseptic  or  styptic,  and 
when  the  hemorrhage  stO|«,  us  it  usually  docs 
under  the  influence  of  rest,  he  is  apt  to  feel 
>atist'ed  with  the  success  of  his  treatment.  Rut 
it  is  a fact,  nevertheless,  that  he  does  not 
know  what  causes  the  bleeding,  and  it  may  lie 
accepted  as  axiomatic  that  if  he  does  not  know 
the  cause  of  the  hemorrhage  he  surely  cannot 
do  anything  that  will  help  his  patient  mate- 
rially. 

The  hematuria  may  not  return  for  months. 

•2 

or  even  for  years,  but  in  that  interval  precious 
time  has  been  lost.  The  small  U-nigu  papilloma 
has  grown  large  and  has  liecoino  malignant : 
lie  fore  its  |H>tential  malignancy  became  active 
it  could  Teadily  have  lteen  destroyed.  |K-rha|is 
never  to  return,  by  the  Reer  method  of  ful 
guration  through  the  cystosco|>e ; but  the  pas 
sage  of  time  has  brought  ulniiit  a change  in 
the  character  of  the  growth  so  that  we  now 
are  dealing  with  a carcinoma  that  may  require 
radical  measures  with  little  or  no  chance  of 
ultimate  recovery.  The  small  calculus  which 
could  have  Ihvii  removed  front  the  bladder 
through  the  cVstosco|K\  has  grown  to  large 
pro|Mirtions  and  requires  surgical  measures  for 
its  removal.  The  unilateral  renal  tuberculosis, 
untenable  to  surgical  measures  with  a large  de- 
gree of  success,  now  has  lieconte  bilateral,  with 
greatly  reduced  chances  of  recovery.  In  other 
words,  what  was  a comparatively  simple  mat 
ter  in  the  lteginning  has  been  permitted  to  lie- 
come  a serious  menace  to  the  life  of  the  pa- 
tient. because  a diagnosis  was  not  made,  or 
even  seriously  attempted,  at  the  projier  time. 

These  illustrations  can  lie  repeated  with 
many  variations,  but  they  all  point  to  the  sin- 
gle moral — that  in  the  practice  of  urology,  at 
least,  the  first  and  most  im|>ortant  problem 
which  confronts  the  medical  practitioner,  is 
the  absolute  necessity  of  making  a correct  diag- 
nosis. At  least  he  should  attempt  it  with  such 
means  as  his  experience  and  training  suggest; 
if  necessary,  expert  assistance  must  be  secured. 

3 

Rut  the  diagnosis  must  lv  made,  and  the  soon- 
er it  is  made,  the  1 letter  for  all  concerned.  We 
are  past  that  stage  in  medicine,  where  a name 
of  a clinical  entity  satisfies.  We  must  know 
the  cause.  No  one  should  lie  allowed  to  go 
on  after  an  attack  of  hematuria  without  a 
definite  diagnosis  having  lieen  made  by  the 
medical  attendant. 

Rut  how  shall  the  medical  attendant  meet 
this  difficult  problem?  lie  surely  does  not 
meet  it  bv  putting  the  patient  to  l>ed  and  pre 
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patient  in  bed  and  order  an  internal  antiseptic  or  styptic;  and  when 
the  hemorrhage  ceases,  as  it  uaually  doca  under  the  influence  of  rest, 
he  is  prono  to  feci  satisfied  with  the  success  of  his  treatment.  Rut  it 
is  a fact,  nevertheless,  that  he  does  not  know  what  causes  the  bleeding, 
and  it  may  be  accepted  as  axiomatic  that  if  ho  does  not  know  the 
cause  of  the  hemorrhage  he  surely  cannot  do  anything  that  will  help 
his  patient  materially. 

The  hsematuria  may  not  return  for  months,  or  even  years,  but  in 
that  interval  precious  time  has  been  lost.  The  small  benign  papilloma 
has  increased  in  size  and  has  become  malignant;  before  its  potential 
malignancy  became  active  it  could  have  readily  been  destroyed,  per- 
haps never  to  return,  by  the  Beer  method  of  figuration  through  the 
cystoscope;  but  the  lapse  of  time  has  brought  about  a change  in  the 
character  of  the  growth  so  that  we  are  now  dealing  with  a carcinoma 
that  may  require  radical  surgical  measures  for  its  removal  with  little 
or  no  chance  of  ultimate  recovery.  The  small  calculus,  which  could 
have  been  extracted  from  the  vesical  cavity  through  the  cystoscope,  has 
attained  large  proportions  and  surgical  measures  are  required  for  its 
removal.  The  unilateral  renal  tuberculosis,  amenable  to  surgical  treat- 
ment in  its  early  stages  with  a large  degree  of  success,  now  Las  becomo 
bilateral,  with  greatly  reduced  chances  of  recovery.  In  other  words, 
what  was  a comparatively  simple  matter  in  the  beginning,  has  been 
permitted  to  become  a serious  menace  to  the  life  of  the  patient  because 
a diagnosis  was  not  made  or  even  seriously  attempted  at  the 
proper  time. 

These  illustrations  might  be  repeated  with  many  variations,  but 
they  all  point  to  the  single  moral — that  in  the  practice  of  urology 
the  first  and  most  important  problem  which  confronts  the  medical 
practitioner  is  the  absolute  necessity  of  making  a correct,  early  diag- 
nosis. At  least  he  should  attempt  it  with  such  means  as  his  experience 
and  training  suggest;  if  necessary,  expert  assistance  must  be  secured 
But  the  diagnosis  must  be  made,  and  the  sooner  the  belter  for  all 
concerned.  We  are  past  that  stage  in  medicine  where  the  name  of  a 
clinical  entity  satisfies ; we  must  know  the  cause.  In  no  case  should 
hsematuria,  for  example,  be  allowed  to  persist  without  a definite 
diagnosis  as  to  causation  being  made  by  the  medical  attendant. 

How  shall  the  medical  attendant  meet  this  difficult  problem?  He 
surely  cannot  hope  to  meet  it  by  placing  the  patient  in  bed  and  pro- 


file plagiarized  matter,  and  some  additional 
matter  which  they  added  at  the  end  of  my 
article. 

While  I fully  appreciate  the  splendid  com- 
pliment conveyed  by  this  wholesale  plagiarism 
of  my  articles  by  these  gentlemen,  all  connected 
with  the  University  of  Louisville  Medical  De- 


partment and  the  Dorsey  Urological  Clinic  of 
Louisville,  I feel  that  such  misappropriation 
of  another’s  efforts  should  not  be  permitted  to 
go  unrebuked  when  discovered.  In  addition  to 
being  inherently  unfair  and  unethical,  it  tends 
to  lower  the  standard  of  medical  literature  and 
brings  all  medical  writings  under  suspicion. 
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MTil>iii!!  mi  internal  nmiM-ptio.  Tin-  ideal  -<o. 
Iiition  wmiKl  t‘i insist  in  n reasonable amount  ()| 
faniiliarit > « it h tin*  cvMoscope  and  ire  matn | .u 
lation.  llmu'wr.  if  the  practitioner  is  ton 
with  his  multi  furious  duties  involvin'’  „,am 
specialties  to  acquire  some  eystuseopic  experi- 
ence. it  is  sufficient  that  'lu>  acquaint  liimsel  f 
with  the  jKissihilitios  and  dangers  that  con- 
front his  patient  because  of  his  limitations, 
anil  that  he  then  art  as  his  coirecieuco  . | i , ■ - 
lates. 

If  he  once  understands  the  great  danger  in 
which  the  absence  of  a diagnosis  places  his  pa- 
tient. he  will  find  the  means  of  avoiding  it 
There  are  certain  measures  upon  which  he  can 
rely,  which  will  aid  him  in  a very  fair  de- 
cree towards  establishin"  a working  diagnosis 
until  the  exact  diagnosis  can  be  made.  Among 
these  may  be  mentioned  the  kidney  function 
tests,  the  microscopic  examination  of  the  urine, 
and  the  socalled  urinary  tests.  Any  medical 
practitioner  can  do  these  Important  tests  with- 

4 

out  the  need  of  special  trainin';  or  acquired 
skill. 

The  Five  tilnss  Catheter  Test  (Wolbarst). 
which  I have  described  in  previous  publica- 
tions. will  be  found  of  special  value  in  these 
circumstances.  It  does  not  take  the  place  of 
the  eystosenpe  or  the  ureteral  catheter,  but  it 
tells  us  whether  the  blood  has  its  origin  in  the 
urethra  or  in  the  upper  urinary  tract,  and 
this  is  a big  step  forward.  If  by  this  means 
the  practitioner  lias  determined  that  the  blood 
is  not  derived  from  the  urethra,  but  from  the 
bladder  or  higher  up  in  the  urinary  tract,  lie 
undoubtedly  "ill  take  the  necessary  steps  to 
have  his  patient  radiographed  and  cystoscoped, 
and  the  ureters  eatlieterized,  if  necessary,  thus 
completin';  the  diagnosis.  His  problem  will  be 
solved  in  a great  measure  if  lie  always  will 
reineinlier  that  hematuria  is  a symptom,  not  a 
clinical  entity;  that  there  is  no  substitute  for 
cystoscopy  and  ureteral  catheterization,  and 
that  anything  else  is  merc  guesswork  and  of  no 
substantial  value  to  the  patient. 

What  has  been  said  with  reference  to  hema- 
turia applies  with  equal  and  perhaps  greater 
force  to  the  subject  of  pyuria,  except  that  the 
problem  is  somewhat  more  complex.  Pus 
found  in  the  urine  may  have  its  origin  in 
any  part  of  the  common  urogenital  tract,  but 
unlike  hematuria,  in  the  male  at  least,  the 
origin  of  the  pus  is  in  the  urethra  hr  the  geni- 
tal adnexa,  in  the  vast  majority  of  cases.  In 
,-ivnria  unaccompanied  by  definitive  symptoms. 
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scribing  nu  internal  antiseptic.  Tho  ideal  solution  would  seem  to 
'•onsist  in  a reasonublo  amount  of  familiarity  with  tho  cystoacope  and 
tho  technic  of  its  manipulation.  However,  if  tho  practitioner  is  too 
busy  with  his  multifarious  duties,  involving  tho  many  specialties, 
to  acquire  some  cystoscopic  experience,  it  is  sufficient  that  lie  acquaint 
himself  with  tho  possibilities  and  dangers  that  confront  his  pntient 
because  of  his  limitations,  and  he  may  then  act  as  his  conScionco 
dictates.  When  ho  once  understands  tho  great  danger  in  which  the 
absence  of  a definite  diagnosis  pluccs  bis  patient,  he  will  find  means 
of  avoiding  it. 

Thoro  are  certain  measures  upon  which  the  practitioner  may  rely 
and  which  will  aid  him  in  a fair  degree  toward  establishing  a working 
diagnosis  until  an  exact  diagnosis  can  bo  made.  Among  these  may  be 
mentioned  kidney  function  tests,  microscopic  examination  of  the 
urine,  and  the  so-called  urinary  tests.  Any  medical  practitioner  can 
mako  these  important  tests  without  tho  necessity  of  special  training 
or  acquired  skill. 

The  five-glass  catheter  test  will  be  found  of  special  value  under 
these  circumstances.  It  does  not  take  the  place  of  the  cystoscope  or 
ureteral  catheter,  but  it  tells  one  whether  blood  has  its  origin  in  the 
urethra  or  in  the  upper  uriuary  tract,  and  this  is  an  important  step 
forward.  When  by  this  means  the  practitioner  has  determined  that 
tho  blood  is  not  derived  from  the  urethra,  but  from  the  bladder  or 
higher  in  the  urinary  tract,  he  will  undoubtedly  take  the  necessary 
steps  to  have  his  patient  radiographed  and  cystoscoped  and  the  ureters 
catheterized  if  necessary,  thus  completing  the  diagnosis.  His  prob- 
lem will  be  solved  in  great  measure  if  he  will  always  remember  that 
hmmaturia  is  a symptom,  not  a clinical  entity ; that  there  is  no  sub 
stitute  for  cystoscopy  and  ureteral  catheterization ; that  anything  else 
is  mere  guesswork  and  of  no  substantial  value  to  his  patient. 

What  has  been  said  with  reference  to  h®maturia  applies  with 
equal  and  perhaps  greater  force  to  pyuria,  except  that  the  problem  is 
somewhat  more  complex,  and  will  bo  discussed  more  fully,  starting 
on  page  58.  If  the  pus  is  derived  from  the  bladder  or  upper  urinary 
tract,  the  practitioner  should  at  once  realize  that  be  is  dealing  with 
a condition  in  which  the  life  of  the  patient  is  endangered,  one  that 
requires  accurate  ‘ diagnosis  and  the  best  surgical  care  that  can 
be  obtained. 


My  purpose  in  writing  you  is  to  bring  this 
brazen  instance  of  wholesale  plagiarism  to  your 
attention  and  to  ask  your  co-operation  in  giv- 
ing it  publicity  in  the  hope  that  such  publicity 
will  serve  as  a warning  to  others  who  may 


feel  inclined  to  resort  to  similar  unethical  prac- 
tices for  their  own  aggrandizement. 

Abr.  L.  Wolbarst. 

P.  S.  The  lines  enclosed  in  brackets  on  the 
phostostatic  sample  pages,  are  not  plagiarize-!. 
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In  addition  to  the  articles  enumerated  in  our 
letter  of  May  29,  1925,  the  following  have  been  ac- 
cepted : 

American  Chemical  Laboratories: 

Rhus  Tox.  Antigen  (Strickler). 

Rhus  Venenata  Antigen  (Strickler). 

Britt,  Loefller  & Weil: 

Loeflund’s  Malt  Extract  With  Calcium. 
Loeflund’s  Malt  Extract  With  Cod  Liver  Oil. 

Lederle  Antitoxin  Laboratories: 

Scarlet  Fever  Streptococcus  Antitoxin  (Uncon- 
centrated ) . 

Wm.  S.  Merrell  Co.: 

Pituitary  Extract  (Obstetrical) — Merrell. 
Pituitary  Extract  (Surgical) — Merrell. 

H.  K.  Mulford  Co.: 

Lamb’s  Quarters  Pollen  Extract — Mulford  Treat- 
ment Sets. 

Scarlatinal  Antitoxin  (Unconcentrated) — Mul- 

ford. 

Parke,  Davis  & Co.: 

Tuna  Fish  Protein  Diagnostic — P.  D.  & Co. 

Frederick  Stearns  & Co.: 

Insulin — Stearns,  80  Units,  5 c.c. 

Insulin — Stearns,  80  Units,  10  c.c. 

Winthrop  Chemical  Co.: 

Solarson. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Poison  Ivy  Extract- — Lederle  (In  Almond  Oil). — A 
solution  in  almond  oil  of  a substance  extracted 
from  the  fresh  leaves  of  poison  ivy  (Rhus  toxi- 
codendron). The  preparation  is  used  to  desensitize 
persons  against  poisoning  with  Rhus  toxicodendron 
and  to  relieve  the  symptoms  of  the  dermatitis  pro- 
duced by  contact  with  the  plant.  It  is  injected  intra- 
muscularly. The  preparation  is  supplied  in  syrinees 
containing  1 c.c.  Lederle  Antitoxin  Laboratories, 
New  York. 

Pollen  Extracts — Mulford.  The  following  pollen 

extracts — Mulford  (New  and  Non-official  Remedies, 
1925,  p.  285),  are  marketed  in  5 c.c.  vials  containing 
250  units  per  c.c.:  Ash  Tree  Pollen  Extract — Mul- 

ford: Bermuda  Grass  Pollen  Extract — Mulford:  Box 
Elder  Pollen  Extract — Mulford:  Canary  Grass  Pollen 
Extract — Mulford;  Cocklebur  Pollen  Extract — Mul- 
ford; Corn  Pollen  Extract — Mulford;  Cottonwood 
Tree  Pollen  Extract — Mulford;  Daisy  Pollen  Extract 
— Mulford ; Dandelion  Pollen  Extract — Mulford ; Dock 
Pollen  Extract — Mulford;  False  Ragweed  Pollen  Ex- 
tract— Mulford;  Goldenrod  Pollen  Extract — Mulford; 
Johnson  Grass  Pollen  Extract — Mulford;  June  Grass 
Pollen  Extract — Mulford;  Maple  Pollen  Extract — 
Mulford;  Marsh  Elder  Pollen  Extract — Mulford; 
Mountain  Cedar  Pollen  Extract — Mulford;  Mugwort 
Pollen  Extract — Mulford ; Oak  Tree  Pollen  Extract — - 
Mulford;  Orchard  Grass  Pollen  Extract — Mulford; 
Perennial  Rye  Grass  Pollen  Extract — Mulford;  Plan- 
tain Pollen  Extract — Mulford;  Redroot  Pigweed 
Pollen  Extract — Mulford;  Redtop  Pollen  Extract — 
Mulford;  Russian  Thistle  Pollen  Extract — Mulford; 
Rye  Pollen  Extract — Mulford;  Sagebrush  Pollen  Ex- 
tract— Mulford;  Sugar  Beet  Pollen  Extract — Mul- 
ford; Sunflower  Pollen  Extract — Mulford;  Sweet  Ver- 
nal Grass  Pollen  Extract — Mulford;  Sweet  Vernal 
Grass  Pollen  Extract — Mulford;  Walnut  Tree  Pollen 
Extract — Mulford;  Western  Ragweed  Pollen  Ex- 
tract— Mulford. 

The  following  pollen  extracts — Mulford,  are  mar- 
keted in  5 c.c.  vials  containing  250  units  per  c.c. 


and  in  treatment  sets  consisting  of  Series  A:  Doses 

I to  5,  Series  B:  Doses  6 to  10;  Series  C:  Doses 

II  to  15,  and  Complete  Series:  Doses  1 to  15  in- 

clusive; Lamb’s  Quarters  Pollen  Extract — Mulford 
and  Wormwood  Pollen  Extract — Mulford.  H.  K. 

Mulford  Co.,  Philadelphia.  (Jour.  A.  M.  A.,  June  6, 
1925,  p.  1734). 

Pollens  Dried — Mulford.  The  dried  pollen  of  va- 
rious species  of  plants.  Pollens  dried — Mulford.  are 
intended  for  diagnosis  only  (Allergic  Protein  Prep- 
arations, New  and  Non-official  Remedies,  1925,  p. 
278).  A small  amount  of  the  dried  pollen  is  rubbed 
into  an  abrasion  of  the  skin  to  which  has  been  ap- 
plied a drop  of  physiological  solution  of  sodium  chlo- 
ride or  of  tenth-normal  sodium  hydroxide  solution. 
An  urticarial  wheal  appearing  within  a half  hour 
from  the  time  of  application  indicates  a sensitive- 
ness to  the  particular  pollen  used.  Pollens — dried— 
Mulford,  are  marketed  in  packages  of  one  capillar} 
tube  containing  a sterile  needle  and  sufficient  pollen 
for  one  test;  in  packages  of  six  capillary  tubes  and 
in  vials  containing  0.05  Gm.  of  pollen. 

The  following  have  been  accepted:  Ash  Tree  Poll- 

en Dried — Mulford;  Bermuda  Grass  Pollen  Dried — 
Mulford;  Box  Elder  Pollen  Dried — Mulford;  Canary 
Grass  Pollen  Dried — Mulford;  Careless  Weed  Pollen 
Dried — Mulford:  Cocklebur  Pollen  Dried — Mu'ford; 
Corn  Pollen  Dried — Mulford;  Cottonwood  Pollen 
Dr’ed — Mulford:  Daisy  Pollen  Dried — Mulford;  Dan- 
delion Pollen  Dried — Mulford;  Dock  Pollen  Dried — - 
Mulford;  False  Ragweed  Pollen  Dried — Mulford; 
Goldenrod  Pollen  Dried — Mulford;  High  Ragweed 
Pollen  Dried— Mulford ; Johnson  Grass  Pollen  Dried 
— Mulford;  June  Grass  Pollen  Dried — Mulford; 

Lamb's  Quarters  Pollen  Dried — Mulford;  Low  Rag- 
weed Pollen  Dried — Mulford;  Maple  Pollen  Dried — 
Mulford:  Marsh  Eld°r  Pollen  Dried — Mulford;  Moun- 
tain Cedar  Pollen  Dried — Mulford;  Mugwort  Pollen 
Dried — Mulford:  Oak  Tree  Pollen  Dried — Mulford; 
Orchard  Grass  Pollen  Dried — Mulford ; Pferennial  Rye 
Grass  T’ollen  Dried — Mulford:  Plants ’n  Pollen  Dr:ed 
— Mulford;  Redroot  Pigweed  Pollen  Dried — Mulford; 
Redtop  Pollen  Dried — Mulford;  Russian  Thistle 
Pollen  Dried — Mulford;  Rye  Pollen  Dried — Mulford; 
Sagebrush  Pollen  Dried — Mulford ; Shadscale  Pollen 
Dried — Mulford;  Sheep  Sorrel  Pollen  Dried — Mul- 
ford; Slender  Ragweed  Pollen  Dried — Mulford; 
Su'rar  Beet  Pollen  Dried — Mulford;  Sunflower  Pollen 
Dried — Mulford;  Sweet  Vernal  Grass  Pollen  Dried — 
Mulford:  Timothy  Pollen  Dried — Mulford;  Velvet 

Grass  Pollen  Dried — Mulford;  Walnut  Tree  Pollen 
Dried — Mulford;  Western  Ragweed  Pollen  Dried — 
Mulford;  Wormwood  Pollen  Dried — Mulford.  H.  K. 
Mulford  Co..  Philadelphia. 

Typhoid  Vaccine — P.  D.  & Co.  (New  and  Non- 
official Remedies.  1925.  p.  363).  This  is  also  mar- 
keted in  packages  of  thirty  ampules,  ten  containing 
500  million  and  twenty  containing  1,000  million 
killed  typhoid  bacilli  each.  Parke,  Davis  & Co.,  De- 
troit. 

Typhojd  Paratyphoid  Vaccine — P.  D.  & Co.  (New 
and  Non-official  Remedies,  1925,  p.  363).  This  is 
also  marketed  in  packages  of  thirty  ampules,  ten  con- 
taining 500  million  killed  typhoid  bacilli,  375  mil- 
lion killed  paratyphoid  A and  375  million  killed  para- 
typhoid B bacilli,  and  twenty  containing  1,000  mil- 
lion killed  typhoid  bacilli.  750  million  killed  para- 
typhoid A and  750  million  killed  paratyphoid  B 
bacilli.  Parke,  Davis  & Co.,  Detroit.  (Jour.  A.  M. 
A.,  June  13,  1925,  p.  1825). 

Stovarso  1.  — Aeetylaminohydroxyphenylarsonic 
Acid. — Stovarsol  contains  from  27.1  to  27.4  per  cent. 
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of  arsenic.  Stovarsol  has  been  reported  to  produce 
favorable  effects  in  the  treatment  of  amebic  dysentery. 
It  is  claimed  to  yield  satisfactory  results  both  in 
the  eradication  of  dysentariae  cysts  and  encysted 
flagellates  and  for  general  amebic  dysentery.  Stov- 
arsol is  not  proposed  for  the  treatment  of  syphilis 
and  its  use  in  amebic  infections  is  still  in  the  ex- 
perimental stage.  Stovarsol  is  supplied  in  tablets 
containing  0.25  Gm.  Powers- Weightman-Rosengar- 

ten  Co.,  Philadelphia. 

Insulin— Mulford.  A brand  of  insulin  (New  and 
Non-official  Remedies,  1925,  p.  171).  Insulin — Mul- 
ford is  supplied  in  the  following  forms:  Insulin — 

Mulford  10  units,  5 c.c.;  Insulin — Mulford,  20  units, 
5 c.c.;  Insulin — Mulford,  40  units,  5 c.c.  H.  K.  Mul- 
ford Co.,  Philadelphia  (Jour.  A M.  A.,  June  20,  1925, 
p.  1917). 

Rhus  Tox.  Antigen  (Strickler). — A solution  of  a 
substance  extracted  from  the  fresh  leaves  of  Rhus 
toxicodendron.  Rhus  Tox.  Antigen  (Strickler)  is 
used  to  determine  sensitiveness  to  Rhus  toxicoden- 
dron, to  desensitize  persons  against  poisoning  with 
Ffhus  toxicodendron,  and  to  relieve  the  symptoms  of 
the  dermatitis  produced  through  contact  with  the 
plant.  Rhus  Tox  Antigen  (Strickler)  is  supplied  in 
packages  of  four  1 c.c.  vials  for  use  in  prophylaxis 
and  treatment  and  as  Rhus  Tox.  Dermal  Test  in 
packages  of  a 1 c.c.  vial  (accompanied  by  a vial  of 
Rhus  Venenata  Dermal  Test),  for  use  in  determin- 
ing sensitiveness.  American  Chemical  Laboratories, 
Philadelphia. 

Rhus  Venenata  Antigen  (Strickler). — A solution 
of  a substance  extracted  from  the  fresh  leaves  of  Rhus 
venenata.  Rhus  Venenata  Antigen  (Strickler),  is 
used  to  determine  sensitiveness  to  Rhus  venenata,  to 
desensitize  persons  against  poisoning  with  Rhus  vene- 
nata, and  to  relieve  the  symptoms  of  the  dermatitis 
produced  through  contact  with  the  plant.  Rhus 
venenata  antigen  (Strickler)  is  supplied  in  pack- 
ages of  four'l  c.c.  vials  for  use  in  prophylaxis  and 
treatment,  and  as  Rhus  venenata  dermal  test  in 
packages  of  a 1 c.c.  vial  (accompanied  by  a vial  of 
Rhus  Tox.  Dermal  Test)  for  use  in  determining 
sensitiveness.  American  Chemical  Laboratories, 
Philadelphia.  (Jour.  A.  M.  A.,  June  27,  1925,  p. 
2003). 

PROPAGANDA  FOR  REFORM 

Geroxide  (Germanium  Dioxid)  Not  Accepted  for 
N.  N.  R. — The  Council  on  Pharmacy  and  Chemistry 
reports  that  under  the  proprietary  name  “Geroxide,” 
the  Germanium  Products  Co.,  Trenton,  N.  J.,  markets 
a solution  of  germanium  dioxid.  The  solution  is 
prepared  by  dissolving  germanium  dioxid  in  water 
and  neutralizing  the  weakly  acid  solution  of  the 
germanic  acid  with  sodium  hydroxide  and  making  it 
isotinic  by  addition  of  sodium  chloride.  The  Ger- 
manium Products  Co.  claims  that  germanium  dioxid 
acts  as  a powerful  stimulant  to  the  red  bone  mar- 
row and  that  its  use  is  indicated  in  primary  and 
secondary  anemias.  These  claims  are  based  on  one 
group  of  workers.  Independent  work  whidh  bears 
on  the  therapeutic  worth  of  germanium  dioxid  has 
not  confirmed  the  claims  which  are  advanced  for 
the  drug.  In  consideration  of  the  lack  of  evidence 
for  the  therapeutic  value  of  germanium  dioxid,  the 
Council  voted  not  to  accept  Geroxide  for  New  and 
Non-official  Remedies  on  the  ground  that  the  claims 
made  for  it  are  unwarranted.  This  action  was  taken 
without  passing  on  the  question  of  the  recognition 
of  a proprietary  name  for  a simple  solution  of  the 
well  known  substance  germanium  dioxid.  (Jour. 
A.  M.  A.,  June  C,  1925,  p.  1856). 


Prophylaxis  of  Endemic  Goiter. — The  prevention 
of  simple  goiter  in  endemic  goiter  regions  by  the 
administration  of  iodin  tablets  to  school  children 
and  by  the  use  of  iodized  salt  is  being  extended  year 
by  year.  Iodin  tablets  are  given  the  school  children 
of  the  following  eities  (and  doubtless  in  other 
cities):  Ithaca,  North  Tonawanna,  Syracuse,  Water- 

town  and  Cortland  in  New  York  State;  Akron  and 
Cleveland,  Ohio,  and  Zurich,  Switzerland.  The 
health  department  of  Michigan  has  cooperated  with 
the  state  medical  association,  salt  manufacturers  and 
wholesale  dealers,  so  that  all  table  salts  sold  in 
Michigan  contain  small  amounts  of  iodin.  Many  of 
the  schools  of  West  Virginia,  Washington  and  Utah 
arc  applying  this  preventive  measure  under  the 
state  boards  of  health.  Rochester,  New  York,  iod’zes 
the  city  water  supply  for  one  week  twice  yearly. 
The  dangers  and  untoward  effects  from  the  use  of 
iodin  for  the  prevention  of  goiter  are  negligible; 
preventive  work  among  school  children  should  be 
carried  out  under  medical  supervision.  The  occa- 
sional appearance  of  “iodin  hyperthyro;dism”  seems 
to  be  due  to  the  use  of  large  doses  or  to  the  con- 
tinued use  of  iodin  by  a person  over  twenty  with 
adenomatous  goiter.  A study  of  the  literature  does 
not  reveal  any  report  of  a case  due  to  the  administra- 
tion of  iodin  preparations  in  the  schools  according 
to  the  dosage  recommended  by  Marine  and  Kimball. 
(Jour.  A.  M.  A.,  June  13,  1925,  p.  1858). 

The  Action  of  Quinine. — Quinine  has  long  had 
some  vogue  as  an  antipyretic.  It  has  been  given  a 
rather  high  rating  among  the  fever  allying  drugs 
because  of  the  belief  that  it  acts  not  merely  by  de- 
pressing the  heat  regulating  centers,  but  also  by 
decreasing  heat  production.  For  the  febrile  patient 
treated  with  quinine,  some  advantage  might  accrue 
from  prevention  of  the  undue  loss  of  protein  that 
the  heightened  tissue  breakdown  is  believed  to  bring 
about  in  fevers.  A recent  investigation,  however, 
indicates  conclusively  that  in  nonmalarial  febrile 
conditions  it  is  not  possible  through  quinine  therapy 
to  lessen  materially  the  waste  of  energy  or  the  de- 
struction of  bodv  tissue.  (Jour.  A.  M.  A.,  June  27, 
1925,  p.  2006). 

Witter  Water. — This  is  a product  put  out  by  Witter 
Medical  Springs,  San  Francisco.  It  is  advertised  as 
a remedy  for  “high  blood  pressure.”  The  public  is 
warned  of  the  tragic  consequences  of  this  condition 
and  given  the  usual  line  of  testimonials  telling  how 
Mrs.  A.,  with  high  blood  pressure  and  one  foot  in 
the  grave,  took  Witter  Water  and  recovered.  Among 
other  constituents,  Witter  Water  is  claimed  to  con- 
tain nitrites  and  it  is  stated  that  this  “undoubtedly, 
accounts  for  its  direct  action  in  the  reduction  of 
blood  pressure.”  Witter  Water  is  also  claimed  to 
contain  sufficient  iodide  to  produce  beneficial  action. 
According  to  an  analysis,  the  amount  of  sod’um 
nitrite  present  in  Witter  Water  is  one  and  one-half 
grains  per  gallon  and  for  thirty  dollars  the  sufferer 
from  high  blood  pressure  would  get  approximately 
ten  grains  of  sodium  nitrite.  According  to  the 
analysis  there  is  seven  one-hundredths  of  a grain 
of  potassium  iodide  in  each  gallon  of  Witter  Water. 
Thirty  dollars  worth  of  Witter  Water  contains  less 
than  one-half  grain  of  potassium  iodide.  Yet  the 
exploiters  seem  to  think  that  the  sodium  nitrite 
content  and  the  potassium  iodide  content  are  some- 
thing to  talk  about.  (Jour.  A.  M.  A.,  June  27,  1925, 

p.  2021). 

Sensitization  to  Pollen. — If  a patient  reacts  to  both 
giant  ragweed  (Ambrosia  trifida)  and  common  rag- 
weed (Ambrosia  artemesiafolia)  the  first  conclusion 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


325 


might  be  that  he  is  sensitive  to  both  pollens.  How- 
ever, it  would  be  best  to  make  retests  with  varying 
dilutions  of  the  two  pollens  to  find  out  whether  the 
patient  is  much  more  sensitive  to  one  than  to  the 
other.  If  the  patient  reacts  equally  to  the  two  poll- 
ens. he  should  be  treated  with  an  extract  represent- 
ing the  two  pollens.  Treatment  with  one  pollen 
would  not  protect  him  against  sensitiveness  to  the 
other  pollen,  since  pollen  sensitization  is  highly 
specific.  (Jour.  A.  M.  A.,  June  27,  1925,  p.  2022). 

Preventive  Treatment  for  Rabies. — The  Harris 
Pasteur  Treatment  for  rabies  can  be  given  and 
kept  on  hand  by  the  physician  and  is  reliable.  New 
and  Non-official  Remedies,  1925,  lists  the  antirabic 
vaccine  of  a number  of  manufacturers  which  is  sent 
out  in  packages  of  seven,  fourteen  and  twenty-one 
doses.  Recently  the  Council  on  Pharmacy  and 
Chemistry  has  announced  the  acceptance  of  anti- 
rabic vaccine  of  this  class  marketed  by  the  H.  K. 
Mulford  Co.,  the  Cutter  Laboratory  and  the  Lederle 
Antitoxin  Laboratories.  (Jour.  A.  M.  A.,  June  27, 
1925,  p.  2022). 


Book  Announcements 


Approaching  Motherhood.  Questions  and  Answers 
of  Maternity.  By  GEORGE  L.  BRODHEAD,  M.  D. 
Visiting  Obstetrician,  Bellevue  and  Allied  Hos- 
pitals, Harlem  Division.  New  York  City.  Paul  B. 
Hoeber,  Inc.,  New  York.  1925.  12  mo.  193  pages. 

Price  $1.50  net. 

Simplified  Nursing.  By  FLORENCE  DAKIN,  R.  N., 
Inspector  of  Schools  of  Nursing,  State  of  New 
Jersey.  Philadelphia,  London,  Montreal.  J.  B. 
Lippincott  Companv.  1925.  Octavo  of  499  pages. 
Cloth. 

Physical  Diagnosis  of  Diseases  of  the  Chest.  By 

JOSEPH  H.  PRATT,  A.  M„  M.  D.,  and  GEORGE 
E.  BUSHNELL,  Ph.D.,  M.  D.  Philadelphia  and 
London.  W.  B.  Saunders  Company.  1925.  Octavo 
of  522  pages  with  166  illustrations.  Cloth.  Price 
$5.00  net. 

International  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Original 
Articles  on  Treatment,  Medicine,  Surgery  and  the 
Various  Specialties.  By  Leading  Members  of  the 
Medical  Profession  throughout  the  World.  Edited 
by  HENRY  W.  CATTELL,  M.  D.,  Philadelphia, 
and  Collaborators.  Volume  II.  Thirty-fifth  Series. 
1925.  Philadelphia  and  London.  J.  B.  Lippincott 
Company.  1925.  8vo  of  311  pages.  Cloth. 

Proceedings  of  the  International  Conference  on 
Health  Problems  in  Tropical  America.  Held  at 
Kingston,  Jamaica,  B.  W.  I.,  July  22  to  August 
1,  1924,  by  invitation  of  the  Medical  Department, 
United  Fruit  Company.  Published  by  United  Fruit 
Company,  Boston,  Massachusetts.  1924.  8vo  of 
1,010  pages.  Illustrated.  Cloth. 

United  Fruit  Company,  Medical  Department.  Thir- 
teenth Annual  Report.  1924.  General  Offices: 
Boston,  Massachusetts.  Paper.  247  pages. 

Enzyme  Intelligence  and  Whence  and  Whither. 

Illustrating  that  enzymes  and  ferments  are  the 
ultimate,  indestructible  and  invisible  units  of  life 
and  are  conscious  and  intelligent.  That  these 
units  produce  and  maintain  all  living  things  we 
see.  That  our  body  is  a Republic  established  by 


enzymes  coming  from  the  invisible  world  of  life 
to  which  we  return  when  we  die.  By  NEL.S 
QUEVLI,  author  of  “Cell  Intelligence,  the  Cause  of 
Evolution.”  Reg.  Phar.  LL.  B.  The  Colwell  Press, 
Inc.,  Minneapolis,  Minn.  1925.  8vo.,  578  pages, 

illustrated.  Cloth.  Price,  $3.65  postpaid. 

A Compend  of  Diseases  of  the  Skin.  By  JAY  FRANK 
SCIIAMBERG,  M.  D.,  Professor  of  Dermatology 
and  Syphilology,  Graduate  School  of  Medicine, 
University  of  Pennsylvania;  Director  of  the  Re- 
search Institute  of  Cutaneous  Medicine,  Philadel- 
phia, etc.  Seventh  Edition,  Revised  and  Enlarged. 
12mo.  of  316  pages  with  119  illustrations.  Phila- 
delphia. P.  Blakiston’s  Son  and  Company,  1012 
Walnut  Street.  1925.  Cloth.  Price  $2.00. 

A Compend  of  Obstetrics.  Especially  Adapted  to  the 
use  of  Medical  Students  and  Physicians.  Revised 
and  edited  by  CLIFFORD  B.  LULL,  M.  D.,  In- 
structor of  Obstetrics,  Jefferson  Medical  College, 
Philadelphia;  Assistant  Obstetrician  to  the  Ma- 
ternity Department,  Jefferson  Medical  College 
Hospital,  etc.  Tenth  Edition.  12  mo.  283  pages 
with  84  illustrations.  Philadelphia.  P.  Blakiston’s 
Son  and  Company,  1012  Walnut  Street.  1925. 
Cloth.  Price  $2.00. 

Operating  Room  Procedure.  For  Nurses  and  In- 
ternes. By  HENRY  C.  FALK,  M.  D.,  Assistant 
Attending  Surgeon  to  the  French  Hospital;  In- 
structor in  Surgery  at  New  York  University  and 
Bellevue  Medical  College.  With  a Foreword  by 
EUGENE  H.  POOL,  M.  D„  New  York.  12mo.  385 
pages  with  275  illustrations.  G.  P.  Putnam’s  Sons, 
New  York  and  London.  The  Knickerbocker  Press. 
1925.  Cloth.  Price  $2.50. 

Three  Merry  Widows.  A New  View  of,  and  Remedy 
for,  Ordinary  Insanity;  and  a New  System  for 
Asylum  and  Prison  Management.  Dedicated  to 
the  Endocrinologists  and  to  the  Roentgenologists 
of  America,  for  Advice  and  Assistance  which  Ena- 
bled Completion  of  the  Matter.  Copyrighted  1925. 
By  L.  R.  Whiting,  913  East  Ninth  Street,  Austin, 
Texas.  12mo.  24  pages.  Paper. 


KINDNESS 

One  never  knows 

How  far  a word  of  kindness  goes; 

One  never  sees 

How  far  the  smile  of  friendship  flees. 

Down  through  the  years 

The  deed  forgotten  reappears. 

One  kindly  word 

The  soul  of  many  here  has  stirred. 

Man  goes  his  way 

And  tells  with  every  passing  day 

Until  life’s  end: 

“Once  unto  me  he  played  the  friend.” 

We  can  not  say 

What  lips  are  praising  us  today. 

We  can  not  tell 

Whose  prayers  ask  God  to  guard  us  well. 

But  kindness  lives 

Beyond  the  memory  of  him  who  gives. 

— Edgar  A.  Guest. 
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Editorial 


Dear  Doctor: 

There  appears  to  be  more  typhoid  than 
usual.  We  would  appreciate  it  if  you  would 
report  cases  promptly  and  let  us  know  if  you 
can  ascribe  any  probable  cause,  such  as  visits 
(two  weeks  before  becoming  sick)  to  particu- 
lar swimming  pools,  beaches,  ponds,  or  places 
where  insanitary  conditions  may  exist. 

Please  urge  typhoid  vaccination  generally, 
and  insist  on  it  in  homes  or  communities 
where  typhoid  exists.  Always  urge  the  im- 
portance of  the  safe  disposal  of  human  excreta 
so  that  flies  will  not  have  access  to  it  and  so 
that  it  will  not  endanger  drinking  water;  also 
urge  the  importance  of  protecting  all  drinking 
water. 

ENNION  G.  WILLIAMS, 
State  Health  Commissioner. 


Plagiarism. 

The  act  “of  appropriating  writings  or  ideas 
of  another  and  passing  them  off  as  one’s  own; 
the  stealing  of  the  writings  of  another  and 
publishing  them  as  one’s  own  composition,” 
according  to  Hunter-Morris  encyclopedic  dic- 
tionary, is  a definition  of  plagiarism.  And  no 
evil  in  the  history  of  literary  compositions 
can  exceed  plagiarism  in  the  quality  of  its 
moral  turpitude.  The  exceeding  fault  of  ap- 
propriating another’s  writings  and  publishing 
them  as  one’s  own  has  more  than  once  stigma- 
tized and  brought  a killing  blight  to  the  name 
of  writers  of  more  or  less  note  in  the  past.  In 
the  profession  of  literary  men  and  in  the  his- 
tory of  literature  the  shame  that  has  been  at- 
tached to  such  disgraceful  practice  has  made 
its  present-day  occurrence  infrequent.  The 


tone  of  this  ethical  character  of  literary  men 
of  today  is  high  and  praiseworthy. 

However,  in  the  vast  volume  of  medical  writ- 
ings, occasioned  by  the  enormous  production 
of  papers,  addresses,  case-reports,  research 
publications,  books,  et  cetera,  coming  “hot  off 
the  press”  of  our  time,  one  can  not  help  but 
notice  a certain  laxity  that  has  crept  in  on  this 
score.  The  reproduction  and  duplication  of 
ideas  and  writings  is  necessary  often  times,  in 
the  demands  of  modern  medical  progress, 
when  medical  societies,  meetings  and  medical 
monthly  and  weekly  publications  are  so  numer- 
ous. It  is  but  right,  therefore,  to  utter  a note 
of  caution  and  to  emphasize  the  ethical  neces- 
sity for  careful  notation  in  manuscripts  of  the 
origin  of  the  material,  either  in  ideas  or  words. 
Writers  should  tighten  up  and  correct  this  lax 
or  thoughtless  practice,  if  medical  publications 
of  today  are  not  to  suffer  a lamentable  decad- 
ence in  high  moral  standards. 

I nfortunately,  we  must  call  attention  to  an 
egregious  and  gross  instance  of  plagiarism. 
Besides,  it  is  our  unpleasant  duty  to  express 
our  emphatic  disapproval  and  condemnation 
of  it.  We  refer  to  the  use  made  of  Dr.  Wol- 
barst’s  article,  which  is  brought  to  the  atten- 
tion of  our  readers  in  an  open  letter  from 
Dr.  Wolbarst,  published  in  this  issue  of  the 
Monthly,  on  page  319.  The  flagrant  reproduc- 
tion, without  credit,  of  Dr.  Wolbarst’s  article, 
is  convincing.  So  gross  an  act  of  plagiarism 
offends  ethical  sense  and  violates  the  moral 
standards  of  medical  authors  and  publica- 
tions. And,  in  expressing  this  public  disap- 
proval. the  Virginia  Medical  Monthly  is 
only  giving  voice,  it  feels,  to  the  condem- 
nation which  our  readers,  members  of  the 
Medical  Society  of  Virginia,  will  experience  as 
they  read  (with  regret)  Dr.  Wolbarst’s  letter 
and  the  photostatic  reproduction  in  parallel 
columns  of  his  original  paper  and  the  plagi- 
arized production. 

Bile  and  Bile-  Tract  Disease. 

Bile  is  a digestive  fluid  only  in  part.  The 
bile  acids,  alone,  seem  to  have  important  func- 
tions in  digestive  processes.  While  the  other 
constituents  of  the  bile  help,  they  seem  to  be 
more  waste  products:  bile  pigments  from  de- 
stroyed hemoglobin,  cholesterol  from  broken- 
down  fat,  and  lecithin  from  expended  brain 
and  nerve  tissue.  Do  these  systems  of  the 
blood,  fat,  and  nerve  tissue  of  the  body  find 
in  the  bile  the  readiest  medium  of  excretion 
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of  their  waste  ? The  bile  acids,  however,  serve 
a definite  digestive  function;  in  addition  to 
serving  as  a “menstruum  for  dissolving  the 
cholesterin”  in  the  bile,  they  assist  in  splitting 
and  absorbing  the  fats  in  the  intestinal  tract 
and.  besides,  they  serve  as  activating  hormones 
to  the  flow  and  qualitj7  of  the  digestive  secre- 
tion from  the  pancreas.  One  must  not  over- 
look in  thinking-  of  the  bile,  however,  the  im- 
portance  of  it  as  an  excretion,  as  well  as  a di- 
gestive product,  in  the  upper  reaches  of  the 
intestinal  tract,  pouring  in  500  to  800  c.c.  daily. 
So.  one  may  well  consider  briefly  some  phases 
of  bile  physiology  befoi’e  one  comments  upon 
the  dysfunction  of  bile  and  the  diseases  of 
the  bile  tract. 

It  seems  evident  from  experimental  work  of 
physiologists  that  the  bile  pigment  arises  out- 
side of  the  liver  by  disintegration  of  hemo- 
globin and  is  excreted  by  the  liver  cells  as  a 
part  of  bile;  that  bile  acids  are  secreted  by  the 
liver  cells;  that  cholesterin  is  not  formed  in 
the  liver,  but  is  excreted  through  the  liver 
from  the  blood  “which  collects  it  from  various 
tissues  of  the  body”  (Howell)  ; that  lecithin, 
likewise,  occurring  “in  largest  quantity  in  the 
white  matter  of  the  nervous  system.”  derived 
from  the  liver  or  from  the  body,  is  excreted  in 
the  bile.  In  this  connection  one  may  note  the 
sum  of  bile  constituents  as  expressed  b}7  Howell, 
in  the  following  terms: 


Solids 2.520 

Water 97.4S0 

Mucin  and  pig- 
ment   0.529 

Bile  salts 0.931 

Taurocholate 0.3034 

Glycocholate  0.62761 


Fatty  acids  from 

soap  0.0630 

Cholesterin 0.0630 

Lecithin  0.0220 

Fat  0.0220 

Soluble  salts 0.8070 

Insoluble  salts  __  0.250 


The  out-pouring  of  bile  is  continuous,  but 
the  variation  in  the  amounts  are  influenced  by 
the  constituents  of  the  blood  flowing  through 
the  liver.  The  portal  blood,  containing  stimu- 
lating food  products  from  the  intestines,  the 
bile  pigments  reabsorbed  from  the  intestines, 
and  the  gastric  chvme.  all  stimulate  the  forma- 
tion  of  bile.  This  product,  flowing  from  liver 
lobule  through  the  bile  radicals  courses  on  to 
the  common  bile  duct  and  to  the  gall-bladder. 
The  bile  enters  the  doudenum  “periodically 
during  the  time  of  digestion;”  being  held  back 
by  the  sphincter,  is  diverted  to  the  gall-bladder 
where  condensation  and  concentration  of  it 
occurs,  storing  it  for  future  use.  The  passage 
of  food,  gastric  chyme,  into  doudenum,  parti- 
cularly the  products  of  protein  and  fat  gastric 
digestion,  appears  to  excite,  through  “probably 


reflex  action,  a contraction  of  the  gall-bladder 
and  an  inhibition  of  the  sphincter,  relaxing 
the  opening  into  the  intestines.” 

It  is  in  the  region  of  the  common  duct,  and 
gall-bladder  connections,  that  pathology  most 
often  occurs.  Digestive  disturbances  may 
easily  occur  as  symptoms.  Gall-stone  forma- 
tion, after  months  of  perversion  of  bile  and 
after  a long  period  of  inflammation  of  the 
Avails  of  the  bile  ducts  and  gall-bladder,  may 
be  expected. 


Bile  Ducts 

The  bile  ducts  vary*  in  arrangement  and  re- 
lationship : cystic  duct  may  not  be  joined  to 
the  common  duct  until  just  before  it  enters  the 
duodenum;  the  cystic  and  common  may  not 
unite;  the  common  duct  may  open  into  dou- 
denum with  or  without  junction  with  the  duct 
of  Wirsung.  The  \Tariations  make  for  slight 
difference  in  assortments  of  symptoms.  Catar- 
rhal jaundice  is  a common  symptom  of  bile 
obstruction.  This  symptom  may  be  of  serious 
import,  but,  usually,  may  be  taken  as  an  indi- 
cation of  duodenal  inflammation,  bringing 
about  swelling  of  ampulla  of  Vater  and  in- 
flammation of  the  outlet  of  the  common  duct, 
setting  up  an  obstruction  to  the  flow  of  bile. 
Thus,  retention  of  bile  brings  about  jaundice. 
To  repeat,  mucous  membrane  of  duodenum, 
ampulla  of  Vater,  or  common  duct,  may  be- 
come irritated  or  infected,  and  may  produce 
an  obstructive  swelling  at  this  bile  exit,  and  in 
this  way  produce  biliousness  or  jaundice,  or 
both.  The  important  consideration  in  this 
matter  is  to  properly  evaluate  the  symptoms 
of  jaundice;  to  make  a proper  interpretation 
of  its  underlying  causes  and  associations. 

Infecti\'e  cholangitis  or  infection  of  the  bile 
ducts  follows  more  serious  inflammatory 
changes.  It  may  be  suppurathTe.  Suppura- 
tive  cholangitis  follows  a malignant  infection 
such  as  from  bacilli  streptococci,  staphylococci, 
pneumococci,  bacilli  coli  and  bacilli  typhosus. 
In  such  a state  of  infection  the  ducts  are  di- 
lated, liver  enlarged  and  bile  is  purulent.  The 
patient  shows  hectic  symptoms,  jaundice  pres- 
ent (or  absent)  ; extreme  prostration  and  gas- 
tric intestinal  dysfunction.  A milder  but  more 
prolonged  bile  tract  disorder  may  be  noted  un- 
der the  generalization  of  chronic  infective 
cholangitis,  which  may  be  associated  with  or 
without  gall-stones.  This  condition  involves 

‘Read  Oxford  Medicine  on  Bile  Tract  Disease. 
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pathologic  consideration  of  moment  and  we 
can  only  speak  of  it  thus  briefly. 

Gall-Bladder 

The  gall-bladder  is  a common  site  of  disease 
and  is  intimately  connected  with  bile  duct  in- 
flammation and  infection,  as  well  as  with  the 
nature  of  the  bile  itself.  Routes  of  infection 
of  gall-bladder  and  etiology  of  gall-bladder 
disease  are  still  under  discussion.  It  is  easy 
to  conceive,  however,  that  the  usual  channels 
of  infection  operate  here  as  in  other  parts  of 
the  body.  The  microorganism  may  enter  the 
mucous  membrane  through  blood  stream,  lym- 
phatics, through  bile,  or  from  ducts.  Cholecy- 
stitis may  be  secondary  to  infection  for  distance 
primarily;  pneumonia,  influenza,  septicemia, 
tonsillitis,  or  other  focal  infections,  appendici- 
tis, pyleitis,  prostatitis,  urethritis,  etc.  The 
gall-bladder  may  be  inflamed,  but  not  so 
acutely  as  to  produce  obtrusive  symptoms,  but 
yet  so  as  to  affect  very  seriously  the  digestive 
function,  to  produce  discomfort  in  epigastrium, 
to  set  up  symptoms  usually  spoken  of  as 
“biliousness.”  Under  such  a symptom-complex 
the  quality  of  the  bile  and  the  quantity  reach- 
ing  the  duodenum  to  enter  into  the  digestion 
processes  there,  is  materially  altered  and  di- 
minished. Under  such  perversions  of  bile 
function,  patients  suffer,  sometimes  indefi- 
nitely, but  no  less  actually,  symptoms  of  bile 
poisoning.  This  bile  poisoning  displays  itself 
in  gastric  and  intestinal  symptoms,  in  urinary 
symptoms,  in  skin  symptoms  and  in  nervous 
and  mental  symptoms. 

Gall-Stones 

Cholelithiasis  may  occur  from  mere  precipi- 
tation of  cholesterin  when  constantly  present 
in  an  excessive  amount  in  gall-bladder  bile. 
This  may  cause  an  aseptic  cholesterin  gall- 
stone. Contamination  by  microorganisms  of 
bile,  bile  ducts,  or  gall-bladder,  under  condi- 
tions of  “hvpercholesterinemia  or  high  choles- 
terin content  of  bile,”  or  even  under  normal 
bile,  makes  for  bile  stone  formation.  The  con- 
tributory factors  to  the  bile  stone  stage  are 
quite  obvious;  long  continued  dietary  abuses 
are  the  most  common.  Excessive  carbohydrate 
and  fat  diets  tend  to  gall-stone  formation. 
Catarrhal  congestion  of  duodenal  tract  tends 
to  stagnate  the  fluid  movement  of  the  bile  and 
obstruct  its  prompt  out-flow,  and  serves  to 
favor  the  precipitation  of  cholesterin  and  bile 
pigment,  which  forms  the  initial  step  in  gall- 


stone production.  Infection  of  the  bile,  the 
ducts,  or  the  gall-bladder  by  microorganisms 
arriving  from  primary  foci,  proximate  or  re- 
mote foci,  only  make  the  process  more  certain 
and  inevitable.  Solitary  pure  cholesterin 
stones  are  rare,  for  infection  and  inflammation 
usually,  in  time,  add  to  the  formation  biliru- 
bin calcium:  these  form  about  60  per  cent  of 
all  hepatic  calculi.  There  are  certain  varia- 
tions in  chemical  formation,  as  one  may  easily 
conceive.  The  form  and  number  of  stones  are 
known  to  vary  greatly.  The  important  obser- 
vation in  this  connection  is  that  clinicians  and 
surgeons  must  consider  patients  of  this  type 
as  being  in  the  late  stage  of  biliary  disease. 
Really  the  symptoms  of  biliary  colic  are  the 
symptoms  of  late  biliary  disease.  This  phase 
of  biliary  pathology  is  preceded  by  a train 
of  symptoms,  or  conditions,  Avhich  if  treated, 
may  prevent  such  gross  and  such  late  and  ugly 
symptoms.  For  this,  however,  physicians  are 
not  to  be  held  reprehensible,  because  all  too 
frequently  patients  with  clear-cut  and  definite 
symptoms  of  “biliousness”  and  gastric  disturb- 
ances, accompanying  chronic  foci  of  infection, 
go  along  for  months  and  years,  abusing  all 
reasonable  laws  of  diet  and  physical  well- 
being until,  eventually,  unable  to  avoid  appeal- 
ing for  medical  aid,  they  come  under  ob- 
servation in  the  late  stage  of  biliary  disease  in 
the  form  of  an  hepatic  colic,  an  attack  of  jaun- 
dice or  suppurative  cholangitis,  cholecystitis, 
or  chronic  digestive  disturbances. 

In  conclusion,  one  may  read  Judd’s1  well- 
considered  article  in  thinking  on  the  questions 
of  surgical  procedures  in  jaundiced  patients. 
Attention  is  directed  to  the  work  of  McNee  on 
the  mechanism  of  jaundice,  describing  possible 
avenues  through  which  jaundice  may  occur. 
Judd  adopts  McNee's  classification  of  jaundice, 
which  divides  jaundice  into  three  clinical 
groups:  (1)  obstructive  hepatic  jaundice,  (2) 
toxic  and  infectious  hepatic  jaundice,  and  (3) 
hemolytic  jaundice.  Surgery  can,  according 
to  Judd,  accomplish  “a  great  deal  in  cases  of 
obstructive  jaundice  by  relieving  the  obstruc- 
tion.” Surgery  can  also  help  hemolytic  jaun- 
dice bv  removing  the  spleen.  But  in  the  case 
of  infectious  hepatic  jaundice,  it  is  “difficult 
to  ascertain  how  much  can  be  accomplished  by 
treating  them  surgically.” 

Pain  plays  an  important  and  a significant 
part  in  the  history  of  jaundice,  according  to 

1.  Judd,  Jour.  A.  M.  A.,  Vol.  85,  No.  2,  page  88. 
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our  author,  in  that  its  presence  indicates  the 
probability  of  stone  and  its  absence  points  more 
toward  malignancy.  As  operation  for  removal 
of  obstruction  is  imperative,  certain  precau- 
tionary measures  are  advocated  in  the  nature 
of  pre-operative  preparation.  These  may  be 
brought  out  chiefly  in  this  manner: 

(a)  If  jaundice  appears  to  be  receding, 
operation  may  wisely  be  postponed  as  long  as 
patient  improves. 

(b)  The  long  standing  case  of  jaundice  is 
the  greater  risk  and  should  be  handled  with 
greater  caution. 

(c)  In  cases  where  jaundice  has  turned  green 
or  blackish,  with  or  without  petechial  hemor- 
raghie  areas,  operations  should  not  be  per- 
formed. This  rather  indicates  malignant  lesion 
beyond  hope. 

(d)  “No  jaundiced  patient  should  be  oper- 
ated on  until  a very  careful  investigation  has 
been  made” : 

1.  Coagulation  time  of  blood  and  calcium 
content. 

2.  Estimation  of  serum  bilirubin. 

3.  Use  of  intravenous  administration  of  cal- 
cium in  three-day  series  in  effort  to  bring  up 
coagulation  time  and  reduce  bilirubin. 

Judd  cites  experience  of  142  cases  operated 
upon  in  Mayo  Clinic  with  disease  of  common 
duct;  104  had  some  degree  of  jaundice  at  the 
time  of  operation;  eleven  of  the  142  died,  four 
of  which  showed  hemorrhage. 

The  author  concludes  this  interesting  article 
with  the  following  summary : 

“A  practical  application  is  made  of  the  work 
of  McNee,  van  den  Bergh,  Aschoff  and  Mann 
to  the  surgical  treatment  of  jaundiced  patients. 
The  most  valuable  aid  in  the  handling  of  jaun- 
diced patients  is  the  van  den  Bercrh  test  for 
the  quantity  and  quality  of  bile  in  the  serum. 

“Much  has  been  accomplished  in  the  pre- 
operative treatment  of  jaundiced  patients, 
which  means  more  than  just  the  intravenous 
administration  of  calcium.  I believe  that  in 
deeply  jaundiced  patients  the  common  ducts 
should  usually  be  drained  with  a tube,  and  the 
gall-bladder  should  be  drained  if  neceessarv 
but  not  removed. 

“Hepaticoduodenostomy  is  the  procedure  of 
choice  in  cases  of  post-operative  stricture. 
Cholecystogastrostomy  otfers  considerable  re- 
lief in  certain  types  of  inoperable  malignant 
diseases,  and  also  seems  helpful  in  cases  of 
hepatic  infectious  jaundice. 
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“Multiple  needle  punctures  in  cases  in  which 
the  liver  is  badly  damaged  allow  a certain 
amount  of  blood  and  fluid  to  drain  out,  and 
may  tend  to  restore  the  function  of  the  liver.” 


News  Notes 

Time  Drawing  Near  For  Richmond  Meeting. 

Shortly  after  summer  vacations  stop,  the 
Medical  Society  of  Virginia  will  hold  its 
annual  meeting  in  Richmond.  The  dates  are 
October  13-16,  and  a large  attendance  is  ex- 
pected. Cards  have  been  mailed  to  all  mem- 
bers, stating  that  “Puerperal  Infection”  is 
the  subject  for  general  discussion,  and  at  the 
same  time  asking  for  titles  of  papers.  On  this 
card  was  explained  the  resolution  relative  to 
limiting  the  number  of  papers  to  be  presented, 
so  that  the  Society  might  have  only  one  sec- 
tion instead  of  two,  as  for  the  past  few  years. 
The  resolution  is  as  follows : 

“1.  No  title  shall  be  accepted  for  the  program 
prior  to  two  months  before  date  of  the  annual  meet- 
ing. As  provided  in  the  By-Laws,  an  announcement 
concerning  the  annual  meeting  and  request  for  titles 
of  papers  shall  be  mailed  by  the  Secretary-Treasurer 
to  all  members  of  the  Society. 

“2.  On  and  after  the  day  which  would  be  two 
months  prior  to  the  first  day  of  the  annual  meeting, 
titles  will  be  received  until  fifty  are  in  hand.  In 
the  fifty  titles  referred  to,  provision  shall  be  made 
for  the  papers  of  the  invited  guests  and  papers  on 
the  subject  of  general  discussion. 

“3.  After  the  fifty  titles  are  received,  the  Program 
Committee  shall  arrange  and  classify  them  accord- 
ing to  related  subjects.” 

This  will  not  greatly  reduce  the  number  of 
papers  to  be  presented  in  comparison  with  pro- 
grams of  previous  years,  but  we  would  suggest 
that  no  member  should  send  a title  for  the 
program  unless  he  is  reasonably  sure  of  being 
able  to  attend,  as  he  might  thus  keep  off  the 
program  some  member  who  can  be  on  hand. 

Dr.  T.  D.  Jones,  chairman  of  the  Richmond 
committee  in  charge  of  arrangements,  has  ap- 
pointed the  following  chairmen  to  look  after 
details : 

Reception  and  Automobiles — Dr.  Fred  M. 
Hodges. 

Badges.  Printing  and  Publicity  — Dr. 
Thomas  IV.  Murrell. 

Golf—  Dr.  E.  H.  Terrell. 

Finance — Dr.  Carrington  Williams. 

E n tertain  merit — Dr.  Clifton  M.  Miller. 

Scientific  Exhibits — Dr.  J.  Shelton  Horsley. 

Commercial  Exhibits , Hotels  and  Meeting 
Halls — Dr.  James  K.  Hall. 

Ladies — Mrs.  Fred  M.  Hodges. 
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Dr.  Hunter  H.  McGuire,  Winchester,  is 
president.  His  invited  guests,  Drs.  George  E. 
de  Schweinitz  and  Alfred  Stengel,  of  Phila- 
delphia, and  Dr.  David  S.  Hillis,  of  Chicago, 
will  be  a big  attraction.  Make  your  plans  now 
to  be  on  hand. 

The  Southwestern  Virginia  Medical  Society 

Will  hold  its  regular  meeting  at  Mountain 
Lake,  Va..  August  27  and  28,  Dr.  F.  H.  Smith, 
Abingdon,  presiding.  Dr.  Estill  Caudill,  Nar- 
rows, Va.,  is  chairman  of  the  Committee  on 
Arrangements  and  he  and  the  secretary,  Dr. 
Elbyrne  Gill,  Roanoke,  will  be  glad  to  furnish 
information.  A subscription  banquet  will  be 
held  on  the  first  evening.  A symposium  on 
“Pelvic  Diseases”  will  be  held  and  a number 
of  other  interesting  papers  will  be  presented 
by  visitors  and  members. 

Midsummer  Vacationists. 

Dr.  and  Mrs.  O.  B.  Darden  have  returned 
to  their  home  at  Westbrook  Sanatorium,  Rich- 
mond, after  a visit  to  Statesville,  N.  C. 

Dr.  and  Mrs.  R.  F.  Thornhill,  Pulaski,  spent 
sometime  in  July  visiting  relatives  at  Orange, 
Va.,  the  doctor’s  former  home. 

Dr.  Clarence  Porter  Jones  and  son,  of  New- 
poi't  News,  Va.,  spent  the  first  two  weeks  in 
July  on  a fishing  trip  at  Nimrod  Hall,  Va. 

Dr.  and  Mrs.  Stuart  Michaux,  Richmond,  on 
a recent  motor  trip  visited  Lexington  and 
Natural  Bridge,  Va. 

Dr.  and  Mrs.  J.  V.  Jordan,  of  Covington, 
left  about  the  middle  of  July  on  a motor  trip 
for  a visit  to  relatives  in  Ottawa,  Canada,  and 
in  Pennsylvania.  They  expected  to  be  away 
for  several  weeks. 

Dr.  O.  C.  Page,  of  Brodnax,  was  a visitor 
in  Richmond,  the  middle  of  July. 

Dr.  B.  L.  Llillsman  recently  returned  to  his 
home  in  Richmond  after  a fishing  trip  on  the 
Rappahannock  River. 

Dr.  .T.  T.  Walker  has  returned  to  Gordons- 
ville,  Va.,  after  spending  sometime  at  Slab 
Fork,  W.  Va.,  with  Dr.  F.  L.  Banks. 

Dr.  L.  H.  Lewis,  of  Lawrenceville,  has  re- 
turned home  after  a two  weeks’  visit  with  his 
family  at.  Goshen  and  Harrisonburg,  Va. 

Dr.  F.  H.  Lee  has  returned  to  his  home  in 
Richmond  after  visiting  a number  of  points 
of  interest  in  the  West. 

Dr.  Phil  H.  Neal,  of  the  class  of  ’23,  Medi- 
cal College  of  Virginia,  after  two  years’  in- 
ternship at  Gouverneur  Hospital,  New  York 
City,  was  a visitor  in  Richmond  last  month. 


Dr.  Rachel  Weems,  a member  of  the  class  of 
’2d,  Medical  College  of  Virginia,  who  spent  the 
past  year  as  an  interne  at  Memorial  Hospital, 
Worcester,  Mass.,  is  spending  the  summer 
months  with  her  parents  in  Ashland,  Va. 

Dr.  and  Mrs.  Howard  R.  Masters,  Rich- 
mond, have  been  spending  a vacation  in  Ashe- 
ville, N.  C. 

Dr.  and  Mrs.  Fred  Hodges,  Richmond,  left 
the  last  of  July  for  a motor  trip  to  Canada 
and  some  places  of  interest  in  the  northern 
states.  They  will  be  away  several  weeks. 

Dr.  and  Mrs.  E.  H.  Luck,  Roanoke,  have 
been  visiting  at  Sweet  Springs,  W.  Va. 

Dr.  J.  A.  Rifle,  Covington,  was  another  re- 
cent guest  at  these  Springs. 

Dr.  and  Mrs.  E.  H.  Terrell  and  daughters, 
Richmond,  left  on  a motor  trip  about  the  first 
of  August  and  expected  to  spend  several  weeks 
visiting  various  places  of  interest  in  Canada 
and  in  the  northern  states. 

Dr.  R.  W.  Garnett  and  children  returned  to 
their  home  in  Danville,  about  the  middle  of 
July,  after  a visit  to  Virginia  Beach. 

Dr.  and  Mrs.  Murat  Willis  and  children, 
Richmond,  are  spending  the  month  of  August 
at  Rockbridge  Baths,  Va. 

Dr.  and  Mrs.  J.  Morrison  Hutcheson  and 
children,  Richmond,  are  also  spending  August 
with  Dr.  Hutcheson’s  mother  at  Rockbridge 
Baths,  Va. 

Dr.  S.  E.  Hughes,  Danville,  has  been  spend- 
ing several  weeks  in  Asheville,  N.  C. 

Dr.  and  Mrs.  Elbert  B.  Talbot  returned  to 
their  home  in  Richmond,  about  the  middle  of 
July,  after  a visit  through  the  Valley  of  Vir- 
ginia. 

Dr.  William  R.  Weisiger,  Richmond,  is  home 
again,  after  a vacation  spent  in  New  York 
City  and  New  Haven,  Conn. 

Dr.  and  Mrs.  James  M.  Parrott  and  son,  of 
Kinston,  N.  C.,  are  on  a western  trip.  They 
will  spend  the  greater  portion  of  their  vaca- 
tion in  Wyoming. 

Dr.  and  Mrs.  Alfred  S.  Grussner  have  re- 
turned to  their  home  at  Bassetts,  after  a visit 
to  Richmond  and  New  York. 

Dr.  and  Mrs.  A.  G Brown,  Jr.,  Richmond, 
are  home  again  after  a visit  to  friends  near 
Charlottesville,  Va. 

Dr.  R.  C.  Fravel,  Richmond,  after  a short 
visit  to  Canadaigua  Lake,  N.  Y.,  is  again  visit- 
ing relatives  in  Woodstock,  Va. 

Dr.  P.  E.  Tucker,  of  Buckingham,  Va.,  has 
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been  a recent  vistior  in  Richmond,  having 
come  here  to  be  with  his  wife  who  underwent 
an  operation  in  a local  hospital. 

Dr.  and  Mrs.  H.  S.  MacLean  returned  to 
their  home  in  Richmond,  the  latter  part  of 
July,  after  a visit  to  Atlantic  City,  N.  J. 

Dr.  L.  O.  Vaughan,  Waver  ly,  was  a recent 
visitor  in  Richmond. 

Dr.  and  Mrs.  J.  K.  Richardson,  Richmond, 
with  a party  of  friends,  recently  enjoyed  a 
motor  trip  through  the  Valley  of  Virginia. 

Dr.  IV.  O.  Bailey,  Leesburg,  is  home  again 
after  a visit  to  Warrenton,  Va. 

Dr.  and  Mrs.  J.  C.  Flippin,  University,  Va., 
are  spending  several  weeks  at  Camp  Alleghany, 
Va. 

Dr.  and  Mrs.  M.  R.  Faville,  Roanoke,  were 
recent  visitors  at  Monterey.  Va. 

Dr.  and  Mrs.  H.  S.  Hedges  have  returned 
to  their  home  in  Charlottesville,  after  a vaca- 
tion spent  on  Chesapeake  Bay. 

Dr.  IV.  S.  Beazley,  Jr.,  who  for  the  past  year 
has  been  an  interne  at  the  New  Foi’k  Foundling- 
Hospital,  New  York  City,  is  now  with  his 
parents  in  Richmond. 

Dr.  and  Mrs.  T.  E.  Patteson  and  family,  of 
Ransons,  have  been  enjoying  a visit  through 
the  Valley  of  Virginia  with  a party  of  friends. 

Dr.  and  Mrs.  Thomas  F.  Gill,  Richmond, 
have  returned  from  a two  weeks’  visit  at  Co- 
lonial Beach,  Va. 

Dr.  George  G.  Hankins,  of  Philadelphia,  Pa., 
recently  visited  friends  at  his  old  home  in  Wil- 
liamsburg, Va. 

Dr.  and  Mrs.  J.  F.  Geisinger,  Richmond,  are 
on  a motor  trip  with  a party  of  friends  to 
Canada  and  points  of  interest  in  the  northern 
states. 

Dr.  and  Mrs.  IV.  G.  Trow.  Warrenton,  went 
early  in  August  with  a party  of  friends  for 
a camping  trip  at  Happy  Creek  on  the  Shen- 
andoah River. 

Dr.  A.  L.  Stratford,  II,  has  returned  to  his 
home  in  Richmond,  after  a vacation  spent  in 
visiting  friends  in  Canada,  Pennsylvania, 
Maryland  and  West  Virginia. 

Dr.  and  Mrs.  L.  T.  Royster,  University,  Va., 
are  spending  sometime  at  Virginia  Beach. 

Dr.  and  Mrs.  Frank  P.  Smart,  Norfolk,  Va., 
have  been  visiting  friends  at  Crozet,  Va. 

Dr.  and  Mrs.  Arthur  S.  Brinkley  have  re- 
turned to  their  home  in  Richmond,  after  a 
visit  at  Virginia  Beach. 

Dr.  and  Mrs.  J.  Weldon  Smith  and  family. 


of  Farmville,  were  recent  visitors  at  Virginia 
Beach. 

Dr.  and  Mrs.  Kenneth  Bradford  have  re- 
turned to  Staunton,  after  an  automobile  tour 
in  Canada. 

Dr.  and  Mrs.  John  W.  Carroll,  of  Lynchburg, 
have  been  spending  sometime  at  Virginia 
Beach. 

Dr.  and  Mrs.  IV.  E.  Anderson,  Farmville, 
are  spending  the  late  summer  at  their  country 
home  in  Dinwiddie  County,  Va. 

Dr.  and  Mrs.  Ramon  D.  Garcin,  Richmond, 
have  been  spending  the  summer  at  Goshen  and 
Lexington,  Va.,  where  Dr.  Garcin  has  greatly 
improved  after  his  illness  of  last  winter. 

Dr.  S.  T.  A.  Kent,  of  Ingram,  recently 
visited  his  daughter  in  Pulaski,  Va. 

Dr.  Waller  Jameson,  Roanoke,  was  a mid- 
summer guest  at  Crockett  Springs.  Va. 

Attend  Medical  Reserve  Officers’  Training 
Camp. 

The  following  doctors  from  Virginia,  Dis- 
trict of  Columbia,  North  Carolina  and  West 
Virginia  spent  two  weeks  in  July  attending 
the  Medical  Reserve  Officers’  Training  Camp 
at  Carlisle,  Pennsylvania : 

Virginia — Major  William  A.  Brumfield. 
Blacksburg;  Lt.  Col.  Giles  B.  Cook;  Front 
Royal:  Major  Charles  M.  Edwards.  Richmond; 
Capt.  George  A.  L.  Kolmer,  Salem;  Major 
William  J.  Olds,  Front  Royal;  and  1st  Lt. 
George  C.  Tyler,  Chester. 

District  of  Columbia — 1st  Lt.  William  M. 
Ballinger;  Major  J.  Wesley  Bovee:  Major 
Coursen  B.  Conklin;  Lt.  Col.  James  C.  Cum- 
ming;  Capt.  Everett  M.  Ellison;  Col.  Thos. 
M.  Foley:  Major  Charles  I.  Griffith;  1st  Lt. 
Daniel  S.  Hatfield;  Major  Joseph  P.  Madigan; 
1st  Lt.  John  A.  Reed;  Col.  Edward  G.  Seibert: 
Major  Joseph  D.  Stout;  and  Major  Daniel 
Stuart,  all  of  Washington,  D.  C. 

North  Carolina — Capt.  George  G.  Dixon. 
Ayden;  Major  Julius  A.  Dosher,  Southport; 
Capt.  Lewis  J.  Dupree,  Kinston;  Major  Philip 
S.  Easley,  Statesville;  Major  John  G.  Hog- 
gard,  Wilmington:  Col.  John  IV.  Long, 

Greensboro ; Col.  John  IV.  MacConnell.  David- 
son; Major  Jay  IT.  McClellan.  Asheville;  Lt. 
Col.  Coite  L.  Sherrill,  Statesville;  Major  Vic- 
tor R.  Small,  Clinton;  Capt.  William  E. 
Woods,  Elizabeth  City. 

West  Virginia — Col.  Jonathan  E.  Burns. 
Charleston ; Lt.  Col.  Lurty  M.  Harris,  Wheel- 
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ing;  and  Major  Hugh  G.  Nicholson,  Charles- 
ton. 

Dr.  Graves  with  St.  Elizabeth’s  Hospital, 
Pearisburg. 

Drs.  W.  C.  and  E.  L.  Caudill  announce  the 
addition  to  the  staff  of  St.  Elizabeth’s  Hos- 
pital, Pearisburg,  Ya.,  of  Dr.  Iv.  D.  Graves, 
formerly  associated  with  Lewis-Gale  Hospital, 
Roanoke,  Va.  Dr.  Graves  will  he  director  of 
the  department  of  internal  medicine  and  clini- 
cal pathology. 

Sir  Aukland  Geddes  Assumes  Leadership  of 
Social  Hygiene  Council. 

Sir  Aukland  Geddes,  former  British  ambas- 
sador to  the  United  States,  has  accepted  the 
presidency  of  the  British  Social  Hygiene  Coun- 
cil. As  Sir  Aukland  Geddes  is  already  presi- 
dent of  the  Society  for  the  Prevention  of 
Venereal  Disease,  it  is  anticipated  that,  if  the 
present  efforts  are  continued  and  extended, 
venereal  diseases  in  England  will  be  reduced 
to  a minimum. 

Dr.  George  H.  Thomas, 

After  a service  of  a year  at  the  U.  S.  Veter- 
ans’ Bureau,  Richmond.  Va.,  has  returned  to 
Staunton,  Va.,  where  he  will  resume  private 
practice. 

Dr.  C.  P.  Cake, 

Of  this  year’s  class.  University  of  Virginia, 
School  of  Medicine,  is  now  on  duty  at  Blue 
Ridge  Sanatorium,  Charlottesville,  Va. 

Dr.  Charles  P.  Howze, 

Formerly  associate  urologist  to  University 
of  Virginia  Hospital  and  instructor  in  the 
Medical  School,  has  moved  to  Danville,  Va., 
and  opened  offices  at  303-305  Masonic  Temple. 
His  practice  will  be  limited  to  urology. 

Dr.  Charles  C.  Hedges, 

Grafton,  IV.  Va.,  of  the  class  of  ’22,  Uni- 
versity of  Virginia,  has  been  appointed  health 
officer  of  Ohio  County,  West  Virginia. 

Dr.  Ernest  Mosby, 

Waynesboro,  Va.,  is  one  of  the  charter  mem- 
bers and  directors  of  the  Kiwanis  Club  of  that 
city. 

Married. 

Dr.  Perry  H.  Wiseman,  of  Henrietta,  N.  C., 
and  Miss  Grace  Florence  Furrh,  for  the  past 
few  years  superintendent  of  Hvgeia  Hospial, 
Richmond,  July  7.  Dr.  Wiseman  is  a member 
of  this  year’s  class,  Medical  College  of  Vir- 
ginia. They  will  make  their  home  at  Hen- 
rietta. N.  C. 


Dr.  Clack  Dickinson  Hopkins,  Richmond, 
and  Miss  Mildred  Carter  Lee,  of  Powhatan 
County,  Va.,  August  1.  They  left  at  once  for 
Miami,  Fla. 

In  Charge  of  Health  of  Huntington,  W.  Va. 

Dr.  Joseph  Rader  has  been  appointed  city 
health  officer  of  Huntington,  W.  Va.,  and  Drs. 
Benj.  L.  Hume,  Charles  L.  Hopkins,  Joseph 
C.  Ford,  and  Simpson  A.  Smith  have  been  ap- 
pointed city  physicians.  Drs.  Hume  and  Ford 
are  alumni  of  the  Medical  College  of  Virginia. 

American  Board  of  Otolaryngology. 

An  examination  was  held  by  the  American 
Board  of  Otolaryngology  on  May  26,  1925,  at 
the  Medico-Chirurgical  Hospital,  Philadel- 
phia, with  the  following  result : 


Passed  137 

F ailed  20 

Total  Examined  157 


The  next  examination  will  be  held  at  the 
University  of  Illinois  School  of  Medicine  on 
October  19,  1925.  Applications  may  be  se- 
cured from  the  Secretary,  Dr.  H.  W.  Loeb. 
1402  South  Grand  Boulevard,  St.  Louis,  Mo. 

Dr.  W.  H.  C.  White, 

Recently  of  University,  Va.,  is  now  at 
Ancker  Hospital,  St.  Paul,  Minnesota. 

Dr.  Fred  M.  Horsley 

Who  has  been  at  Berry ville,  Va.,  for  the 
past  several  months,  is  now  at  his  old  home  at 
Lovingston,  Va. 

South  Carolina  Has  Effective  System  of  Dis- 
ease Reporting. 

Dr.  James  a Havne,  State  Health  Officer  of 
South  Carolina  and  Collaborating  Epidemiolo- 
gist of  the  U.  S.  Public  Health  Service,  has 
instituted  a new  and  decidedly  more  effective 
system  of  disease  reporting  by  physicians. 
Each  week  a card  is  mailed  to  physicians  for 
the  report  of  the  number  of  cases  of  diphtheria, 
gonorrhea,  syphilis,  malaria,  smallpox,  tuber- 
culosis, and  certain  other  diseases.  The  greater 
effectiveness  of  this  system  of  reporting  is 
shown  bv  the  fact  that  in  the  first  month  of 
its  operation  734  cases  of  syphilis  were  reported 
as  against  an  average  of  245  cases  for  each  of 
the  preceding  ten  months,  or  three  times  as 
many  cases  as  were  reported  formerly.  There 
is  a still  higher  rate  of  increase  in  the  number 
of  reported  cases  of  gonorrhea.  Over  seven 
times  as  many  cases  of  this  disease  were  re- 
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ported  under  the  new  system  as  were  reported 
formerly. 

Dr.  Charles  B.  Crute, 

Farmville,  Va.,  has  been  named  commander 
of  the  re-organized  American  Legion  Post  at 
that  place. 

Dr.  L.  O.  Crumpler, 

Danville,  Va.,  the  latter  part  of  July  won 
the  speer  cup  offered  for  the  open  tournament 
of  the  Danville  Golf  Club. 

The  Frederick  Kimball  Stearns  Memorial 

Fellowship  in  Medicine 

Has  been  founded  by  Frederick  Stearns  & 
Company  of  Detroit,  at  the  University  of 
Michigan,  in  honor  of  the  late  Frederick  Kim- 
ball Stearns. 

Mr.  Stearns  was  a life-long  patron  of  the 
Arts  and  Sciences,  and  had  shown  a special  in- 
terest in  the  progress  of  the  University  of 
Michigan.  The  Stearns'  Botanical  Gardens,  the 
Stearns’  Fellowship  in  Pharmacy  and  the 
Stearns’  Collection  of  Musical  Instruments,  the 
most  complete  collection  of  its  kind  in  the 
world,  were  evidences  of  his  interest  and 
generosity. 

While  the  medical  fellowship  is  to  be  used 
at  the  direction  of  the  University  medical 
authorities,  the  work  during  the  coming  year 
will  be  devoted  to  researches  on  Insulin  and 
Insulin  therapy.  The  study  of  this  problem 
has  been  of  the  greatest  interest  also  in  the 
Scientific  Laboratories  of  Frederick  Stearns 
& Company  in  the  course  of  the  development 
of  their  product,  “Insulin-Stearns,”  which  has 
been  so  extensively  used  in  the  treatment  of 
diabetes. 

Maine  Legislates  Against  Spread  of  Venereal 

Diseases. 

As  a measure  for  the  protection  of  the  com- 
munity from  venereal  infection  the  Maine 
Legislature  has  passed  an  amendment  whereby 
superintendents  of  State,  county,  and  munici- 
pal charitable  or  correctional  institutions  are 
required  to  report  to  the  §tate  Department  of 
Public  Health  any  inmate  about  to  be  released 
and  who  is  afflicted  with  a venereal  disease  in 
an  infectious  form.  The  report  is  to  be  made 
not  later  than  fourteen  days  before  the  esti- 
mated date  of  release,  so  that  the  State  Depart- 
ment of  Public  Health  may  “take  necessary 
measures  to  protect  others  from  such  infec- 
tion.” 


Re-appointed  on  State  Board  of  Health  of 
North  Carolina. 

Dr.  Richard  FI.  Lewis,  of  Raleigh,  has  been 
re-appointed  a member  of  the  State  Board  of 
Health  of  North  Carolina  for  a period  of  six 
years.  Dr.  Lewis  has  been  a member  of  the 
Board i continuously  since  188-1. 

Dr.  Lee  S.  Liggan, 

After  a two  years’  internship  at  Memorial 
Hospital,  Richmond,  has  located  at  Callao, 
Va.,  for  the  practice  of  his  profession.  Dr. 
Liggan  is  a member  of  the  class  of  '23,  Medi- 
cal College  of  Virginia. 

Dr.  J.  Gordon  Boisseau, 

Richmond,  was  elected  a member  of  the  exe- 
cutive committee  of  the  Church  Hill  post  of 
the  American  Legion,  at  its  meeting  the  latter 
part  of  July. 

Re-appointed  on  School  Board. 

At  a meeting  of  the  school  electoral  board  of 
Clarke  County,  last  month,  Dr.  C’has  O.  Dear- 
mont,  White  Post,  was  re-elected  president,  and 
Dr.  J.  E.  Harris,  Berry ville,  was  re-elected  a 
member  of  the  board. 

Re-appointed  Members  of  South  Carolina 
State  Board  of  Medical  Examirers. 

Drs.  Joseph  T.  Taylor,  of  Adams  Run,  and 
Frank  M.  Lander,  Williamston,  have  been  re- 
appointed  members  of  the  State  Board  of 
Medical  Examiners  of  South  Carolina. 

Officers  in  Winchester  Post,  American 
Legion. 

Drs.  P.  W.  Boyd  and  B.  B.  Dutton,  of  Win- 
chester, have  been  elected  officers  in  the  Robert 
I.  Conrad  Post,  American  Legion,  of  that 
place. 

Drs.  Edmunds  and  Tipton, 

Danville,  Va.,  announce  the  subdivision  of 
their  practice  as  follows:  Dr.  T.  W.  Edmunds, 
diseases  of  the  eye,  and  Dr.  J.  W.  Tipton,  dis- 
eases of  ear,  nose  and  throat.  They  will  main- 
tain their  partnership  and  offices  in  the  Arcade 
Building,  that  city. 

Hospital  Elects  Officers. 

The  staff  of  the  Virginia  Baptist  Hospital, 
Lynchburg,  Va.,  has  elected  Dr.  F.  O.  Plunkett 
chief;  Dr.  Hunter  B.  Spencer  vice-president: 
and  Dr.  F.  Musgrave  Howell  secretary. 
Abbott  Laboratories  to  Have  New  Plant. 

The  new  plant  of  the  Abbott  Laboratories, 
now  nearly  ready,  will  be,  when  occupied,  the 
finest  complete  pharmaceutical  and  research 
plant  in  the  world.  Here  the  newest  synthetic, 
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medicinal  chemicals  are  made  in  large  quan- 
tities bv  improved  processes,  insuring  purity 
and  accuracy.  Here  also  are  extracted  from 
the  crude  drugs  the  medicinal  principles  used 
largely  throughout  the  pharmaceutical  indus 
try  as  well  as  by  the  medical  profession. 

Larger  quarters  will  be  provided  for  the  ex- 
tensive research  work  now  being  carried  on 
by  a large  staff  of  chemists  and  new  buildings 
are  being  provided  for  the  manufacture  of  the 
well-known  Abbott  pharmaceutical  specialties. 

The  administrative  office  of  The  Abbott 
Laboratories,  located  for  many  years  in 
Ravenswood,  will  be  moved  about  October  1st 
of  this  year  to  the  new  plant.  The  postoffice 
address  will  be  Waukegan,  111.,  twenty-five 
miles  north  of  Chicago  on  the  C.  & N.  W.  R.  R. 
About  twenty-four  acres  of  ground  are  owned 
by  the  Abbott  Companjr  to  provide  for  the 
future  expansion  of  their  business. 

Dallas  Will  Entertain  the  Southern  Medical 

Association  in  November. 

A warm  invitation  is  being  extended  to  the 
doctors  of  the  South  to  attend  the  annual  meet- 
ing of  the  Southern  Medical  Association  this 
fall,  and  preparations  are  being  made  to  en- 
tertain between  four  and  five  thousand. 

Dallas  has  all  the  chief  requirements  for  a 
successful  convention  city:  ample  hotels  and 
auditoriums,  easy  accessibility,  facilities  for 
entertainment  and  diversion,  coupled  with 
whole-hearted  hospitality  on  the  part  of  the 
citizenship.  It  is  not  only  a medical  center  of 
importance,  but  a city  of  interest  and  oppor- 
tunity. 

Ten  trunk  line  steam  railroads  serve  Dallas, 
with  100  passenger  trains  daily  in  and  out 
of  $6,500,000  Union  Terminal  Station:  258  in- 
terurban  trains  leave  the  $1,000,000  electric 
interurban  station  daily.  Dallas  is  sixteen 
hours  by  rail  from  Kansas  City,  eighteen 
hours  from  St.  Louis,  twenty-seven  hours  from 
Chicago  or  Cincinnati,  and  forty-three  hours 
to  New  York. 

For  those  who  wish  to  use  the  automobile  in 
attending  the  S.  M.  A.  convention.  Dallas  is 
located  on  five  transcontinental  highways, 
Bankhead.  Meridian,  King  of  Trails.  Dallas- 
Canadian-Denver,  and  the  Dixie  Overland. 
These  highway  organizations  assure  the  tourist 
of  well  kept  roads.  In  Dallas  County  alone 
are  1,000  miles  of  surfaced  highways,  and  a 
tourist  camp  and  centers  of  highway  informa- 
tion are  available  also. 


Dallas  has  a number  of  strong  clubs,  splen- 
didly housed,  such  as  the  Dallas  Athletic  Club, 
University  Club,  City  Club,  a number  of  fine 
golf  clubs,  and  all  the  leading  national  service 
organizations,  such  as  Rotary,  Lions,  Iviwanis 
are  represented  here — all  are  most  hospitable  in 
the  entertainment  of  visitors. 

Restaurants,  either  connected  with  hotels  or 
independent,  are  numerous  and  of  a generally 
high  standard.  Dallas  has  some  of  the  highest 
priced  chefs  in  the  nation.  You  can  get  meals 
with  a Western  flavor,  Mexican  dishes,  Chinese 
dishes,  or  old-fashioned  Southern  cooking.  All 
the  year  truck  gardens  and  farms  are  produc- 
ing in  some  part  of  Texas,  and  this,  coupled 
with  proximity  to  packing  houses,  poultry 
farms  and  orchards,  tends  to  keep  food  prices 
reasonable. 

Dallas  has  thirty-seven  theatres,  with  a com- 
bined seating  capacity  of  28,000.  These  include 
summer  and  winter  stock  companies,  many 
good  road  shows  during  the  season,  high-class 
vaudeville  and  motion  picture  houses,  and  the 
Little  Theatre  which  was  twice  awarded  the 
Belasco  Prize.  There  are  theatres  costing  as 
much  as  $2,000,000  and  seating  as  many  as 
3.000  persons. 

Dallas’  climate  as  a whole  is  pleasant  and 
invigorating,  without  severe  extremes,  and 
November  in  Texas  as  a rule  is  crisp  and  clear, 
ideal  for  travel  and  for  outdoor  sports. 

Dr.  Curtice  Rosser,  of  the  Publicity  Com- 
mittee, promises  in  later  issues,  to  give  data  on 
the  Hospital  and  clinical  facilities  of  the  Con- 
vention  City.  Meanwhile,  the  medical  profes- 
sion of  Dallas  and  of  Texas,  invites  you  to 
plan  to  attend  the  Southern  Medical  Associa- 
tion Convention  this  fall. 

Dr.  W.  S.  Beazley, 

Richmond,  who  suffered  a fracture  of  the 
skull  when  he  tripped  in  getting  out  of  his 
automobile,  about  the  middle  of  July,  is  now 
reported  as  much  improved. 

Dr.  J.  B.  Winfield, 

Clarksburg,  W.  Ya..  who  is  a graduate  of  the 
University  College  of  Medicine,  Richmond,  in 
the  class  of  1897.  is  spending  the  summer  with 
his  family  on  their  farm  at  Fairfax,  Ya. 
Marriage  and  Social  Diseases. 

A recent  report  of  the  Yienna  Marriage  Con- 
sultation Bureau,  a sub-department  of  the 
municipal  public  health  service,  shows  that 
18.7  per  cent  of  the  persons  applying  to  the 
Bureau  for  information  and  advice  are  infected 
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with  a venereal  disease.  The  Bureau  upon  re- 
cent completion  of  two  years  of  evidently  suc- 
cessful service  is  of  the  opinion  that  the  value 
of  the  service  rendered  by  it  is  in  the  dissemi- 
nation of  proper  information  concerning 
venereal  diseases  and  the  serious  danger  of 
marriage  in  such  cases.  In  the  United  States, 
according  to  the  U.  S.  Public  Health  Service, 
seven  states  require  a medical  certificate  before 
marriage  and  fourteen  states,  while  without 
such  a requirement,  have  laws  which  aim  to 
prevent  venereal  disease  infection  through 
marriage. 

The  American  Electro-Therapeutic  Associa- 
tion 

Will  hold  its  thirty-fifth  annual  session  in 
Chicago,  with  headquarters  at  Hotel  Drake, 
September  15-17.  The  secretary  is  Dr. 
Richard  Kovacs,  223  East  68th  Street,  New 
York. 

Dr.  Charles  B.  McNairy 

Has  resigned  as  superintendent  of  the  North 
Carolina  State  Training  School  for  the 
Feebleminded,  at.  Kinston,  N.  C..  and  has  re- 
sumed private  practice  at  Lenoir.  N.  C.  He 
has  been  succeeded  by  Dr.  William  H.  Dixon, 
of  Ayden,  N.  C. 

Dr.  H.  Hartwell  Bass, 

Who  has  been  practicing  for  a number  of 
years  at  Henderson,  N.  C..  has  moved  to  Phila- 
delphia. where  he  expects  to  make  his  home  in 
the  future. 

Birth  Rate  ir.  Virginia. 

According  to  statistics  which  are  being  com- 
piled, although  more  babies  were  born  in  Vir- 
ginia during  1924  than  in  1923,  the  rate  per 
1,000  was  slightly  less,  owing  to  estimated  in- 
crease in  population.  The  decline  is  entirely 
attributable  to  the  lower  birth  rate  for  negroes. 
The  white  rate  more  than  held  its  own.  The 
illegitimate  birth  rate  still  remains  about  the 
same  as  for  previous  years. 

Pediatric  Annex  for  U.  Va.  Hospital. 

Construction  is  progressing  satisfactorily  on 
the  Pediatric  Annex  to  the  out-patient  depart- 
ment of  the  University  of  Virginia  Hospital, 
where  children’s  clinics  will  be  conducted.  It 
is  expected  that  this  annex  will  be  ready  for 
use  about  the  middle  of  September. 

Eye  Hazards  in  Industrial  Occupations. 

According  to  a report  recently  issued  by  the 
National  Committee  for  the  Prevention  of 


Blindness,  with  headquarters  at  130  East  22nd 
Street,  New  York  City,  approximately  15,000 
of  the  100,000  blind  persons  in  the  United 
States  are  the  industrial  blind — persons  who 
have  lost  their  sight  in  the  pursuit  of  industrial 
occupations.  The  report  states  that,  although 
from  a national  point  of  view  the  metal  manu- 
facturing industries  are  the  source  of  the 
greatest  number  of  serious  eye  injuries,  in 
Pennsylvania  the  coal  mining  industry  ranks 
first  as  a cause  of  industrial  blindness,  and  in 
Wisconsin  hand  tools  constitute  the  greatest 
single  cause  of  eye  injuries.  As  an  example 
of  the  important  part  that  eve  injuries  play 
in  industries,  it  is  stated  that  in  a large  ship- 
building company’s  dispensary,  38  per  cent 
of  all  injuries  treated  -were  eye  injuries. 

Dr.  William  C.  Ford, 

Woodstock.  Va.,  has  been  named  one  of  the 
school  trustees  of  Shenandoah  County,  for  the 
ensuing  vear. 

Kendig  Brothers  Hospital, 

Victoria,  Va.,  has  recently  issued  an  inter- 
esting “Report  and  Descriptive  Booklet'’  of  its 
activities.  In  spite  of  the  fact  that  the  regu- 
lar capacity  of  the  hospital  is  only  twenty  beds, 
it  has  ministered  to  a large  number  of  sick 
and  suffering  in  Southside  Virginia  and 
records  show'  that  results  have  been  as  satisfac- 
tory  as  in  larger  hospitals.  This  hospital  is 
thoroughly  up-to-date  in  equipment  and  man- 
agement and  is  to  be  congratulated  upon  the 
good  work  it  has  accomplished. 

Civil  Service  Examinations. 

The  U.  S.  Civil  Service  Commission.  Wash- 
ington, D.  C„  announces  open  competitive  ex- 
aminations for : 

Occupational  therapy  aide  and  occupational 
therapy  pupil  aide,  applications  to  be  rated  as 
received  until  August  31,  1925; 

Physiotherapy  aide,  physiotherapy  pupil 
aide  and  physiotherapy  assistant,  receipt  of  ap- 
lication  for  these  positions  to  close  August  29, 
September  26,  October  24,  and  November  28, 
1925 ; 

Junior  medical  officer,  assistant  medical 
officer,  associate  medical  officer,  medical  officer, 
and  senior  medical  officer,  applications  to  be 
rated  as  received  until  December  30,  1925. 

Maternal  Death  Rates  in  1924. 

The  maternal  death  rate  among  the  indus- 
trial policy  holders  of  the  Metropolitan  Life 
Insurance  Company  declined  during  1924,  ac- 
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cording  to  the  company’s  statistical  bulletin. 
Deaths  from  puerperal  septicemia  or  child-bed 
fever  dropped  to  6.6  per  100,000,  the  lowest 
figures  ever  recorded  for  the  women  insured 
in  the  company’s  industrial  department.  The 
declining  death  rate  from  this  disease  is  due 
to  some  extent  at  least,  the  report  states,  to 
more  and  better  nursing  before  and  after  con- 
finement and  to  better  delivery  service  in  the 
hospital  and  home. 

School  Hygiene,  Panama. 

Annual  examination  of  school  children  was 
begun  for  the  first  time  in  Panama  and  the 
Canal  Zone  last  October.  The  schools  now 
have  the  services  of  a full-time  nurse.  Each 
child  receives  a thorough  examination,  is 
weighed  and  measured,  and  then  referred  to 
specialists  for  examination  of  eyes,  ears,  nose, 
throat,  lungs  and  heart. 

Child  Welfare,  Germany. 

The  importance  of  orthopedic  exercises  for 
school  children  is  emphasized  in  a recent  cir- 
cular of  the  Prussian  Minister  of  Public  In- 
struction. He  ordered  that  physical-education 
teachers  receive  training  in  giving  such  exer- 
cises. 

Public  Nursery  School. 

Highland  Park,  Mich.,  has  what  is  appar- 
ently the  first  public  nursery  school  in  the 
United  States.  The  school  was  opened  De- 
cember 9 and  now  has  an  enrollment  of  fifteen 
children  between  two  and  one-half  and  four 
and  one-half  years  of  age.  The  school  also 
serves  as  a laboratory  where  high  school  girls 
may  receive  practical  training  in  child  care. 

For  Sale. 

X-ray  equipment  in  good  condition,  offered 
at  very  low  price,  account  closing  private  hos- 
pital. Vertical  and  horizontal  fluoroscopes 
(Victor),  Scheidel  transformer,  also  accesso- 
ries. Addres,  P.  O.  Box  468,  Lynchburg,  Va. 
(Adv.) 

For  Sale. 

Have  recently  closed  small  private  hospital 
fully  equipped  with  best  material  available. 
Sterilizing  outfit,  adjustable  bedside  tables, 
metal  back  rests,  fracture  cradles  (for  bed 
clothing)  and  other  hospital  and  operating 
room  equipment  to  be  disposed  of  at  greatly 
reduced  prices.  Address,  Box  34,  Lynchburg, 
Va.  (Adv.) 


Obituary 

Dr.  Malcolm  Graham  Robinson, 

A well  known  physician  of  Southwestern 
Virginia,  died  at  his  home,  Wytheville,  Va., 
June  25.  He  was  born  in  Wythe  County,  Va., 
fifty-five  years  ago.  After  attending  Randolph - 
Macon  College,  he  entered  the  Medical  College 
of  Virginia,  Richmond,  from  which  he  gradu- 
ated in  1897.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  since  1899. 

Dr.  Albert  John  Ochsner, 

Renowned  as  surgeon  and  author,  died  at 
his  home  in  Chicago,  111.,  July  25,  death  being 
due  to  angina  pectoris.  Dr.  Ochsner  gradu- 
ated in  medicine  from  Rush  Medical  College. 
Chicago,  in  1886,  following  which  he  studied 
for  a couple  of  years  in  Vienna  and  Berlin. 
Since  1900  he  had  been  professor  of  clinical 
surgery  in  the  University  of  Illinois.  He  was 
chief  surgeon  to  Augustana  and  St.  Mary’s 
Hospitals  in  Chicago.  He  was  a member  of 
numerous  medical  and  surgical  organizations 
and  ex-president  of  several. 

Dr.  Ochsner  was  one  of  the  invited  guests 
at  the  meeting  of  the  Medical  Society  of  Vir- 
ginia in  Staunton,  last  year,  and  is  pleasantly 
remembered  by  those  of  our  members  who  were 
fortunate  enough  to  meet  him  at  that  time. 

Dr.  Oscar  Henry  Coumbe, 

Of  Washington,  D.  C.,  a member  of  the 
Medical  Society  of  Virginia,  died  in  that  city, 
June  12.  Dr.  Coumbe  was  born  in  Washing- 
ton, sixty-six  years  ago,  and  studied  medicine 
at  the  National  University  of  the  District  of 
Columbia,  from  which  he  graduated  in  1891. 
Dr.  Coumbe  specialized  in  obstetrics  and 
gynecology. 

Dr.  Robert  W.  White, 

Of  Chincoteague,  Va.,  died  July  21,  of 
valvular  disease  of  the  heart.  He  was  seventy- 
two  years  of  age.  He  moved  to  this  state  from 
Wilmington,  Delaware,  in  1883,  since  which 
time  he  had  practiced  at  Chincoteague. 

Dr.  Zeno  Leonidas  Weaver, 

Formerly  of  Rockingham  County,  Va..  died 
at  his  home  in  Williamsport,  Md.,  July  18, 
aged  forty-nine  years.  He  graduated  from 
the  Medical  College  of  Virginia,  Richmond, 
in  1900,  and  was  at  one  time  a member  of  the 
Medical  Society  of  Virginia.  His  wife,  father 
and  a large  family  connection  survive  him. 


The  Dietetic  Value  of  Gelatine 

Receives  High  Recognition 

The  edition  (6th)  of  "Diet  in  Health  and  Disease”  by  Dr.  Julius  Frieden- 
wald  and  Dr.  John  Ruhrali,  published  bv  W.  B.  Saunders  Company,  Phila- 
delphia, contains  the  following  tribute  to  the  value  of  Gelatine  in  feeding 
infants  and  children: 


U TACOBI  in  1S79  suggested  the  use  of  Gelatine  in  infant  feeding,  and  it 
j has  been  used  some  ever  since,  but  only  recently  has  the  real  value  of 
Gelatine  in  the  diet  been  made  more  widely  known.  It  is  very  useful  in 
rendering  milk  mixtures  more  digestible,  preventing  both  gastric  and  in- 
testinal indigestion  by  preventing  the  large  hard  curds.  Where  the  appetite 
is  poor,  the  addition  of  Gelatine  makes  the  milk  more  palatable  for  some  chil- 
dren. It  is  of  value  in  infants  who  regurgitate  or  vomit  their  food,  in  diarrhea 
particularly  where  there  is  putrefaction.  It  is  useful  where  gas  is  formed, 
either  in  the  stomach  or  intestines,  and  in  fermentative  conditions  in  gen- 
eral. It  is  useful  in  preventing  colic  in  some  babies,  and  in  the  breast  fed 
may  be  given  in  solution  just  before  feeding.  In  infants  who  are  constipated 
and  who  have  large  hard  stools  which  do  not  adhere  to  the  napkin,  the 
addition  of  Gelatine  to  the  formula  usually  corrects  the  difficulty.  It  is  of 
great  value  in  celiac  disease,  not  only  in  supplying  additional  much  needed 
food,  but  in  correcting  the  accompanying  indigestion.  In  malnutrition  the 
addition  of  Gelatine  to  the  dietary  is  of  great  value,  as  it  is  in  those  who 
have  lost  weight  through  operations,  fever,  or  other  illnesses.  It  has  also 
been  suggested  in  scurvy.” 


Knox  Sparkling  Gelatine — highest  quality  for  health — is  the  purest  form 
of  plain  granulated  Gelatine,  produced  by  the  most  scientific  methods,  and 
under  constant  bacteriological  and  chemical  laboratory  control.  Tt  con- 
tains no  artificial  flavoring — no  sweetening. 

In  prescribing  Gelatine  for  the  diet,  physicians  should  be  extremely 
careful  to  specify  Knox  Sparkling  Gelatine. 


FREE— TO  PHYSICIANS  AND  HOSPITALS 

The  physicians  reference  book  of  nutritional  diets  with  recipes 
will  be  sent  free  to  physicians  or  hospitals,  upon  request,  if  they 
will  address  the  Knox  Gelatine  Laboratories,  441  Knox  Are., 
Johnston,  X.  Y. 


In  addition  to  the 
family  size  pack- 
a g e s of  “Plain 
Sparkling”  and 
“Sparkling  Acidu- 
lated” (which  lat- 
ter contains  a spe- 
cial envelope  of 
lemon  flavoring.) 
Knox  Sparkling 
Gelatine  is  put  up 
in  1 and  5 pound 
cartons  for  spe- 
cial hospital  use 


KNOX 

SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health” 


Free  ft ym  harm- 
ful acidity,  artifi- 
cial coloring,  and 
synthetic  flavor- 
ing. 


KNOX 
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Original  Communications 

TREATMENT  OF  EPITHELIOMA  OF  THE 
FACE  AND  EYELID 

By  C.  AUGUSTUS  SIMPSON,  M.  D„  Washington,  D.  C. 
Dermatologist  to  Providence  Hospital,  Episcopal,  Eye,  Ear, 
Nosa  and  Throat  Hospital,  Emergency  Gallinger,  and  George 
Washington  Hospital. 

During  my  internship  in  a hospital  where 
all  the  treatment  of  malignancy  was  by  surg- 
ery, and  all  the  surgery  was  for  malignancy, 
I had  ample  opportunity  to  see  that  the  usual 
cancer  of  the  eyelid  was  not  the  field  for  opera- 
tive intervention.  Indeed,  fifteen  years  ago 
the  excision  of  cancer  of  the  lid  was  prac- 
ticed with  the  same  technique  and  instruments 
as  it  was  years  before,  so  that  is  is  perfectly 
true  that  surgery  has  contributed  nothing  new 
in  this  field,  during  the  last  quarter  of  a cen- 
tury. 


of  injuring  the  eye  and  sight,  later  the  wounds 
heal,  leaving  a cicatrix,  which  we  all  know 
tends  to  contract,  producing  deformities  of 
the  lid.  The  various  forms  of  electric  cauteri- 
zation, as  the  Oudin,  d’Arsonval,  desiccation, 
coagulation,  and  radio  knife  have  some  minor 
advantages  over  excision,  but  none  of  them  are 
selective  in  their  action.  Every  one  sacrifices  a 
portion  of  the  lid  and  produces  a scar,  which 
may  require  a future  plastic  operation  to  cor- 
rect. 

Working  in  such  close  proximity  to  an  in- 
valuable organ  as  the  eye,  and  having  to  deal 
with  such  thin,  delicate  tissues,  as  the  *lid, 
which  must  be  preserved  in  its  entirety,  in 
order  that  it  may  fulfil  its  offices  of  protection, 
etc.,  this  work  calls  for  the  unusual  in  thera- 
peutics. The  average  destructive  agent,  be  it 
knife,  caustic  or  cautery,  may  have  its  en- 


Nos.  1-3-4. — Three  patients  with  modular  ulcerating  syphiloderm  of  the  face.  A lesion  fre- 
quently diagnosed  lupus  and  epithelioma.  Each  of  these  patients  was  referred  for  x-ray 
or  radium  therapy.  No.  2 was  omitted. 


Arsenical  pastes  and  acids,  along  with  deep 
curettements,  were  employed  years  ago,  and 
discarded  because  they  had  many  of  the  dis- 
advantages of  excisions.  Heat  cauteries  of 
various  kinds  are  difficult  to  employ,  for  fear 


•Read  before  the  joint  meeting  of  the  Radiological,  and  tho 
Ear,  Eye,  Nose  and  Throat  Section,  of  the  District  Medical 
Society,  April  17,  1925. 

Abstract  read  before  the  Medical  Society  of  Virginia,  Mary- 
land and  the  District  of  Columbia,  at  Warrenton,  Virginia, 
May  21,  1925. 


thusiasts  in  other  fields,  but  not  when  deal- 
ing with  cancer  of  the  eyelid.  A method  of 
selective  therapeutics  is  required.  We  might, 
as  a figure  of  speech,  say  that  an  agent  which 
seeks  out  the  cancer  cells  is  required ; one  that 
will  dissolve  and  destroy  malignant  cells  with- 
out at  the  same  time  permanently  damaging 
the  normal  cells  and  tissues  of  the  lid,  is  what 
we  strive  for  in  these  patients. 
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There  are  but  two  agents  known  to  the  pro- 
fession which  have  such  an  action,  x-ray  and 
radium.  To  secure  a cure  with  either  is  to 
leave  the  patient’s  lid  in  almost  as  perfect  a 
condition  as  if  no  neoplasm  ever  existed.  No 
eversion,  ectropia  or  destruction  of  the  lid  sub- 
stance is  produced,  nor  are  such  cosmetic  results 
approached  with  any  other  therapeutic  agent. 


Nos.  5-6. — Epithelioma  before  and  after  radium  therapy. 


After  closely  observing  the  effects  of  both  x- 
ray  and  radium  for  a number  of  years,  it  is 
becoming  increasingly  apparent  to  me,  that 
there  exists  among  certain  skin  lesions  a dif- 
ference in  their  radio  sensitivity.  Time  and 
actual  experience  teach  us  that  while  the  phy- 
sics of  the  two  agents  may  be  somewhat  simi- 
lar. there  does  exist  a difference  in  the  biologic 
and  clinical  effects  of  x-ray  and  radium.  For 
some  time  dermatologists  have  been  able  to 


Nos.  7-8. — Epithelioma  before  and  after  radium  therapy. 


demonstrate  a difference  between  the  effect  of 
the  two  agents  in  leukoplakia,  cavernous  an- 
gioma and  lupus  erythematodes.  Maclvee 
states  he  has  never  seen  an  epithelioma  healed 
bv  x-ray,  after  failure  of  radium,  which  agrees 


with  my  experience.  In  an  article  I published 
in  the  Cutaneous  Review , last  year,  I cited  a 
number  of  instances,  where  epitheliomas,  in- 
tensively treated  with  filtered  x-ray,  in  mv  own 
and  other  laboratories,  failed  to  resolute, 
even  after  intense  skin  reactions.  In  many  of 
these  patients  I secured  prompt  destruction 
and  healing  of  these  lesions  with  a triple 
strength  radium  plaque,  although  the  filtra- 
tion, cutaneous  reactions,  and  duration  of  the 
dermatitis,  were  similar  in  the  two  instances. 


Nos.  9-10. — Epithelioma  before  and  after  x-ray  therapy.  ( 1 ) 
massive  filtered  dose;  (2)  erythemas,  3 mm.  filter,  5 mill. 


As  to  the  type  of  the  radium  applicator,  I 
am  sure  the  flat  plaque  offers  many  advantages 
over  the  radium  pack  or  needles  applied  to 
the  surface  of  the  tumors.  In  the  plaque  the 
radium  element  is  covered  with  a rubber  com- 
position which  filters  out  less  than  5 per  cent 
of  the  B-ray.  This  allows  95  per  cent  of  the 
soft  ray  to  reach  the  surface  lesion.  If  one 
uses  a metal  capsule  or  needle  containing  the 
radium  element,  the  metal  wall  of  the  needle 
filters  out  90  per  cent  of  the  very  type  of  ray 
one  wishes  to  use.  If  the  malignancy  is  ex- 
tensive or  very  deep,  the  hard  G-ray  is  needed 
to  get  a result  and  here  one  had  better  employ 
the  metal  walled  needles,  but  for  the  average 
lid  epithelioma  which  is  diagnosed  early,  the 
flat  plaque  giving  off  the  B-ray  is  much 
superior.  In  addition  to  this  the  radium 
plaque  has  the  advantage  of  not  producing  the 
local  traumatism  and  caustic  effects  always 
found  at  the  seat  of  implantations,  of  either 
radium  emanation  seeds  or  radium  needles. 
This  local  injury  and  caustic  action  of  needles 
retards  convalescence,  and  produces  all  the  sub- 
jective and  objective  signs  of  inflammation, 
which  we  know  by  experience  is  conspicious 
for  its  persistence  and  irritating  character. 
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The  disadvantage  of  the  plaque  is  that  many 
are  being  sold  which  are  only  half  the  full 
strength.  Indeed  I know  of  one  used  in  this 
city  which  was  one-fourth  strength.  My  first 


No.  11. — Epithelioma  forehead, 
size  silver  dollar,  healed  with 
one  massive  dose  of  filtered 
x-ray,  two  erythemas,  3 mm. 
alum,  after  failure  of  twenty 
fractional  doses  of  x-ray. 


applicator  used  five  years  ago,  was  a half 
strength  one,  and  proved  to  me  that  it  was  en- 
tirely too  weak  to  be  reliable. 


Nos.  12-13.- — Epithelioma  upper  lid,  colored  patient,  rare  lesion. 
Malignancy  in  this  location  responds  better  to  strong  radium 
plaque  than  to  x-ray. 


I admit  that  a demonstration  of  this  dif- 
ference in  radio  sensibility  of  lid  epitheliomas 
may  be  recent  and  somewhat  original,  there 
being  little  or  no  literature  on  the  subject, 
and  that  while  the  relative  efficiency  may  be 
obscure  to  some  physicians,  it  does  not  apply 
to  the  convenience  in  the  use  of  the  two 
methods  of  treatment.  This  applies  to  both 
patient  and  physician.  The  great  majority  of 
patients  with  epitheliomas  of  the  lid  are  over 
fifty  years  old,  and  many  suffer  from  the  in- 
firmities of  old  age,  with  its  consequent 
timidity  and  nervousness.  The  mere  placing 
of  the  patient  on  the  operating  table  and  ad- 


justing lead  rubber  and  foil  over  their  head 
and  eyes  for  protection  constitutes  a trial  and 
hardship  for  them.  To  be  thus  blindfolded 


No.  14. — Epithelioma  upper  lid, 
result  after  radium  plaque, 
shows  no  deformity  of  lid  ex- 
cept alopecia  of  lashes. 

and  in  the  same  room  with  whirling  ma- 
chinery, with  its  consequent  din,  and  at  times 
sickening  sulphur-like  odors,  is  an  experience 
that  few  care  to  repeat.  Compare  this  to  the 
adjustriient  of  a small  radium  plaque,  the  size 
of  a finger  nail,  to  the  lid,  with  the  patient 
seated  in  the  waiting  room,  or  even  his  own 
home  with  relatives  and  friends,  constitutes  a 
refinement  in  technique  that  the  old  appreciate. 
The  diagnosis  of  epithelioma  of  the  face  and 
eyelid  is  most  important,  and  not  always  easy, 
as  I shall  attempt  to  show. 


No.  15. — Epithelioma  lower  lid, 
results  after  radium  plaque,  no 
deformity  or  destruction  of  lid 
tissue,  alopecia  lashes  of  lower 
lid. 

It  is  quite  often  most  difficult  to  differentiate 
this  lesion  from  verruca,  lupus  and  syphilis. 
To  discern  the  merging  of  a wart,  a mollus- 
cum,  a chronic  granulating  wound,  or  a per- 
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sistent  cyst  or  hordeolum  into  malignancy, 
often  calls  for  shrewd  judgment  and  diagnos- 
tic skill. 

I am  a firm  believer  in  correct  and  early 
diagnosis  in  epitheliomas  in  general  and  lid 
malignancy  in  particular.  Experience  in  a 
large  dermatological  or  eye  clinic  is  the  only 
place  this  can  be  obtained.  Text-books  will 
familiarize  one  with  the  literature  of  the  sub- 
ject, but  they  were  never  intended  to  take  the 
place  of  wholesome,  efficient,  clinical  instruc- 
tion in  the  largest  American  and  European 


Nos.  16-17. — Epithelioma  of  nose  before  and  after  treatment, 
radium  plaque,  1/10  mm.  Al.,  3 hour  duration. 

Clinics.  By  such  instruction  one  becomes  ac- 
quainted with  the  unusual  benign  lesions  which 
may  closely  simulate  malignancy,  and  which 
frequently  are  exposed  to  extensive  radiation 


No.  18. — Epithelioma,  prickle  cell, 
developed  on  lesion  of  lupus 
erythematosis.  Healed  by  com- 
bination of  electro-coagulation 
and  radium  plaque,  a rare 
lesion. 

with  disastrous  results.  I find  many  physi- 
cians who  daily  treat  syphilis,  even  specialize 
on  the  subject,  totally  fail  to  recognize  the 
late  and  unusual  single,  grouped,  tubercular, 


ulcerating,  syphilotlerm,  which  so  closely 
simulates  epithelioma  and  lupus.  So  that  a 
familiarity  with  the  benign  lesions  of  the  face 
is  quite  as  important  as  some  knowledge  of 
malignancy  and  radio-therapy.  For  one  to  be 
uncertain  of  his  diagnosis  invites  failure,  and 
denotes  carelessness  of  preparation,  for  what 
is  considered  delicate  and  scientific  radio 
therapy. 

I have  selected  a few  of  my  pictures,  which 
I hope  will  demonstrate  the  difference  in  the 
response  of  face  and  eyelid  epitheliomas  to 
radium  and  x-ray;  also  other  lesions  of  the 
face  that  have  been  incorrectly  diagnosed,  a 
mistake  which  naturally  leads  to  errors  of 
therapy. 

1610  Twentieth  Street,  Northwest. 


CASE  OF  SITUS  TRANSVERSUS.* 

By  LAWRENCE  T.  ROYSTER,  M.  D„  University,  Va. 

E.  W.,  white  American  boy,  seven  years  old, 
admitted  to  the  University  of  Virginia  Hos- 
pital December  30,  1924,  with  a diagnosis  by 
the  family  physician  of  nephritis. 

Family  History : Father  is  well  and  healthy; 
is  five  feet  three  inches  tall,  and  weighs  125 
pounds.  Mother  is  well  and  healthy.  There 
is  no  family  history  of  epilepsy,  insanity,  tu- 
berculosis, dwarfs  or  deformities  on  father’s  or 
mother’s  side. 

Pregnancies:  1.  Girl,  twelve  years.  Well 
and  healthy  and  normal  size. 

2.  Patient. 

3.  Miscarriage. 

4.  Miscarriage. 

Past  History:  Gestation  normal.  Full  term. 
Labor  normal.  Birth  weight  about  nine 
pounds.  Nursed  one  year,  then  cereals,  bread, 
milk,  butter,  vegetables,  cooked  fruits,  etc  Was 
a normal  infant.  No  mouth  breathing  or 
snuffles  during  infancy. 

After  age  of  two  years  he  did  not  gain  weight 
or  grow  normally,  but  was  normal  in  other  re- 
spects. 

At  age  of  four  and  one-half  years,  he  began 
having  epileptiform  seizures,  described  by  his 
mother  as  preceded  by  a day  of  drowsiness  and 
malaise,  then  a sudden  onset  of  unconsciousness 
and  muscle  spasm,  when  he  often  vomits,  bites 
the  tongue  and  passes  urine  and  feces  involun- 
tarily. This  lasts  a few  minutes,  then  he  be- 
comes relaxed  and  remains  asleep  for  several 
hours.  Seizures  have  been  occurring  about  one 

♦From  the  Pediatric  Department  of  the  University  of  Vir- 
ginia Hospital. 
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per  month  since  onset.  Since  this  time  he  has 
had  frequency  of  urination  and  has  to  void 
about  every  hour  during  the  day,  and  two  or 
three  times  at  night. 

At  age  of  six  years,  he  had  measles  with  no 
complications.  Thei’e  have  been  no  other  child- 
hood diseases. 


Present  Illness:  The  onset  dates  from  about 
December  23,  1924,  one  week  before  present 
admission,  when  puffiness  about  the  face  and 
eyes  was  noticed.  There  were  no  other  symp- 
toms, except  frequency  of  urination  as  men- 
tioned above. 

Physical  Examination:  The  patient  is  a 
small,  nervous,  alert,  white  boy,  seven  years  old. 
He  is  very  active  and  talkative  and  appears 
excited.  There  is  no  edema  of  face,  feet  or 
hands. 

Height — 33.5  inches  (14.5  inches  under  aver- 
age height  for  his  age). 


Weight  25.5  pounds  (1  pound  under  aver- 
age weight  for  his  height) . 

Symphysis  to  vertex:  19.5  inches. 

Symphysis  to  sole : 14  inches. 

Circumference  of  head : 19  inches. 

Circumference  of  chest:  19.5  inches. 

Head:  Somewhat  square;  brow  and  parietal 
bosses  fairly  prominent.  Occipital  skull  some- 
what irregular.  Hair  abundant,  light  brown. 


Eyes  normal.  Ears  normal.  Nose  normal. 
Mouth  normal.  Teeth  sound.  Tonsils  en- 
larged, cryptic  and  anterior  pillars  adherent. 

Neele:  No  rigidity,  tenderness  or  enlarged 
glands. 

Chest:  Well  developed,  expansion  equal. 
Slight  rosary  groove,  and  ribs  flare.  Lungs 
normal. 

Heart:  Apex  6.5  cms.  to  right  of  mid-sternal 
line.  Cardiac  dullness  outlined  as  in  photo- 
graph. Some  respiratory  arrhythmia.  No 
murmurs.  The  intensity  of  the  pulmonary 
second  sound  is  greater  than  the  aortic  second. 

Abdomen:  Slightly  above  level  of  chest 

(with  patient  on  back).  No  masses  or  tender- 
ness. 

Liver:  Not  palpated.  Dullness  from  costal 
margin  to  seventh  interspace  in  mid-axillary 
line,  left  side.  (Outlined  in  photograph). 
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Genitalia  normal.  Anns  normal.  Spine  nor- 
mal. Skin  normal. 

Reflexes:  Brudzinski’s,  Kernig’s,  contra- 

lateral, Babinski’s,  Gordon’s  and  Oppenheim’s 
are  all  absent.  Cremasteric  and  abdominal  are 
present.  Patellar  reflex  not  elicited. 


Laboratory  Findings:  Urine  is  pale  light 
yellow  color,  specific  gravity  1010,  acid  reac- 
tion, no  sugar,  a large  trace  of  albumin,  a few 
hyaline  casts  and  no  pus  or  blood  (twenty-four 
hour  si^ecimen  used ) . Daily  output  varies  from 
twelve  to  fifteen  hundred  c.c.  The  night  speci- 
men shows  about  one-half  the  amount  of  al- 
bumin as  does  the  day  specimen.  Kidney  func- 
tion (’phthalein)  45  per  cent  in  two  hours. 
Hemoglobin  85  per  cent  (Dare).  R.  B.  C. 
4,420,000.  IV.  B.  C.  10,100.  Wassermann  nega- 
tive. Stool  examination  negative. 

Roentgenograms  show  transposition  of  heart 
and  liver.  After  barium  meal  the  stomach  is 
transposed,  and  the  vermiform  appendix  is  on 
the  left  side. 

The  patient  remained  in  this  hospital  for 
one  week.  During  this  time  there  was  no  evi- 
dence  of  epilepsy.  His  urinary  albumin  de- 
creased to  a slightest  possible  trace  in  the 
twenty-four  hour  specimen,  and  no  cause  could 
be  found  for  his  frequency  of  urination. 


All  roads  should  lead  to  Richmond  for  the  fifty- 
sixth  annual  meeting  of  the  Medical  Society  of 
Virginia,  October  13-16. 


VAGINAL  ANUS  WITH  REPORT  OF  A 
CASE.  OPERATION.  CURED.* 

By  HENRY  WISDOM  CAVE,  M.  D..  New  York,  New.  York. 

Atresia  Ani  Vaginalis,  Anus  Vestibularis, 
Atresia  Ani  Hymenalis,  Vaginal  Anus  and 
Vulval  Anus  are  all  one  and  the  same  con- 
genital malposition  of  the  anal  opening.  The 
term  Vaginal  Anus  is  the  one  most  commonly 
used  for  this  condition.  As  the  name  implies, 
it  is  a developmental  defect  in  the  termination 
of  the  rectum. 

The  vaginal  anus  abnormality  is  one  of 
the  commonest  of  all  congenital  defects  of  the 
anus  and  rectum,  being  rated  as  40  per  cent  of 
a group  of  defects  where  the  rectum  may  open 
into  the  urethra,  bladder,  uterus  or  vagina.  It 
is  generally  acknowledged  that  some  type  of 
anorectal  malformation  occurs  in  about  every 
five  thousand  births. 

Collins1  at  the  Rotunda  Hospital  in  Edin- 
burgh found  only  one  case  of  vaginal  anus  in 
16,000  obstetrical  cases.  Winckel2  found  only 
a single  case  of  this  condition  in  12,000  babies 
at  the  Dresden  Hospital.  A large  number  of 
cases  of  this  particular  type  of  anal  deformity 
go  unrecognized  on  account  of  the  fact  that 
they  are  usually  accompanied  by  congenital 
abnormalities  such  as  atresia  of  the  rectum  or 
atresia  elsewhere  along  the  alimentary  canal,  es- 
pecially in  the  first  part  of  the  esophagus  when 
the  patient  dies  in  the  first  twenty-four  hours 


Fig.  1. — The  anal  opening  is  seen  just  below  the  vaginal  open- 
ing where  the  labia  majora  fuse. 


of  life.  A case  of  unrecognized  vaginal  anus 
is  reported  occasionally  in  the  literature.  Mor- 
gagni3 reported  the  case  of  a woman  who  had 
an  abnormal  opening  of  the  rectum  in  the 
vagina  who  lived  to  be  one  hundred  years  of 


*Read  before  the  Norfolk  Countv  Medical  Society. 
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age,  and  who  never  knew  of  her  congenital  de- 
fect. Mondor  and  G.  D’Allaine4  recorded  the 
case  of  a woman  of  twenty-five  years  of  age 
with  an  anal  opening  at  the  fourchet  who  had 
no  discomfort,  and  who  had  perfect  sphincteric 
control.  No  operation  was  performed.  Pas- 
chal5 reported  that  a women  with  a vaginal 
anus  gave  birth  to  three  children.  She  did 
not  know  of  her  defect,  nor  did  her  husband, 
nor  did  the  aceoucher  who  delivered  her  on  the 
three  occasions.  This  woman  had  an  anal 
opening  2 y2  inches  back  in  the  posterior  wall 
of  the  vagina  which  was  somewhat  obliquely 
placed  and  slightly  to  the  right  of  the  midline. 
This  anal  opening  was  surrounded  by  a well- 
developed  sphincter. 

There  are  various  other  cases  found  in  the 
literature  which  have  been  cured  and  have  re- 
sulted in  a good  sphincteric  control  following 
the  operative  measures  taken.  However  com- 
mon this  condition  may  be,  it  seems  worth 
while  to  report  the  following  case  as  the  only 
one  occurring  in  the  Surgical  Services  of  the 
Roosevelt  Hospital. 

History:  The  patient  who  was  a school  girl 
of  eight  years  of  age  was  admitted  to  the  Medi- 
cal Service  of  the  Roosevelt  Hospital,  April 
16,  1924,  on  account  of  fecal  incontinence  with 
occasional  nausea  and  vomiting.  The  patient 
had  enjoyed  general  good  health  until  she  was 
three  or  four  except  for  measles,  scarlet  fever, 
and  whooping  cough;  from  her  fourth  to  her 
sixth  year  she  suffered  gastro-intestinal  upsets 
with  fever,  joint  pains,  and  also  signs  of  valvu- 
lar lesion  of  the  heart.  She  had  been  troubled 
with  bowel  movements  from  infancy. 

Family  History:  Her  father,  mother,  and 
five  brothers  and  sisters  are  living  while  three 
other  children  died  in  infancy.  The  patient 
was  a full  term  pregnancy,  and  normally  de- 
livered. The  patient  was  transferred  from  the 
Medical  Service  to  the  Surgical  Service  on  ac- 
count of  a deformity  of  the  anal  opening  on 
April  24,  1924. 

Physical'  Examination:  She  was  a well-de- 
veloped and  well-nourished  white  girl  of  eight 
years.  Her  heart  and  lungs  were  normal 
throughout;  abdomen  negative. 

Surgical  Condition:  There  was  no  anal 

opening  at  the  normal  site  but  in  its  place 
there  was  a deep  depression  of  the  perineal 
skin  and  underlying  soft  parts.  The  vulval 
cleft  was  normal  to  superficial  examination. 
The  clitoria,  labia  majora,  urethral  and  va- 


ginal .openings  'were  normal.  In  addition  to 
this  was  the  opening  of  the  rectum,  separated 
from  that  of  the  vagina  by  a corrugated  sep- 
tum apparently  formed  by  the  joined  pos- 
terior ends,  of  the  labia  majora.  The  hymen 
was  intact.  This  misplaced  opening  of  the 


Fig.  2. — Incision  into  introitus  of  vagina  circling  vaginal  anus 
and  extending  on  back  in  midline  of  about  region  of 
coccyx. 

Fig.  3. — Incision  retracted  and  lower  three  inches  of  rectum 
exposed. 

rectum  admitted  the  tip  of  the  little  finger. 
It  was  more  of  a transverse  slit  than  a rounded, 
puckered,  anal  opening.  It  was  deemed  ad- 
visable to  do  a plastic  operation  on  this  child’s 
perineum  in  order  to  move  this  deformed  rec- 
tum backward  into  its  proper  position.  There- 
fore on  April  30,  1924,  the  operation  was  done 
under  drop  ether  anaesthesia. 

Operative  Procedure:  The  patient  was 

placed  in  the  lithotomy  position.  An  incision 
was  begun  in  the  introitus  of  the  vagina  going 
well  around  and  downward  to  either  side  of 
the  misplaced  anus  and  extending  further  down 
in  the  midline  of  the  perineum  to  the  region 
of  the  tip  of  the  coccyx.  The  anus  was,  with 
great  care,  dissected  from  its  position  in  the 
vagina,  extreme  precaution  being  taken  to 
preserve  the  blood  supply  of  the  lower  rectum 
which  had  to  be  mobilized.  The  borders  of 
the  levator  ani  muscles  were  thoroughly  identi- 
fied and  the  anus  and  terminal  three  inches  of 
rectum  were  brought  downward  and  backward 
and  the  anus  sutured  with  interrupted  fine  silk 
to  the  skin.  There  seemed  to  be,  in  this 
region  toward  the  coccyx,  a rounded  muscle 
superficial  to  the  levator  ani  muscles  which 
gave  one  the  impression  of  a poorly  developed 
sphincter  ani  muscle.  With  great  care  this 
rudimentary  sphincter  was  sutured  around  the 
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terminal  half  inch  of  the  rectum  with  inter- 
rupted sutures  of  fine  chromic  catgut.  The 
levators  wrere  also  sutured  together  around  the 
lower  portion  of  the  terminal  rectum  in  order 
to  be  sure  that  the  rectum  would  have  a 
sphincter  action  from  the  levators  in  case  the 
rudimentary  sphincter  ani  muscle  did  not 
properly  function.  The  perineum  was  care- 
fully built  up  over  the  new  placed  rectum  and 
the  vagina  sutured.  A small  rubber  tissue 
drain  was  placed  in  the  lower  portion  of  the 


Fig.  4. — Anal  opening  with  surrounding  skin  clamped  and 
brought  posteriorly  to  fit  into  sphincter  muscle  fibres  which 
are  seen  at  lower  angle  of  wound. 

Fig.  5. — Operation  completed  with  tube  in  rectum,  the  anal 
opening  having  been  moved  posteriorly  about  three  inches 
and  perineum  built  up  between  vaginal  opening  and  rectum. 

perineum  just  anterior  to  the  rectum.  There 
was  practically  no  tension  exei'ted  on  the  mo- 
bilized I’ectum  as  it  was  brought  down  and 
sutured  into  its  new  position.  In  fact,  there 
seemed  to  be  a redundancy  of  the  rectum  so 
that  we  did  not  anticipate  that  it  would  retract 
and  pidl  upward  as  the  healing  took  place. 
The  operation  was  well  borne. 

Post-Operative  Course:  The  child  made  an 
uneventful  recovery,  its  temperature  not  going 
higher  than  101°.  It  had  to  be  catheterized 
the  second  day  after  the  operation.  There  per- 
sisted a fecal  incontinence  up  to  her  twenty- 
fourth  day.  At  this  time  the  child  got  up  out 
of  bed  and  was  allowed  to  walk  around,  and 
she  called  for  the  bedpan  or  went  to  the  toilet 
whenever  she  felt  her  bowels  wanted  to  move. 
The  wound  healed  very  satisfactorily. 

X-ray  Report:  June  10,  1924.  Forty-one 
days  following  the  operation,  X-rays  of  the 
rectum  and  large  bowel  were  made.  After  an 
injection  of  barium  enema,  plates  were  made 
to  demonstrate  the  pelvis  colon  which  showed 
a long  narrow  channel  just  proximal  to  the 


sphincter  with  a pouching  or  dilatation  of  the 
lower  sigmoid  which  was  apparently  compen- 
sating as  a rectal  pouch. 

X-ray  Report:  November  24,  1924.  The  films 
showed  a moderately  dilated  rectum  normally 
located.  There  was  a slight  dilatation  of  the 
sigmoid.  Ascending,  transverse,  and  descend- 
ing colons  showed  no  evidence  of  dilatations 
and  there  was  good  muscular  tone  shown 
throughout  the  colon. 

T.ate  Report:  November  24,  1924.  Perfect 


Fig.  6. — Actual  photographs  taken  in  the  operating  room  at 
the  completion  of  the  operation. 


control  over  every  defecation. 

Pathogenesis : It  is  in  the  early  stage  of 
fetal  development  that  this  rectal  and  anal  ab- 
normality occurs. 

Pathology : Brenner6  collected  ten  cases  of 
vaginal  anus,,  four  of  these  being  successfully 
operated  upon  and  six  were  not  operated  upon. 
A perfectly  formed  sphincteric  muscle,  in  some 
cases  surrounds  the  anus  in  its  misplaced  posi- 
tion in  the  vagina  or  a psuedo-sphincteric 
action  results  by  serrated  conformation  of  the 
vaginal  mucous  membrane  surrounding  the 
opening.  In  this  latter  type  of  case,  a nor- 
mal sphincter  muscle  usually  undergoes 
atrophy  from  disuse  if  the  child  is  not  oper- 
ated upon  during  the  first  three  or  four  years 
of  life.  The  atrophying  sphincter  remains  in 
its  normal  position  superficial  to  the  levator 
ani  muscle  in  the  region  of  the  coccyx.  In  cases 
where  there  is  a slit-like  or  partially  occluded 
anus  in  the  yagina,  there  may  be  a distinct  nar- 
rowing of  the  adjoining  rectum  which  re- 
sembles a stricture  and  it  may  possess  also  a 
pseudo-sphincteric  action  giving  to  the  fecal 
movement  a certain  amount  of  control.  There 
are  a certain  number  of  cases,  but  they  are  ex- 
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ceedingly  rare,  where  the  bowel  empties  di- 
rectly into  the  uterus  without  the  presence  of 
rectum  or  anus.  There  are  also  certain 
groups  where  there  are  openings  which  are 
present  in  the  sacral  region  or  in  certain  parts 


Fig.  7. — Photograph  taken  six  months  after  operation. 


of  the  perineum  which  adjoin  to  the  rectum 
by  fistulous  tracts.  The  rectum  is  usually 
placed  high  up  in  such  cases. 

Symptoms : If  the  anal  opening  in  the  va- 
gina is  a large  one,  no  symptoms  are  com- 
plained of  until  the  child  is  at  an  age  when 
it  should  have  control  over  the  bowel  move- 
ments. If  there  is  no  sphincteric  muscle  sur- 
rounding the  misplaced  anus  or  if  there  is  no 
pseudo-sphincteric  control,  then  incontinence 
is  the  chief  symptom.  If  there  is  control  of 
this  large  opening  and  no  symptoms  of  ob- 
struction, conception  can  take  place  and  long 
life  ensue.  When  the  opening  is  small  and 
slit-like,  the  first  symptoms  are  those  of  ob- 
struction. The  obstructive  signs  appear  at  the 
time  when  the  feces  change  from  fluid  to  a 
solid  consistency.  The  obstructive  symptoms 
gradually  increase.  A symptom  producing 
tight  opening  has  been  benefited  by  dilatation 
with  fine  bougies  until  the  patient  has  reached 
a proper  age  for  operation.  If  there  is  also 
a connection  between  the  bladder  and  rectum 
as  well  as  a vaginal  anus,  the  symptoms  of 
cystitis  and  an  ascending  infection  into  the 
kidney  may  be  complained  of. 

The  anal  opening  may  be  at  the  edge  of  the 
vagina  in  the  posterior  midline  or  either  to  the 
right  or  to  the  left  side  of  the  midline  well 
back,  emptying  through  the  posterior  wall  of 
the  vagina.  The  opening  itself  may  be  circu- 
lar in  character  and  of  good  dimension.  It 
is  in  this  type  of  opening  that  fecal  incon- 


tinence results.  The  opening  may  be  slit-like 
in  character.  The  opening  may  be  long  or 
very  short.  It  is  this  contracted  type  of  open- 
ing wherein  obstruction  to  the  normal  flow  of 
fecal  matter  is  produced  and  subsequent  dis- 
tention of  the  large  bowel,  nausea  and  vomit- 
ing ensue.  The  anal  malformation  is  accom- 
panied, as  a rule,  by  malposition  of  the  rec- 
tum. 

Prognosis:  If  the  operation  is  performed 
when  obstruction  has  not  developed  and  a 
sphincter  is  either  already  around  the  terminal 
rectum  or  when  it  is  found  in  the  region  of 
the  coccyx  and  is  utilized,  a good  result  is 
usually  always  assured  within  six  months  to 
a year.  If  no  definite  sphincteric  fibers  have 
been  found  and  the  levator  fibers  are  utilized, 
a year  to  a year  and  a half  may  elapse  before 
any  normally  controlled  movements  occur.  For 
the  most  part,  the  prognosis  in  all  of  these 


Fig.  8. — Barium  enema  photograph  of  rectum  and  large  bowel 
teken  forty-one  days  following  operation,  showing  pouch- 
ing of  lower  sigmoid,  which  is  compensating  as  rectal 
pouch. 

cases  operated  upon  is  good.  There  is  but  little 
shock  attending  the  operation  if  it  is  done  with 
great  care  and  all  small  bleeding  vessels  at- 
tended to.  If  there  is  a complicating  opening 
into  the  urethra  or  bladder,  the  anal  opening 
into  the  vagina,  and  the  patient’s  resistance  is 
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low  clue  to  the  presence  of  cystitis  or  an  ascend- 
ing kidney  infection,  the  prognosis  is  not  good. 

Treatment:  The  treatment  of  vaginal  anus 
is  for  the  most  part  relatively  simple.  It  does 
not  entail  complicated  operative  measures 
when  the  opening  is  in  the  fourchet.  But,  if 
the  opening  is  to  either  side  of  the  midline  or 
well  back  in  the  vagina,  it  is  difficult  from  a 
technical  standpoint.  There  are  certain  prin- 
ciples involved  which  should  not  be  lost  sight 
of  in  performing  operations  on  these  congeni- 
tal abnormalities.  In  the  first  place,  if  ob- 
structive symptoms  supervene,  immediate  re- 
lief should  be  given  to  relieve  intestinal  ten- 
sion and  also  to  establish  an  opening  sufficient 
for  an  easier  passage  of  the  movement  by  re- 
moving the  obstruction.  If  possible,  at  the 
same  time,  it  is  well  to  bear  in  mind  that  the 
misplaced  anal  opening  should  be  moved  and 
placed  in  the  perineum  where  it  is  more  con- 
venient to  the  act  of  defecation.  A guiding 
principle  for  any  operation  of  this  condition 
is  to  let  the  new  outlet  have  complete  control 
to  the  extent  that  defecation  is  voluntary 
rather  than  involuntary.  Considering  any 
plan  of  attack,  it  is  well  to  realize  that  what- 
ever is  done  is  to  be  permanent,  and  that  the 
new  opening  will  not  contract  to  a point  of 
marked  constriction  as  time  goes  on.  Procto- 
plasty’s most  favorable  time  is  about  the  age 
of  nine  or  ten  after  the  parts  have  become 
fairly  well-developed  and  menstruation  has  not 
begun.  Up  until  this  time  dilatation  of  the 
partially  occluded  vaginal  anus  is  sufficient.  It 
is  thought  by  some  that  children  with  con- 
genital abnormalities  do  not  stand  operations 
well.  However,  this  does  not  seem  to  be  the 
case  unless  there  is  a sepsis  present.  Severe 
traumatism  in  children  does  not  produce  more 
shock  than  it  does  in  adults  and  a light  drop 
ether  is  safest.  The  parts  may  be  cleaned 
with  soap  and  water,  bichlorid,  or  3 y2  per 
cent  iodine.  It  is  well  to  have  had  the  knowl- 
edge of  X-ray  examinations  of  the  termina- 
tion and  size  of  the  rectum  before  operation  is 
undertaken.  A plug  of  gauze  may  be  in- 
serted in  the  anal  opening  which  is  usually 
cleaned  by  enema  and  this  plug  is  sewed  into 
the  opening  with  two  mattress  sutures  of  silk, 
to  the  anal  margin,  in  order  to  prevent  soiling. 
An  incision  is  made  into  the  introitus  of  the 
vagina  y4  inch  or  preferably  y2  inch  from  the 
anal  margin  and  if  the  sphincter  muscle  is 
present  it  should  be  left  intact  surrounding 


the  anus  and  the  incision  well  outside  the  bor- 
der of  the  muscle.  The  incision  is  carried 
around  the  anus  and  backward  in  the  midline 
to  the  region  of  the  tip  of  the  coccyx.  The 
anus  and  terminal  two  or  three  inches  of  the 
rectum  are  freed  carefully  and  brought  well 
backward  to  lie  as  near  as  possible  to  the 
coccyx  in  the  midline.  An  important  point  to 
remember,  is  to  put  the  rectum  far  back  for, 
as  the  tissue  contracts,  it  has  a tendency  to  tilt 
forward  into  the  vagina.  It  is  well  to  note 
carefully,  in  making  the  new  bed  for  the  rec- 
tum, whether  there  are  any  circular  muscle 
fibers  in  the  region  of  the  normal  position  of 
the  anus;  that  is,  back  toward  the  tip  of  the 
coccyx.  If  these  circular  fibers  which  are 


Fig.  9. — Barium  enema  photograph,  taken  six  months,  three 
weeks,  following  operation,  showing  a slightly  dilated  rec- 
tum and  sigmoid.  Good  muscle  tone  shown  ^throughout 
colon. 

really  sphincter  muscle  fibers  are  left,  they  may 
be  utilized  to  form  a sphincter  for  the  rectum 
and  assurance  of  ultimate  control.  The  mar- 
gin of  the  anus  is  sutured  to  the  skin  with  un- 
interrupted sutures  of  fine  black  silk.  The 
new  sphincter  fibers  are  sutured  about  the 
terminal  half  inch  of  the  rectum  with  fine 
chromic  sutures.  Following  this  the  edges  of 
the  levator  ani  muscles  are  identified  and  are 
brought  together  with  chromic  catgut  as  is 
done  in  any  classical  perineoplasty.  The  peri- 
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neum  is  gradually  and  carefully  built  up  be- 
tween the  vagina  and  new  placed  anal  opening 
of  the  rectum.  The  suture  of  the  opening  in 
the  vagina  is  done  also.  A small  wrapped  rub- 
ber tube  covered  with  vaseline  is  inserted  into 
the  rectum.  A small  tissue  drain  is  placed  in 
the  posterior  angle  of  the  wound  near  the 
region  of  the  coccyx  to  be  I'emoved  after 
twenty-four  to  thirty-six  hours.  If  the  anal 
opening  is  to  either  side  of  the  midline  and 
well  back  in  the  posterior  wall  of  the  vagina, 
greater  care  has  to  be  taken : the  operation  is 
more  technically  difficult,  but  the  same  proce- 
dure as  just  described  is  found  satisfactory. 
If  there  are  complicating  fistulous  tracts  which 
run  from  the  rectum  high  up  into  the  bladder 
or  into  the  urethra,  they  should  be  treated  at 
the  same  time  as  is  ordinarily  done  for  urethro- 
rectal or  vesico-rectal  fistulas.  The  patient 
should  be  placed  on  a contipating  diet  for 
seven  or  eight  days : on  the  seventh  night  post- 
operatively,  an  oil  should  be  given  by  mouth 
and  on  the  following  morning  an  oil  enema 
should  be  given  to  insure  the  patient  of  a fairly 
comfortable  bowel  movement.  The  new  placed 
anal  margin  should  be  sponged  each  day  and 
care  should  be  taken  that  there  is  no  cutting 
through  of  any  of  the  sutures.  These  cuts 
through  sutures  make  lasting  scars  in  the  peri- 
neum. After  two  months’  time  it  is  explained 
to  the  patients  that  they  must  assist  in  con- 
trolling bowel  movements.  If  regular  habits 
are  insisted  upon,  good  results  may  be  ex- 
pected even  if  no  sphincter  muscle  is  present 
around  the  anus  or  is  found  in  the  coccyx  re- 
gion: for,  if  the  levator  ani  muscle  is  care- 
fully sewn,  it  sometimes  develops  a sphincteric 
action  around  the  rectum  and  control  is  the 
result. 

Summary 

1.  Vaginal  anus  is  one  of  the  commonest  of 
malformations  of  the  rectum  and  anus.  It  has 
been  estimated  that  it  occurs  in  one  case  out 
of  every  10,000  births. 

2.  Vaginal  anus  is  due  to  embryological  dis- 
turbances of  the  terminal  large  bowel  during 
development.  The  defect  begins  during  the 
first  two  months  of  fetal  life. 

3.  A tight  constricted  or  slit-like  vaginal 
anus  often  produces  distention  of  the  bowel 
with  occasional  signs  of  obstruction.  A loose 
vaginal  anus  without  sphincter  muscle  about 
terminal  one-half  inch  of  rectum  usually  gives 


incontinence.  The  proper  age  for  an  operation 
of  this  kind  is  about  eight  to  twelve  years. 

4.  The  basic  principles  for  this  operation  en- 
sure (a)  an  easy  and  painless  outlet  for  feces, 
(b)  good  sphincteric  control,  (c)  and  position 
of  outlet  well  back  in  region  of  coccyx  in  mid- 
line of  perineum. 

5.  The  operative  mortality  is  low  and  prog- 
nosis is  good,  especially  if  sphincter  muscle  is 
either  already  around  anal  opening  or  is  found 
in  region  of  coccyx. 

51  East  Fiftieth  Street. 
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HYSTERECTOMY. 

By  CHARLES  R.  ROBINS,  M.  D..  Richmond,  Va. 

Professor  of  Gynecology,  M.  C.  V. : and  Gynecologist  to  the 
Hospital  Division.  Surgeon,  Stuart  Circle  Hospital. 

The  title  of  this  paper  was  purposely  made 
vague  because  it  is  designed  to  discuss  various 
questions  connected  with  the  subject  which  can 
not  be  grouped  except  under  a very  general 
term.  Hysterectomy  belongs  to  the  type  of 
operations  which  might  be  described  as  de- 
structive surgery.  With  such  an  idea  in  mind 
it  would  be  regarded  as  a thing  to  be  avoided 
and  only  to  be  done  as  a last  resort.  However, 
when  it  is  judiciously  employed,  it  enables  us 
to  restore  to  normal  health  various  groups  of 
cases,  and  when  considered  from  this  aspect  it 
may  be  regarded  as  constructive  surgery. 

Some  of  the  more  important  pathological 
conditions  in  which  hysterectomy  has  to  be 
considered  follow : 

Cancer  of  the  cervix  uteri.  The  develop- 
ment in  the  treatment  of  this  condition  is  quite 
interesting.  It  was  formerly  regarded  as  one 
very  favorable  for  surgical  treatment,  because 
the  uterus  was  an  organ  that  could  be  com- 
pletely removed  and  therefore  its  complete  re- 
moval should  have  resulted  in  a cure.  It  was 
found,  however,  that  recurrences  following 
operations  were  very  high,  and  the  statement 
was  finally  even  made  that  no  case  of  can- 
cer of  the  cervix  had  ever  been  permanently 
cured  by  operation.  The  reason  for  this  re- 


348 


' VIRGINIA  MEDICAL  MONTHLY. 


[September, 


currence  lies  largely  in  anatomical  relations 
that  exist  at  the  cervix.  The  cervix  is  sus- 
pended by  the  base  of  the  broad  ligament 
which  contains  the  blood  vessels  and  lym- 
phatics. Extension  of  cancer  occurs  along  this 
channel.  In  performing  an  ordinary  hysterec- 
tomy. the  point  of  dissection  when  the  cervix 
is  reached  is  immediately  against  the  cervix,  to 
avoid  injuring  important  structures,  particu- 
larly the  ureters.  When  we  come  so  close  to 
the  cervix  we  cut  directly  through  the  danger 
zone  and  consequently  do  not  make  that  wide 
dissection  that  is  indicated  in  cancer.  To  avoid 
this,  Wertheim  developed  the  operation  that 
goes  by  his  name,  and  which  consists  in  re- 
moving not  only  the  uterus  and  adnexa,  but 
in  making  a wide  dissection  of  the  pelvis  and 
removing  all  of  the  connective  and  lymphatic 
tissue.  This  operation  is  theoretically  an  ex- 
cellent one,  but  owing  to  technical  diffkmlties. 
the  length  of  time  consumed  in  the  operation 
and  the  high  primary  mortality,  the  operation 
has  never  been  generally  adopted.  For  the 
reasons  stated,  therefore,  treatment  of  cancer 
of  the  cervix  by  operation  alone  has  been 
rather  disappointing. 

When  we  come  to  consider  cancer  of  fundus 
uteri , we  have  quite  a different  proposition  to 
deal  with.  The  cancer  being  situated  some  dis- 
tance from  the  danger  zone  in  the  base  of  the 
broad  ligament,  the  removal  of  the  uterus  re- 
moves the  cancer  entirely,  and  in  these  cases 
permanent  cure  results  in  about  75  per  cent. 
Operation  therefore,  is  undoubtedly  the  treat- 
ment of  selection  for  cancer  of  the  fundus. 

In  -fibroids  of  the  uterus , a number  of  ques- 
tions present  themselves.  Owing  to  the  fact 
that  the  fibroid  tumor  is  encapsulated  and  does 
not  invade  the  uterine  structure,  it  would  ap- 
pear theoretically  that  myomectomy  could  be 
used  with  a fair  degree  of  frequency,  thus  pre- 
serving the  generative  organs  entire.  We 
are  confronted,  however,  by  the  disquieting 
fact  that  fibroids  are  essentially  multiple 
tumors,  and  where  one  is  found  we  know  that 
the  chances  are  that  other  minute  ones  exist 
even  though  we  may  not  be  able  to  detect  them. 
It  therefore  frequently  happens  that,  after  a 
case  has  been  operated  by  a myomectomy  and 
apparently  a very  good  result  has  been  se- 
cured, after  an  interval  of  several  years 
the  patient  finds  that  another  tumor  has  de- 
veloped which  is  giving  as  much  or  more  trou- 
ble than  the  original  tumor.  This  is  a matter  of 


such  frequent  occurrence  that  the  desirability 
of  doing  a myomectomy  at  all  can  be  seriously 
questioned.  However,  in  young  women  and 
those  particularly  anxious  to  have  children, 
the  patient  may  be  willing  to  incur  the  risk  of 
subsequent  operation  rather  than  to  have  her 
organs  sacrificed.  In  the  majority  of  cases  - 
of  fibroids,  it  will  happen,  however,  that  the 
distortion  of  the  uterus  is  so  great  and  the 
fibroid  nodules  so  numerous  that  no  other 
operation  other  than  the  hysterectomy  can  be 
considered. 

We  have  to  consider  next  chronic  pelvic  con- 
ditions which  occur  at  or  about  the  menopause. 
Where  s\ich  conditions  occur  in  women  who 
are  about  to  have  the  change  of  life,  they  have 
usually  existed  for  such  a long  period  of  time 
that  conservative  work  is  not  likely  to  restore 
the  parts  to  normal.  This  is  particularly  true 
when  we  have  associated  with  other  conditions 
the  enlarged  and  boggy  uterus  which  has  a 
tendency  to  bleed.  These  cases  undoubtedly 
secure  a better  result  from  hysterectomy  than 
from  attempts  to  restore  the  organs. 

We  will  lastly  mention  that  type  of  cases 
which  I refer  to  as  cases  of  pelvic  unbalance , 
which  apparently  are  of  endocrine  origin  and 
which,  without  distinct  patholog}r,  present  two 
striking  symptoms,  severe  painful  menstrua- 
tion and  irregularity  of  menstruation,  often 
with  a tendency  to  hemorrhage.  Sometimes 
such  cases  are  markedly  benefited  by  glandu- 
lar therapy,  but  in  others  they  remain  re- 
bellious to  treatment,  whatever  may  be  done. 
Where  this  condition  has  existed  over  a num- 
ber of  years  without  benefit  from  conservative 
methods  of  treatment,  very  remarkable  results 
often  follow  the  ablation  of  the  pelvic  organs. 

The  next  general  point  which  I wish  to  dis- 
cuss is  the  effect  of  hysterectomy  on  the  gen- 
eral well-being  of  the  patient.  This  subject  is 
one  that  we  should  approach  with  an  open 
mind.  I remember  quite  distinctly  that  when 
I performed  my  first  hysterectomies  in  cases 
in  which  they  could  not  be  avoided,  that  I 
warned  my  patients  of  the  dire  consequences 
and  disagreeable  sj’rnptoms  that  would  follow 
the  operation,  but  consoled  them  with  the  fact 
that  they  would  only  be  temporary.  I was 
very  much  surprised  when  I discovered  that 
many  of  them  instead  of  developing  the  vicious 
train  of  symptoms  that  I expected,  began  im- 
mediately to  improve  in  health  and  expressed 
themselves  as  feeling  better  in  every  way  than 
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they  had  before  the  operation.  There  always 
occur,  of  course,  the  steams  an(J  flushes  that 
are  incident  to  the  change  of  life,  whether 
natural  or  induced. 

There  are  two  things  which  I think  must 
always  be  considered  when  we  contemplate  a 
hysterectomy.  One  is  the  age  and  experience 
of  the  patient;  the  other,  the  effect  of  the 
ovarian  secretion  when  the  uterus  has  been 
removed.  I think  that  we  should  always  avoid, 
if  possible  mutilating  operation  in  young 
women,  particularly  if  unmarried.  Even  if 
no  ill  effect  followed  the  operation,  the  psychic 
effect  of  knowing  that  they  are  different  from 
other  women  would  certainly  have  a bad  in- 
fluence. When,  however,  the  woman  has  been 
married  and  had  children  and  is  approaching 
the  time  when  she  would  have  the  change  of 
life  anyway,  we  can  discuss  the  case  quite 
philosophically  because  we  have  only  to  con- 
sider how  best  to  deal  with  the  pathological 
conditions  present.  In  other  words,  after  the 
sexual  life  of  the  woman  has  been  satisfied,  the 
induction  of  the  menopause  is  not  followed  by 
untoward  symptoms  as  a rule.  This  is  par- 
ticularly true  if  there  have  existed  conditions 
in  the  pelvis  that  have  seriously  impaired  the 
woman’s  health,  either  by  pain,  bleeding  or 
absorption  from  a chronic  inflammatory  con- 
dition. Such  cases  derive  so  much  benefit  from 
the  removal  of  the  pathology  that  the  minor 
symptoms  of  the  menopause  are  scarcely  noted. 
I have  frequently  observed  such  cases  who  seem 
to  renew  their  youth  following  a hysterectomy. 

The  other  point  is,  what  shall  we  do  with 
the  ovaries?  Should  they  be  removed  with 
the  uterus,  or  left?  Without  going  too  fully 
into  the  discussion  of  this  question,  I would 
say  that  in  my  experience  the  best  results  are 
secured  by  removing  the  ovaries,  if  the  uterus 
is  taken  out.  If  we  consider  the  function  of  the 
ovaries,  they  are,  in  the  first  place,  trophic,  in 
the  second,  they  secrete  ova,  and,  in  the  third, 
they  are  supposed  to  have  something  to  do 
with  the  sexual  instinct.  There  is  also  a good 
deal  said  about  the  internal  secretion. 

We  do  not  have  to  consider  the  trophic 
function  in  women  whose  development  is  com- 
plete. Secretion  of  ova  is  of  no  avail  after  the 
uterus  has  been  removed.  I am  not  satisfied 
that  the  ovaries  have  a great  deal  to  do  with 
the  sexual  instinct,  and  I don’t  think  that  is 
very  strong  in  the  majority  of  women.  I do 
believe,  however,  that  there  is  a very  definite 


balance  between  the  function  of  the  ovary  and 
menstruation,  the  two  making  a complete  cycle. 
If  menstruation  is  stopped,  we  have  a broken 
cycle,  and  under  these  circumstances  the 
ovaries  are  more  liable  to  cause  disturbance  if 
left  than  if  they  are  removed.  In  addition  to 
this,  when  the  ovaries  are  marooned  and  not 
connected  with  the  uterus,  they  are  certainly 
moi-e  liable  to  undergo  degeneration  and  cause 
subsequent  trouble.  I believe  that  in  the  ma- 
jority of  cases  better  results  will  be  secured  if 
the  ovaries  are  removed  with  the  uterus. 

The  question  also  arises:  Should  the  cervix 
be  removed  with  the  uterus  or  left  in?  I think 
that  the  cervix  should  be  removed  with  the 
uterus  unless  the  difficulties  of  its  removal  are 
so  great  as  to  make  the  operation  hazardous. 
The  technique  which  I have  employed  has 
proven  very  simple  and  very  satisfactory,  but 
it  is  not  the  purpose  of  this  paper  to  go  into 
technical  details. 

We  have  also  to  consider  the  prophylactic 
advantages  of  hysterectomy  in  reference  to 
cancer.  It  has  been  well  established  that  vari- 
ous pathological  conditions  in  the  uterus  pre- 
dispose to  malignancy.  The  lacerated  and  in- 
durated cervix  is  certainly  more  liable  to  de- 
velop carcinoma  than  the  normal  cervix,  and 
I believe  that  cancer  is  more  likely  to  develop 
in  the  fundus  of  the  uterus  that  is  pathological 
than  in  the  normal  uterus.  Therefore  when 
we  remove  the  uterus  on  account  of  pathology, 
we  are  not  only  removing  a diseased  organ, 
but  to  an  extent  preventing  the  woman  from 
developing  cancer. 

This  duscussion  could  not  be  complete  with- 
out reference  to  the  result  secured  in  the  treat- 
ment of  cancer  and  fibroids  by  radiation,  this 
term  embracing  the  effect  both  of  radium  and 
X-ray  exposure.  I am  too  familar  with  the 
good  result  of  this  method  of  treatment,  and 
too  enthusiastic  over  what  has  been  done,  to 
attempt  in  any  way  to  discredit  it.  I have 
felt  for  some  time,  however,  and  have  had 
cases  that  have  borne  out  my  view,  that  the 
best  results  will  be  secured  in  cancer  of  the 
cervix  by  combining  operation  with  radiation. 
Operation  is  to  be  undertaken,  however,  only 
in  the  early  cases  and  never  attempted  after 
the  disease  has  extended  beyond  the  cervix.  If 
the  uterus  with  the  cervix  is  removed,  and  the 
stump  treated  by  radium  or  X-ray,  I believe 
that  we  will  get  the  best  result.  It  is  more 
difficult,  I am  sure,  to  eradicate  the  cancer  at 
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its  original  site  than  it  is  to  take  care  of  the 
first  cells  of  invasion.  I find  that  this  view 
is  upheld  in  a recent  editorial  by  William  J. 
Mayo,  M.  D. 

In  reference  to  the  treatment  of  fibroids  by 
radiation,  it  is  undoubtedly  true  that  in  se- 
lected cases  the  results  secured  are  very  excel- 
lent, both  as  regards  the  diminution  in  size  of 
the  tumor  and  the  control  of  bleeding  in  case3 
which  have  this  tendency.  However,  in  the 
very  large  fibroids  and  in  those  which  have  ac- 
companying pathological  conditions  that  would 
require  operation  anyway,  it  would  hardly  seem 
necessary  to  do  both,  when  an  operation  only 
is  necessary.  I am  quite  satisfied  that  as  our 
experience  increases  Ave  will  find  that  the  treat- 
ment of  fibroids  by  radiation  will  only  be  in- 
dicated in  a comparatively  small  group  of 
cases. 

Referring  to  the  general  subject  of  hysterec- 
tonw,  we  are  forced  to  conclude  that  it  is  an 
operation  of  wide  applicability;  that  when 
done  in  properly  selected  cases  it  will  relieve 
the  patient  more  certainly  and  permanently 
than  any  other  treatment;  that  when  it  results 
in  restoring  the  patient  to  a normal  condition 
of  health,  so  that  she  may  participate  in  and 
enjoy  the  activities  of  life,  it  is  a constructive 
pi'ocedure;  and  that  as  far  as  our  experience 
has  gone  at  the  present  time,  it  is  the  very  best 
way  of  dealing  with  large  groups  of  cases  that 
are  daily  presenting  themselves. 

Stuart  Circle  Hospital. 


SOME  REMARKS  ON  DENTAL  SEPSIS, 
WITH  ESPECIAL  REFERENCE  TO 
CROWN  AND  BRIDGE  WORK. 

By  CLARENCE  PORTER  JONES,  M.  D.,  F.  A.  C.  S., 
Newport  News,  Virginia. 

Dental  sepsis  is  a child  of  civilization,  yet 
one  of  its  greatest  handicaps.  Its  considera- 
tion and  proper  treatment  overshadow  every 
other  subject  in  connection  with  the  art  of 
healing. 

Thoma1  divides  the  effects  of  septic  teeth  on 
other  parts  of  the  body  into  those  which  dis- 
charge free  pus  in  the  mouth  and  those  in 
which  the  pus  is  taken  away  by  direct  exten- 
sion, through  the  blood  stream  and  lymph 
stream. 

Pus  discharged  in  the  mouth  bathes  the  tis- 
sues therein,  tonsils,  and  pharynx,  and  is  con- 
stantly swalloAved.  Such  a condition  needs 
but  to  be  visualized  to  comprehend  its  dire 
possibilities.  It  is  a known  fact  that  the 


swalloAving  of  pus  over  a period  of  time 
causes  the  gastric  juice  to  lose  much  of  its 
acidity,  thus  allowing  pus  to  pass  on  to  the 
intestines  where  gall-bladder,  appendix,  and 
Avhat  not  are  exposed  to  a continuous  source 
of  danger.  By  direct  extension  the  antrum  is 
infected  through  its  floor.  We  belieAre  over 
half  of  the  nasal  sinus  infections  are  ascend- 
ing; that  antrum,  ethmoid,  frontal  and  sphe- 
noid become  infected  in  the  order  named.  The 
position  of  the  head  Avhile  asleep,  as  mentioned 
by  DutroAv,2  favors  invasion  of  the  other  sin- 
uses from  the  antrum.  In  substantiation  of 
this  statement,  Ave  all  see  cases  of  pan  sinusitis 
which  get  Avell  rapidly  upon  removing  the 
dental  source  and  establishing  free  drainage 
and  aeration  of  the  antrum.  Finding:  the 
teeth  all  healthy  one  rarely  sees  chronic  antri- 
tis. The  most  frequent  offender  in  our  observa- 
tion is  the  first  molar  tooth,  though  other  teeth 
may  be  the  inciting  cause.  We,  as  a rule,  can- 
not cure  our  chronic  antrums  till  the  dental 
error  is  corrected,  another  fact  which  supports 
the  acendening  theory.  Were  the  antrum  a 
cavity  faATorable  to  drainage  and  aeration  the 
dental  correction  would  usually  be  all  that 
would  be  required. 

Skillern3  says,  “The  infection  may  start  as 
a chronic  disease  as,  for  instance,  in  maxillary 
empyema  of  dental  origin,  Avhere  the  continued 
slight  infection  from  the  minute  fistula  in  the 
carious  tooth  slowly  and  gradually  spreads 
out  into  the  floor  of  the  antrum,  until  finally 
the  entire  cavity  is  involved.  The  process, 
from  its  Arery  inception,  has  been  essentially  of 
a slow  and  chronic  nature,  at  least  as  far  as 
the  symptoms  Avere  concerned.” 

The  more  important  consideration  is  those 
cases  where  the  infection  is  taken  away  by  the 
blood  stream  and  lymph  stream.  Depression, 
physical  and  mental,  easy  fatigue,  diminished 
poAver  of  concentration,  sleepiness,  loss  of 
Aveight  and  toxemia  result.  In  fact,  there  is 
no  end  to  the  train  of  symptoms.  Every  phy- 
sician and  dentist  is  aware  of  RosenoAv’s  Avork 
in  the  study  of  nephritis  caused  by  dental 
sepsis.  Really,  the  possibilities  of  harm  done 
by  pus  let  loose  in  the  blood  stream  are  un- 
limited. 

So  much  for  a survey  of  the  subject  of  dental 
sepsis.  We  iioav  come  to  the  consideration  of 
crown  and  bridge  work.  Being  ignorant  of 
dental  terms,  Ave  therefore  speak  in  our  own 
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language.  We  give  the  following  reasons  why 
crowns  add  to  the  difficulty : 

1.  Crowning  an  infected  root  is  like  build- 
ing a house  on  a faulty  foundation. 

2.  Working  on  an  infected  root  causes  irri- 
tation and  thereby  increases  the  infection. 

3.  The  crown  gives  the  root  more  work  to 
do,  which  means  an  enlarged  infected  area. 

4.  Building  an  infected  root  up  with  a 
crown  puts  more  pressure  on  the  root  and 
the  infected  area,  causing  pus  to  go  directly 
into  the  blood  stream. 

5.  A patient  having  paid  a more  or  less  ex- 
pensive sum  to  have  a root  crowned,  later  dis- 
covering it  to  be  infected,  will  hesitate  the 
more  to  have  it  extracted,  although  he  knows 
it  is  infected. 

6.  Crowning  infected  roots  is  simply  mak- 
ing more  work  for  dentists  and  physicians  who 
recognize  the  importance  of  oral  infection. 

In  addition,  the  following  may  be  said  of 
bridges : 

1.  There  is  difficulty  in  cleaning  all  recesses 
and  nooks. 

2.  The  swinging  or  “swayback”  bridge  irri- 
tates the  gums,  often  causing  a “sea”  of  pus. 

3.  The  insecure  or  “rocking”  bridge,  for  ob- 
vious reasons,  is  unsanitary. 

We  wish  emphatically  to  protest  against  the 
habit  among  some  dentists  of  putting  gold 
crowns  on  healthy  teeth  for  gaudy  show,  de- 
manded by  foolish  people,  which  is  a source 
of  pride  to  them  like  the  tattoo  on  the  feeble- 
minded sailor.  The  latter  does  no  harm;  the 
former  is  fraught  with  danger  by  cutting  off 
air  from  the  tooth  surface,  harboring  infec- 
tion, and  by  its  edges  irritating  and  often  in- 
fecting the  gums.  Money  made  by  this  per- 
nicious practice  will  choke  the  conscience  in 
the  declining  years  of  life  like  the  gambler’s 
ill-gotten  gain.  The  plea  that  “if  I don’t,  some 
one  else  will”  is  shopworn.  It  was  formerly 
used  by  the  bartender  to  justify  himself  in 
selling  liquor  to  the  moral  weakling. 

Our  case  records  illustrate  many  of  the  vari- 
ous phases  of  crown  and  bridge  sepsis.  That 
it  aggravates  other  infection  is  clearly  proven 
by  the  following: 

Mr.  H.,  52  years  old,  had  syphilitic  iritis 
(positive  Wassermann),  severe  pain  day  and 
night.  Atropine  three  per  cent,  failed  to  dilate 
the  pupils;  iris  was  fused  to  the  lens  capsule 
as  it  were.  This  continued  for  twelve  days,  till 
extraction  of  two  crowned  teeth  caused  a rapid 


dilatation  of  the  iris,  with  complete  relief  from 
pain. 

Mrs.  R.,  40  years  old,  a diabetic,  had  a 
troubulous  corneal  ulcer,  which  refused  to  heal, 
in  spite  of  three  weeks’  treatment.  The  re- 
moval of  a septic  broken  bridge  caused  rapid 
healing  of  the  ulcer. 

Mrs.  C.,  40  years  old,  chronic  tuberculosis, 
suffered  from  severe  facial  neuralgia  for  many 
weeks,  received  instant  relief  after  removing 
a swayback  bridge. 

These  cases  also  show  the  injustice  which  it 
would  be  possible  to  show  the  sufferer  from 
syphilis,  tuberculosis,  diabetes,  etc.,  by  shrug- 
ging our  shoulders,  without  looking  further 
for  the  source  which  may  be  doing  the  greatest 
harm  for  the  time  being  at  least. 

That  blindness  can  be  caused,  the  following 
will  illustrate: 

Mr.  C.,  mechanic,  39  years  old,  noticed  his 
left  eye  blind.  He  could  scarcely  count  fingers. 
He  immediately  reported  for  examination. 
The  ophthalmoscope  revealed  no  pathology. 
Removal  of  two  bridges  which  were  in  contact 
with  gums  covered  with  granulation  tissue 
caused  a return  of  vision  in  four  days.  This 
occurred  three  years  ago.  There  has  been  no 
return  of  blindness. 

Mrs.  M.,  52  years  old,  noticed  “butterflies” 
before  her  left  eye,  also  very  little  vision, 
10/200.  Extraction  of  a crowned  canine  tooth 
on  the  same  side  caused  the  “butterflies”  to 
disappear  and  the  vision  to  be  normal  in  five 
weeks.  This  tooth  was  painful  at  times  for 
some  months  before.  It  was  crowned  just 
twenty  da}^s  before  she  noticed  the  condition. 
'Hie  roentgenogram  revealed  a granuloma  at  its 
apex. 

Otalgia  from  dental  causes  is  so  prevalent 
that  we  confidently  expect  to  find  a septic 
tooth,  often  a crowned  tooth,  in  every  case 
where  there  are  no  objective  ear  symptoms. 
Cases  of  this  nature,  we  have  had  by  the  hun- 
dreds. 

Rheumatism  and  arthritis  caused  by  dental 
sepsis  are  so  familiar  to  every  physician  and 
dentist  they  need  be  mentioned  merely  in  pass- 
ing. One  very  spectacular  case  we  will  cite. 

Mrs.  C.,  23  years  old,  had  severe  arthritic 
pains  in  both  wrists  in  1903.  Removal  of  a 
long  crown  over  a molar  tooth  which  tightly 
impinged  the  gums  caused  a magic  cure.  Three 
years  later  severe  pains  in  right  shoulder, 
coming  on  about  twb  A.  M.,  lasting  till  the 
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middle  of  the  afternoon,  were  relieved  upon 
removing  a badly  fitting  bridge  from  the  same 
side,  lower  jaw. 

In  1911  she  had  lumbago,  which  disappeared 
upon  the  extraction  of  a crowned  tooth.  In 
1922  she  had  a bridge  put  back,  swinging  from 
the  same  teeth  which  supported  the  badly  fit- 
ting bridge  removed  in  1906.  In  a month  she 
became  sick  from  gall-bladder  infection  and 
various  attacks  of  rheumatism;  in  fact,  she 
was  an  invalid  for  more  than  a year.  She  had 
moved  and  was  now  the  patient  of  a severely 
conservative  dentist  who  made  every  endeavor 
for  her  retention  of  the  “pretty  bridge.”  But 
the  bridge  was  finally  removed  and  both  teeth 
extracted.  In  two  weeks  she  was  well  and  is 
at  this  time  quite  free  from  any  symptoms. 
She  is  not  at  all  enthusiastic  about  handsome 
crowns  and  bridges. 

Extreme  mental  and  physical  depression  is 
often  an  outstanding  symptom  of  dental  sepsis, 
aggravated  always  if  the  offending  tooth  be 
crowned. 

We  have  more  than  a score  of  such  cases 
among  our  records.  For  the  sake  of  brevity, 
we  will  mention  two : 

T.  B.,  59  years  old,  a laborer.  About  two 
years  ago  began  to  have  a spell  of  mental  and 
physical  depression  each  afternoon,  with  a 
feeling  that  something  was  going  to  happen  to 
his  family.  This  depression  was  attended  for 
a short  period  of  time  by  a feebleness  that  pre- 
vented his  ascending  the  stairs  unassisted.  The 
roentgenograms  revealed  cloudy  antrums  and 
four  infected  teeth,  all  having  been  crowned 
for  “gaudy  show”  some  fifteen  years  previous- 
ly. The  antrums  were  opened  and  found  to 
contain  a mucous  fluid.  No  improvement  fol- 
lowed treatment.  The  urine  contained  albu- 
min over  twenty  per  cent  by  volume.  Extrac- 
tion of  the  teeth  was  followed  the  next  day  by 
deep  coma,  which  lasted  for  thirty-six  hours, 
then  recovery,  the  urine  being  albumin  free  in 
four  weeks.  He  has  continued  well. 

Mrs.  C.,  37  years  old.  Had  mental  and 
physical  depression,  coming  on  early  each 
morning  and  lasting  well  into  the  day.  A 
thorough  physical  examination  failed  to  dis- 
close anything  except  a swayback  bridge, 
which  was  buried  into  the  gums.  Nothing 
was  done  for  her  except  the  removal  of  this 
bridge.  There  was  a prompt  cessation  of 
these  spells.  Six  months  have  passed.  Since 
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the  removal  of  the  bridge,  she  has  continued 
well. 

We  think  there  is  no  further  need  to  men- 
tion other  cases,  but  we  will  say  that  we  are 
not  in  a position  to  decide  just  what  teeth 
should  be  crowned.  We  content  ourselves  by 
asserting  that  it  is  our  soul’s  deepest  convic- 
tion, that  no  tooth  with  an  infected  root  should 
be  crowned.  We  feel  that  the  dentist  should 
exhaust  all  means  of  diagnosis,  together  with 
a thorough  X-ray  study,  when  there  is  the 
slightest  doubt  in  the  premises,  before  a crown 
is  put  on  any  tooth,  and  no  swayback,  rocking 
or  insecure  bridge  should  be  put  on  any  tooth. 

Having  been  misunderstood  by  our  fellow 
physicians  and  dentists  for  our  persistence, 
yet  we  feel  that  if  we  have  done  anvthino-,  how- 
ever  small,  to  protest  against  the  hundreds  and 
thousands  of  sudden  deaths  during  the  middle 
period  of  life,  which  were  indirectly  caused  by 
dental  sepsis,  if  we  can  do  a small  bit  to  hasten 
the  day  when  physicians  and  dentists  will 
think  more  clearly  on  prevention  of  oral 
sepsis,  and  at  least  give  as  much  thought  to 
this  vital  question  as  they  give  to  golf  and 
sports,  our  labors  and  agitation  will  not  have 
been  in  vain. 
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SOME  SOLVED  AND  UNSOLVED  PROB- 
LEMS OF  INTERNAL  MEDICINE.* 

By  ALEXANDER  G.  BROWN,  Jr.,  M.  D.,  Richmond,  Va. 

It  is  a privilege  to  speak  to  this  companion 
group  of  specialists  on  “some  solved  and  un- 
solved problems  of  internal  medicine.”  The 
privilege  is  appreciated.  The  opportunity, 
which  one  medical  group  gives  another,  to  hear 
of  the  problems  peculiar  to  its  own,  but 
necessarily  directly  or  indirectly  related  to 
other  fields,  is  a privilege  fraught  with  a mu- 
tual benefit.  In  attempting  to  present  some 
of  the  problems  of  internal  medicine  to  you  I 
shall  take  great  liberty  with  fact  and  scientific 
discussion.  For  I conceive  the  benefits  of  such 
an  opportunity  as  I enjoy  tonight,  in  speaking 
to  you,  to  lie  in  popularized  presentation  of 
our  problems  (solved  and  unsolved  in  internal 
medicine)  rather  than  a highly  technical  dis- 
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cussion.  So  I shall  endeavor  to  avoid  highly 
technical  phrases  of  discussion  in  medicine. 
Were  you  presenting  to  internists  the  problems 
of  your  specialized  work  the  same  method  of 
communication  would  be  appreciated.  So, 
many  of  my  comments  may  be  opened  to  some 
question  when  the  term  “solved  problems”  is 
applied.  Problems  of  disease  are  really  diffi- 
cult of  solution.  So  when  we  use  this  term  we 
speak  relatively. 

For  generations  on  end  scientific  medicine 
made  few  advances.  Through  the  ages  disease 
spread  its  direful  blight  over  the  human  race. 
Races  of  men  and  nations  of  the  earth  met 
untimely  death  through  the  ravages  of  con- 
tagious diseases.  Epidemic  after  epidemic 
spent  itself  in  the  human  family,  through  the 
generations  of  men,  unimpeded,  unsolved,  un- 
studied. Millions  of  men,  women  and  chil- 
dren suffered  and  died  as  a x-esult  of  the  un- 
solved problems  of  infectious  diseases.  Con- 
tagious diseases,  unopposed,  except  by  the 
natural  laws  of  resistance  and  immunity,  in- 
herent as  the  laws  of  physical  world,  ravaged 
man  through  the  centuries,  increasing,  doubt- 
less, their  ferocity  and  devastation  as  civilizing 
tendency  to  community  life  increased. 

It  was  only  in  the  18th  century,  long  years 
after,  that  epochal  victories  were  achieved 
against  these  hosts  of  the  invisible  world  of 
disease. 

Now,  as  solved  problems  in  medicine  are 
well  illustrated  by  this  group  of  world-wide 
and  history- worn  diseases,  we  may,  for  a mom- 
ent, cite  in  detail  a few  that  appear  to  be 
“solved”  from  the  standpoint  of  prevention,  if 
not  cure.  I call  your  attention  to  smallpox, 
dipththeria,  typhoid  fever,  and,  now,  scarlet 
fever.  These  serve  as  prominent  illustrations 
of  the  greatness  and  power  of  the  forces  of 
modern  scientific  medicine. 

To  smallpox,  then,  we  may  for  a moment 
briefly  point  in  detail.  Smallpox  was  first  de- 
scribed by  an  Arabian  physician,  Rhazes,  in 
the  9th  century,  but  it  is  believed  that  it  was 
recognized  and  described  as  a disease  by  Galen 
as  early  as  130-200  A.  D.  under  the  term  pesta 
magna.  For  centuries  before  Christ  such  a 
disease  prevailed  in  China  in  epidemic  form. 
In  the  6th  century  it  prevailed  in  very  de- 
vastating form.  Bernouilli  states  that  in  the 
18th  century  sixty  million  people  died  of 
smallpox  in  Europe.  In  Russia,  at  the  time 
that  Disdale  went  from  England  to  inoculate 


Empress  Catherine,  2,000,000  deaths  occurred 
in  that  epidemic.  In  1707  an  epidemic  in  Ice- 
land resulted  in  18,000  deaths  out  of  a popu- 
lation of  50,000  inhabitants.  In  1796  Junaker 
said  that  400,000  lives  were  lost  yearly  in 
Em-ope  by  smallpox.  The  disease  entered 
America  by  Mexico  through  Spaniards  in  1520 
and  has  been  observed  in  various  epidemics  on 
this  continent  since  that  time.  At  the  age  of 
nineteen  years,  George  Washington,  forty-five 
years  before  the  discovery  of  a preventive  by 
a medical  man,  contracted  smallpox  when  on 
a visit  to  his  brother  Lawrence  in  the  Barba- 
does.  During  the  civil  war  there  were  recorded 
4,914  deaths  from  smallpox.  In  the  early 
seventies,  and  at  various  times  since,  smallpox 
has  appeared  with  more  or  less  freqeuency  and 
virulence. 

The  epochal  step  in  the  solution  of  this  great 
internal  medical  problem  was  taken  when  Dr. 
Edward  Jenner,  on  May  14,  1796,  vaccinated 
the  boy,  James  Phipps,  with  matter  from  kine 
pock,  from  the  hand  of  a dairy  maid,  Sarah 
Nelms,  and  on  July  1 introduced  into  this  boy 
pus  from  a smallpox  pustule  without  effect 
(Tyson).  In  June,  1798,  Dr.  Jenner  published 
a paper : “An  Inquiry  into  the  Causes  and  Ef- 
fects of  the  Variolae  Vaccinae.”  Within  two 
years  vaccination  became  general  over  the 
continent.  On  July  8,  1800,  Dr.  Ben  Water- 
house,  Professor  of  Physics  at  Harvard  LTni- 
versity,  vaccinated  his  own  children.  President 
Thomas  Jefferson  encouraged  its  use  in  the 
United  States.  In  spite  of  the  first  step  in 
solving  this  great  human  medical  problem  by 
vaccination,  there  remains  the  unsolved  prob- 
lem of  its  etiology.  But  we  wish  to  affirm  that 
vaccination  for  the  prevention  of  smallpox, 
which  has  menaced  the  human  race  through 
the  ages,  is  one  of  the  solved  problems  in  pre- 
ventive medicine.  Smallpox  today  in  any 
civilized  country  is  a disgrace,  although  our 
own  country  in  the  northwest  and  the  far  west, 
still  records  an  high  incidence  of  the  disease. 

Diphtheria,  an  acute  contagious  inflamma- 
tion of  the  mucous  membrane  (or  skin), 
usually  oral,  faucial,  nasal,  laryngeal,  trach- 
ceal  or  bronchial,  due  to  implantation  and  pro- 
liferation of  Klebs-Loeffler  bacillus,  has  pre- 
vailed, endemically  and  epidemically,  in  the 
human  family  since  the  days  of  Hippocrates 
in  406  B.  C.  A disease,  however,  resembling 
it  was  described  by  an  East  Indian  physician. 
Dr.  Hanvanture,  about  500  B.  C.  A century 
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before  Christ,  Asclepiades  performed  the  first 
tracheotomy  for  the  relief  of  a patient  suffer- 
ing with  diphtheria. 

Aretaeus  (100  A.  D.)  in  1st  century  and 
Galen  in  2nd  century  left  descriptions  of  the 
disease.  The  disease  appeared  in  America  in 
the  17th  century.  In  1771  there  was  wide- 
spread epidemic  in  New  York.  From  that 
time  epidemic  on  epidemic  has  occurred  in  this 
country.  Widespread  devastation  was  wrought 
in  children  until  the  introduction  of  the  well 
known  diphtheria  antitoxin.  This  potent 
remedy,  when  injected  early  in  the  disease, 
quickly  brought  the  appalling  mortality  to  al- 
most nil. 

For  the  past  twenty  years  or  more,  this  re- 
markable agent  has  been  accessible  and  has 
been  applied  everywhere.  To  this  achievement 
has  now,  within  a few  years,  been  added  the 
“Schick  Test.”  Then,  comes  the  immunizing 
toxin-antitoxin. 

These  scientific  discoveries  (the  antitoxin, 
the  Schick  test  and  toxin-antitoxin)  place 
diphtheria  in  the  catalogue  of  diseases  of 
which  the  problem  has  been  solved. 

Again,  typhoid  fever,  an  acute  infectious 
disease,  due  to  the  implantation  and  prolifera- 
tion of  the  bacillus  of  Eberth,  is  coeval,  prob- 
ably, with  civilization  itself.  It  has  been  de- 
scribed in  terms  easily  recognized  by  Hippoc- 
rates (B.  C.  4C0-357)  and  Galen  (A.  D.  130- 
200).  On  down  the  centuries  innumerable 
writers  have  discussed  the  cause,  course,  in- 
cidenc  and  treatment  of  this  ubiquitous  dis- 
ease of  man.  The  long  toll  of  death  that  its 
contagion  has  wrought  in  the  human  race  is 
incalculable.  The  knowledge  of  its  mode  of 
propagation  and  the  discovery  of  a vaccine 
have  about  wiped  the  dread  disease  from  the 
face  of  the  earth,  in  any  large  proportion. 
Whereas  in  the  ranks  of  armies  and  camps, 
typhoid  fever  was  always  a menace  and  deadly 
probabilhy,  now  hygienic  measures,  followed 
in  the  care  of  food  and  drink,  and  the  applica- 
tion of  compulsory  typhoid  vaccination  by  hy- 
podermic injection  of  killed  bacilli  in  meas- 
ured amounts  at  stated  intervals,  has  all  but 
eradicated  this  disease.  This  ma}?  be  said  to 
be  another  great  feat  in  medicine;  this  accom- 
plishment is  a solution  of  the  disease  problem. 

To  this  I must  add  another  example.  The 
last,  to  which  I shall  point,  comes  as  of  yes- 
terday. You  may  say  it  is  not  a fair  ex- 
ample. If  not,  before  I mention  it,  I shall, 


to  make  the  original  point  a bit  stronger  say 
that  yellow  fever  epidemics  are  no  more,  be- 
cause of  Walter  Reed  and  his  co-worker;  that 
malaria  is  under  control;  that  pulmonary  tu- 
berculosis is  fast  falling  in  the  mortality 
column. 

But  the  last  great  medical  disease  that  is 
all  but  solved  is  scarlet  fever.  Here  internal 
medicine  enters  the  lists  against  the  invincible 
and  malignant  streptococcus. 

Stalking  with  its  red  flag  of  death  among 
the  children  of  the  world,  scarlet  fever  has 
baffled  scientists  of  all  ages.  Despite  modern 
knowledge  of  hygiene  and  sanitation,  its  dire- 
ful trail  of  complications  of  deafness,  blind- 
ness, rheumatism,  heart  and  kidney  disease  is 
found  among  the  children  of  the  world  today. 
So,  from  the  pestilence  of  Thebes  in  GOO  B.  C. 
and  the  plague  of  Athens  in  430  B.  C.  down  to 
the  17th  century,  when  Sydenham  described 
its  classical  symptoms,  as  we  recognize  it  to- 
day,  in  the  old  world  everywhere  and  in  epi- 
demic form  in  this  country  now,  scarlet  fever, 
with  more  or  less  mortality,  but  with  fearful 
sequelae,  has  continued  to  afflict  childhood  and 
has  up  to  yesterday  withstood  every  attempt 
to  discover  its  etiologic  factor  or  its  successful 
treatment.  It  seems  scarcely  possible  that  it 
can  be  the  good  fortune  of  our  generation  to 
witness  another  astounding  accomplishment  of 
medical  science.  But  it  is  true  that  through 
the  indefatigable  and  indomitable  scientific 
work  of  Drs.  George  and  Gladys  Dick  (his 
wife),  almost  singlehanded,  the  “Dick  test”  for 
scarlet  fever  was  evolved,  after  essaying  in- 
numerable experiments  in  the  baffling  domain 
of  streptococcus  immunity.  The  story  of  this 
remarkable  “look  in”  upon  this  redoubtable 
germ  and  its  subtle  presence  in  the  human,  is 
full  of  dramatic  interest.  The  field  to  which 
the  Dicks  bent  their  efforts  was  a “no  man’s 
land”  in  science;  although  for  several  genera- 
tions scientific  workers  have  been  making 
numerous  efforts  to  discover  the  secrets  of  this 
disease-organism,  it  remained  for  the  Dicks 
to  discover  the  identity  of  the  hemolytic  strep- 
tococcus as  the  cause  of  scarlet  fever.  Follow- 
ing this,  a long  chapter  of  self-sacrifice  and 
scientific  effort  was  necessary  to  produce  scarlet 
fever  experimentally.  This  was  accomplished 
by  them  in  October,  1923.  Having  accom- 
plished this,  the  next  step  followed.  The  Dick 
test  was  evolved.  With  this  highly  diluted 
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toxin  injected  between  the  layers  of  the  skin, 
it  was  found  to  be  possible  to  determine 
whether  or  not  the  person  so  injected  was  sus- 
ceptible to  the  disease.  Susceptible  children 
can  be  found  out  by  the  Dick  test,  and  bv  the 
Dick  antitoxin  be  immunized.  And  now  comes 
t lie  announcement  from  a reliable  firm  that  the 
scarlet  fever  streptococcus  antitoxin  (Lilly) 
has  been  made  available  through  license  by 
the  United  States  Treasury  Department  for  in- 
terstate sale.  While  things  remain  to  be  done 
in  the  perfection  of  treatment  and  prevention, 
one  may  safely  say,  while  we  take  off  our  hats 
to  the  Dicks,  that  another  age-long  disease 
has  been  conquered  and  its  battling  problem 
solved. 

It  seems  then  that  some  of  the  national  and 
world-wide  problems  of  disease  and  public 
health  problems  have  been  solved.  This  epochal 
success  in  ferreting  out  the  cause  and  dis- 
covering the  methods  of  eradication  of  dis- 
ease distinguishes  this  century  above  all  the 
ages  of  the  past.  For  this  we  men  in  medicine 
must  entertain  the  highest  interest  and  appre- 
ciation and,  in  such  a spirit,  encourage  and  aid 
all  efforts  made  by  boards  of  health  through 
our  country  and  in  our  state  and  city  in  erect- 
ing every  safeguard  against  increase  of  disease. 

But.  our  problems  in  medicine  are  more  in- 
dividual— both  as  to  disease  and  as  to  patients. 
So.  let  us  turn  to  some  of  these  problems  that 
are  crossing  our  path  in  daily  work  and  briefly 
comment  upon  some  of  them.  It  augurs  well 
for  disease  that  dentistry  and  medicine  in  these 
later  days  are  finding  problems  of  mutual  in- 
terest in  the  daily  routine  of  work.  Besides 
this,  it  augurs  well,  in  the  general  trend  of 
medical  knowledge,  that  the  multiplied  ends 
of  medical  diseases,  are  being  gathered  together 
into,  at  least,  more  simple  generalization. 

Focal  infection,  embracing  the  idea  of  a pri- 
mary portal  of  infection,  is  a place  from  which 
bacteria  invade  secondary  places  in  the  body. 
The  focus  may.be  acute,  as  is  observed  in  ton- 
sillitis, and  secondary  as  in  articular  rheuma- 
tism: the  primary  focus  may  be  chronic,  and 
apparently  symptomless  in  its  initial  area, 
while  in  the  secondary  field  of  its  manifesta- 
tion, emphatic  symptoms,  acute  and  chronic, 
may  appear.  To  Billings,  and  a group  of 
workers  at  Rush  Medical  College,  is  due  the 
credit  of  emphasizing  this  important  primary 
and  secondary  relationship.  Focal  infections 


of  the  mouth  no  longer  belong  expressly  to  the 
domain  of  the  special  workers  in  that  organ. 
This  orifice  and  its  structures  serve  as  a port 
of  entrance,  and  the  harbor  of  implantation. 
From  this  primary  focus,  by  the  blood  stream 
and  by  the  lymphatics,  bacteria  go  to  secondary 
places  in  the  body.  The  mouth,  pharynx, 
nares.  accessory  sinuses,  middle  ear,  and  mas- 
toid cells,  the  tonsils,  teeth  and  structures  that 
make  up  surrounding  organs,  serve  as  a chief 
site  of  primary  infection.  Although  in  cata- 
loging other  places  of  possible  primary  infec- 
tion, one  may  cite  the  trachea  or  bronchi; 
ulcers  of  oesophagus,  stomach,  duodenum: 
gall-bladder,  common  duct,  appendix  and  rec- 
tum, genito-urinary  tract,  male  and  female,  and 
cutaneous  infections:  puncture  wounds  and  the 
like.  The  pathogenic  organisms  operating  in 
this  fashion  may  be  summarily  stated  as 
streptococci  (s.  hemolyticus,  s.  viridans,  s. 
rheumaticus,  s.  mucosus  and  other  strains)  : 
micrococcus  catarrhalis,  pneumococci,  bacil- 
lus mucosus  capsulatis,  staphylococci  (aureus 
and  albus),  meningococci,  tubercle  bacilli,  colon 
bacilli,  gonococci,  spirochaeta  pallida,  enda- 
moeba  buccalis,  fusiform  bacilli,  Welch's  ba- 
cilli. diphtheria  bacilli,  tetanus  bacilli  and 
others. 

The  route  by  which  primary  infection 
travels  to  sites  of  secondary  implantation  may 
be  by  blood  streams  or  by  lymphatic  currents. 
By  way  of  blood,  the  micro-organisms,  after 
breaking  down  local  resistance  and  invading 
local  capillaries,  pass  along  this  route  in  the 
form  of  small  emboli,  or  as  bacteria  to  certain 
tissues  of  affinity  or  selection  in  the  general 
system  and,  there,  implant  a bacterial  growth 
that,  may  or  may  not,  set  up  secondary  symp- 
toms, acutely  or  slowly,  according  to  virulence 
of  the  organisms,  the  multiplicity  of  the  im- 
planted germ,  or  the  resistance  of  the  secondary 
tissues  attacked.  Likewise,  by  way  of  lympha- 
tics, micro-organisms,  breaking  through  bar- 
riers of  first  line  resistance,  establish  in  adja- 
cent lymph  nodes  as  secondary  growths.  These 
lymph  nodes  serve  as  an  intermediate  means 
of  implanting  secondary,  or  systemic  areas  of 
infection,  at  distant  regions  in  the  body. 
Hypothetical  or  not,  as  this  may  be,  the  fact 
remains  that  no  longer  can  there  by  any  rea- 
son for  scientific  doubt,  as  to  the  cause  and 
effect  relation  which  exists  between  “focal 
infections”  and  certain  definite  system  ie 
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affections.  This  general  discovery  of  disease 
manifestation  has  opened  up  a new  field  that 
has  made  the  science  and  art  of  internal  medi- 
cine a department  of  knowledge  alive  with 
new  possibilities  and  new  hopes. 

Let  us  turn  briefly  to  note  somq  of  the  more 
common  diseases  which  may  have  a primary 
origin  in  focal  infections.  I call  your  atten- 
tion. in  the  first  place,  to  tonsillitis-acute  ar- 
ticular rheumatism,  or  rheumatic  fever,  a 
hyphenated  disease  association.  The  relation 
of  tonsillitis  to  rheumatic  fever  has  been  recog- 
nized for  years.  It  was  called  a complication ; 
articular  rheumatism  coming  after  an  attack 
of  tonsillitis.  Now  we  know  the  focus  of  in- 
fection in  the  tonsils  is  caused  by  the  organism 
that  also  produces  articular  rheumatism. 

Rosenow  has  shown  that  the  organism,  strep 
tococcus  rheumaticus,  may  be  obtained  and 
artificially  cultivated  from  foci  of  infection  in 
the  tonsils,  also  from  alveolar  abscess,  infected 
sinuses,  abscesses  involving  the  fingers  and  toes, 
infected  lymph  nodes.  He  has  also  cultivated 
this  organism  from  the  stools,  urine,  blood  and 
joint  exudates  of  patients  with  rheumatic 
fever.  Acute  faucial  tonsillitis  is  a frequent 
associate  of  acute  rheumatic  fever ; chronic  ton- 
sillitis, with  or  without  symptoms,  is  most 
often  the  cause  of  chronic  rheumatic  arthri- 
tis. I need  not  amplify  this;  we  recognize 
the  relationship. 

The  same  factors  obtained  in  relation  to 
acute  and  chronic  infections  of  the  oral  cavity 
and  the  heart  and  blood-vessels.  During  the 
course  of  acute  tonsillitis  or  acute  abscesses  of 
tbe  teeth  or  accessory  sinuses,  the  internist  may 
wisely  keep  a keen  ear  for  signs  and  symp- 
toms of  endocarditis.  The  malignant  strepto- 
coccus, by  necrosis  and  destruction  of  tissue 
in  the  mouth,  at  the  site  of  the  abscess,  in- 
vades small  blood  vessels  in  adjacent  fields, 
and,  by  blood  culture  and  migration,  passes  to 
the  place  of  choice  in  the  endocardium.  Upon 
the  fringe  of  the  mitral  valve  is  set  up  a second- 
ary inflammation  and  necrosis  of  tissue.  Thus, 
we  have  the  endocarditis  of  childhood  and 
youth.  Malignant  ulcerative  endocarditis  oc- 
curs in  this  manner.  The  blood  stream  be- 
comes infected  with  “streps”;  the  emboli  lodge 
here  and  there  in  the  body;  the  blood  cell 3 
undergo  destruction  and  hemolytic  spots  stain 
the  skin.  What  may  not  be  the  train  of  com- 
plicating diseases  in  such  a state  of  bac- 


teremia? Myocarditis  or  degeneration  of  the 
heart  muscle-wall  may  logically  occur;  for  may 
not  the  coronary  field  of  blood  vessels  receive 
early  the  first  invading  organisms  as  they 
leave  the  left  ventricle,  or  may  they  not  travel 
by  the  lymphatics  directly  into  the  heart 
muscle?  By  embolic  invasion  of  the  brain, 
setting  up  reactions  in  the  tissues  there,  the 
same  process  of  implantation  may  produce 
chorea  which  so  often  occurs  in  this  condition 
of  oral  infection.  Besides  we  internists  fre- 
quently note  in  oral  foci  a tendency  to  goitre 
(or  more  properly  thyroiditis  in  young  girls 
especially).  In  rheumatic  fever  this  is  noted 
in  50  per  cent  to  80  per  cent  of  cases.  In  the 
more  chronic  infection  of  the  tonsils  and  jaw 
bones,  goitre  is  common ; and  we  believe  there 
is  a cause  and  effect  relation  often.  So,  also, 
we  observe  in  these  cases  erythema  nodosum 
and  herpes  zoster. 

In  the  chronic  focal  infections  of  the  teeth 
and  jaw  bones,  as  well  as  of  the  tonsils  (al- 
though tonsillar  infection  in  advanced  life  is 
not  so  frequent,  by  far,  as  alveolar  infection) 
we  now  recognize  definite  chronic  systemic  af- 
fections which  are  equally  slow  and  insidious 
in  their  pathologic  changes  and  symptomatic 
manifestations,  as  in  the  original  focus.  These 
oral  infections  appear  in  chronic  arthritis,  or 
joint  disease,  and  in  serious  heart  disease.  The 
joint  changes  we  will  pass  over,  but  point  out 
the  malignant  effect  upon  the  heart,  as  this  is 
not  so  apparent,  either  to  the  patient,  the 
family,  or  the  doctor.  As  this  pathology  comes 
in  the  5th,  6th  or  7th  decade,  there  is  associated 
various  complicating  changes  of  advancing 
age.  This  only  makes  the  significance  of  oral 
infection  more  serious.  The  most  serious  of 
the  heart  changes  is  that  due  to  streptococcus 
viridans,  producing  endocarditis  lueta  or  sub- 
acute infective  endocarditis.  In  the  early  stages 
the  symptoms  are  mild;  the  patient  is  about, 
but  not  well,  tired  and  not  able  to  endure  phy- 
sical exercise  without  distress,  general  debility, 
loss  of  weight,  slight  chilliness,  and  night 
sweats.  From  this  train  of  symptoms  fatal 
endocarditis  and  heart  failure  will  ensue  in  the 
course  of  eighteen  months.  Death  may  be  sud- 
den or  may  come  after  a lingering  illness. 
The  most  usual  source  of  streptococcus  viri- 
dans bacteremia,  according  to  Billings,  is 
pyorrhea  alveolaris.  Again,  let  me  point  out 
another  hyphenated  disease  complex : focal  in- 
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fection,  acute  appendicitis.  Focal  infection- 
bacteremia.  and  acute  infection  of  the  vermi- 
form appendix  has  been  shown  by  the  work 
of  Rosenow  and  others.  The  invading  micro- 
organism, traveling  by  way  of  the  blood 
stream,  reaches  the  appendix  and  lodges  in  the 
small  vessels  of  the  wall  of  that  vestige  of  in- 
testine and  there  sets  up  an  inflammatory  pro- 
cess. The  virulence  of  the  infection  and  the 
pathology  resulting  depend  upon  a number 
of  factors  which  we  will  not  need  to  enumer- 
ate. The  same  relationship  exists  between 
focal  infections  of  the  mouth  (and  else- 
where) and  that  other  commonly  infected  vis- 
cus  of  the  alimentary  tract,  the  gall-bladder. 
We  all  remember,  twenty  years  ago,  when  it 
was  clinically  an  axiom  to  say  that  typhoid 
and  gall  tract  infection  were  commonly  asso- 
ciated, as  cause  and  effect.  So,  we  can  now 
say,  based  upon  the  work  of  Rosenow  and 
others,  that  focal  infections,  such  as  tonsilli- 
tis and  alveolar  abscesses,  and  other  accessory 
sinuses,  give  rise  to  the  source  of  strains  of 
streptococcus  that  selectively  proceed  to  the 
small  blood  vessels  in  the  mucosa  of  the  bile 
tract,  notably  the  gall-bladder  and  there  set 
up  inflammation  and  symptoms  of  cholecystitis. 
Not  to  labor  the  point,  I should  like  to  briefly 
point  out  that  gastric  ulcer,  duodenal  ulcer, 
acute  pancreatitis,  acute  osteomyelitis,  chronic 
infective  arthritis,  glomerulonephritis,  muscu- 
lar rheumatism  and  chronic  neuritis,  are  a few 
of  the  general  diseases  met  with  in  the  prac- 
tice of  internal  medicine  which  have  primary 
origin,  and,  it  may  be,  sustained  existence,  in 
chronic  focal  infections,  very  often  located  in 
or  about  the  mouth. 

To  have  established  this  important  fact  in 
the  development  of  these  well  known  and  most 
common  diseases  is  to  have  solved  a large  part 
of  a great  medical  problem,  both  from  the 
standpoint  of  prevention  and  the  cure  of  these 
systemic  maladies.  Hence,  tonight,  we  may 
feel  that  our  mutual  interests  in  these  diseases, 
partially  solved,  are  deeply  interrelated,  and 
that  the  establishment  of  this  relationship  will 
be  the  forerunner  of  better  work  in  general 
medicine,  as  well  as  in  the  various  specialties. 

No  summary  of  the  problems  of  medicine  can 
omit  syphilis.  This  widespread  infection  of  the 
human  race  has  for  ages  entered  into  all  medi- 
cal problems.  I shall  not  go  into  a statement 
of  reasons  for  this.  It  is  too  apparent.  But 


we  must,  although  briefly,  comment  upon  this 
disease  in  connection  with  one  of  the  solved 
problems.  If  it  is  not  solved,  epochal  discover- 
ies have  made  the  problem  susceptible  of  solu- 
tion, in  part.  Incidence  of  this  malady  is  wide- 
spread ; it  affects  your  work  in  the  mouth;  it 
affects  my  work  in  internal  medicine  from 
many  angles.  Can  you  really  believe  it  has 
been  only  within  twenty  years  that  the  cause  of 
syphilis  was  discovered?  In  May,  1905,  Schau- 
dinn  and  Hoffman  announced  the  discovery  of 
spirochaeta  pallidum,  the  causal  agent  of 
syphilis.  For  ages  the  cause  was  unknown. 
Noguchi,  in  1911  first  grew  the  organism  in 
pure  culture.  And,  now,  the  trend  of  belief  is, 
based  on  the  work  of  Nichols  and  Reasoner, 
that  there  are  several  strains  with  characteris- 
tics sufficiently  distinct  to  furnish  means  for 
differentiation.  On  this  hypothesis,  is  based 
the  hope  of  establishing  the  predisposition  of 
certain  syphilitic  infections  for  certain  systems 
of  the  body  such  as  visceral  syphilis,  vascular 
syphilis  and  syphilis  of  the  nervous  system. 
This  was  an  important  discovery.  I shall  not 
attempt  to  describe  the  well-known  features  or 
symptoms,  from  the  primary  desion,  through 
the  secondary  manifestations  in  the  skin,  and 
on  through  the  tertiai'y  stage  of  destructive 
pathology,  which  may  pass  from  one  genera- 
tion to  another.  Particularly,  I might  mention 
the  blight  of  syphilis  in  the  oral  cavity,  where 
much  of  your  work  is  done.  The  most  import- 
ant and  frequent  lesion  of  the  mouth  is  the 
mucous  patch  or  erosive  syphilis,  seen  on  the 
soft  palate,  the  tonsil,  the  tongue,  and  the 
buccal  mucosa.  At  the  angle  of  the  mouth  it 
may  cause  a deep  fissure.  It  occurs  in  first 
and  second  year  after  infection.  The  late 
manifestations  of  syphilis  of  the  mouth  are 
nodular  or  gummatous  lesions.  Gummata  may 
be  seen  in  the  bone  and  periosteum.  Teeth 
changes  of  congenital  syphilis  need  no  com- 
ment. Oftentimes,  workers  in  your  field  first 
have  opportunity  to  think  of  the  use  of  the 
next  great  discovery  in  the  history  of  the  dis- 
ease, and  one  of  the  greatest  human  accomplish- 
ments in  medical  science,  the  Wassermann  test. 
The  appearance  of  some  blight  of  the  mouth 
may  be  the  first  opportunity  presented  for  the 
medical  man  to  get  a “look  in”  on  this  disease. 

While  the  early  diagnosis  of  syphilis  may  be 
obtained  by  the  demonstration  of  the  specific 
organism  by  the  means  of  the  dark  field  illumi- 
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nation,  or  staining  of  tissue  sections,  the  Was- 
sermann  complement  fixation  test  is  the  diag- 
nostic test  of  importance  in  later  periods. 
Upon  this,  the  medical  diagnostician  relies,  not 
alone,  but  in  part.  The  “Wassermann'’  of  the 
blood  and  spinal  fluid  is  to  be  sought  in  all 
cases  of  suspected  syphilis.  The  next  advance 
in  this  disease,  leaving  out  consideration  its 
prophylaxis,  is  its  treatment.  In  this  field  an- 
other important  problem  has  met  with  solu- 
tion, at  least,  in  part.  The  discovery  of  “600'’ 
or  arsphenamin  by  Ehrlich  was  remarkable 
and  marked  a new  era  in  the  treatment  of 
syphilis.  Salvarsan,  the  trade  name,  was  first 
employed  therapeutically  on  a large  scale  in 
1910.  A review  of  the  past  fifteen  years  of 
the  effect  of  arsenical  therapy  on  the  cure  of 
syphilis,  while  falling  short  of  some  of  the 
brilliance  of  its  first  promises,  is  today,  beyond 
doubt,  the  most  effective  method  of  treating 
syphilis.  The  refinement  of  the  many  prepa- 
rations, as  we  have  them  today,  combined  with 
the  use  of  mercury,  enables  one,  by  intra- 
venous administration,  to  abort  or  cure  syphi- 
lis better,  now,  than  at  any  previous  period  of 
man’s  knowledge  of  the  dreadful  disease.  And, 
in  leaving  this  disease,  my  last  word  to  you 
may  properly  be,  to  look  out  for  the  congenital 
defects  of  syphilis  as  found  in  the  teeth  and 
mouth,  and  as  associated  in  the  eves,  the  bones, 
the  skin  and  mucous  membranes. 

I cannot  refrain,  in  this  connection  also, 
from  commenting  upon  malaria.  The  develop- 
ment of  our  knowledge  of  malaria  is  one  of  the 
most  brilliant  feats  of  internal  medicine.  It 
had  a devastating  effect  among  Egyptians 
along  the  lowgrounds  of  the  Nile:  it  affected 
the  ancient  Romans  who  lived  about  the 
marshes  of  Rome  with  relentless  recurrence ; it 
prevented  the  development  of  our  own  South 
for  generations;  and  it  stood  as  an  implacable 
barrier  against  the  successful  opening  of  the 
Panama  canal.  Malaria  is  today,  however,  well 
in  hand  as  a medical  problem.  In  1880. 
Laveran  discovered  in  blood  cells  the  plas- 
modium  malaria.  In  1898,  Ross  discovered  that 
the  organism  was  transmitted  from  man  to 
man  by  certain  species  of  mosquitoes,  and  that 
this  was  the  only  way.  In  1912,  Bass  and 
Johns  successfully  cultivated  the  malarial 
parasite.  The  pathology  of  the  disease  em- 
braces its  destructive  effects  upon  and  in  the 
red  blood  cells,  the  marked  changes  in  the  liver, 


spleen,  kidneys  and  brain,  not  to  mention 
numerous  other  processes  of  pahtology  else- 
where. 

The  destruction  of  the  mosquitoes  transmit- 
ting the  malaria  is  accepted  as  the  ideal  way 
of  preventing  and  blotting  out  the  propagation 
of  the  disease.  The  study  of  methods  of  de- 
struction of  the  breeding  places,  the  protec- 
tion of  man  from  the  bite  of  mosquitoes,  and 
the  destruction  of  malarial  plasmodium  in 
man,  constitute  the  chief  items  in  the  problem 
of  prevention.  So,  the  treatment  of  the  prob- 
lem embraces  a wide  Held  of  effort,  touching 
the  problem  of  engineering,  house  screening 
and  quinine  administration.  On  these  three 
depend  the  solution  of  this  problem. 

Just  here,  parenthetically,  let  me  say  that 
the  literature  of  today  is  filled  with  the  sug- 
gestion that  the  injection  of  malarial  para- 
sites into  nervo-syphilitics,  or  paretics,  offers 
the  best  chance  for  cure  of  this  malady.  This 
needs  further  study. 

As  the  mouth  is  your  field  of  work,  it  seems 
quite  appropriate  to  outline  a few  of  the  prob- 
lems connected  with  alimentary  tract.  The 
teeth,  physiologically  in  mastication,  perform 
the  first  acts  of  digestion.  The  gross  food 
products,  used  in  adult  life,  are  bitten  off,  mas- 
ticated and  caused  to  be  more  or  less  saturated 
with  salivary  secretion  during  their  excursion 
through  the  mouth.  The  hypersensitive  touch- 
sense  of  the  nerves  of  the  mouth,  enables  that 
organ  to  determine  the  degree  of  mastication 
needed.  The  action  of  the  saliva  acts  to  dis- 
solve food  constituents,  to  partly  digest  search, 
to  soften  the  mass,  and  to  coat  the  mass  with 
mucus  so  as  to  enable  it  to  pass  more  easily 
through  the  oesophagus.  The  teeth  and  the 
secretion  of  saliva  glands  enter  thus  into  the 
beginning  of  digestion  in  an  important  way. 
So,  into  the  stomach  partially  digested  food 
is  received.  In  this  organ  some  new  prob- 
lems have  recently  come  to  the  forefront. 
Whereas  much  was  thought  of  the  secretory 
function  of  the  stomach,  now  we  give  to  its 
motor  function  a position  of  greater  import- 
ance. 

The  control  of  the  emptying  of  the  stomach 
through  the  pyloric  sphincter  has  been  recently 
recognized  and  these  important  physiologic 
facts  have  been  noted:  (1)  when  carbohydrate 
food  is  fed,  it  ordinarily  leaves  the  stomach 
fairly  rapidly;  (2)  Proteins  ordinarily  leave 
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the  stomach  more  slowly  than  carbohydrates. 
This  has  considerable  bearing  on  the  acid  con- 
trol  of  the  pyloric  sphincter  and  enters  into 
the  treatment  of  pathological  states  of  the 
stomach.  In  connection  with  these  new  physio- 
logic studies,  we  recently,  by  the  use  of  the 
duodenal  tube,  made  studies  of  the  duodenal 
secretion.  We  have  been  using  the  duodenal 
tube  for  bile  tract  lavage  and  drainage.  This 
is  done  by  the  Lyon  method,  which  consists  in 
introducing  a duodenal  tube  into  an  empty 
stomach  and  directing  the  patient  to  lie  on 
the  right  side  until  the  reaction  of  the  fluid 
returning  through  the  tube  is  alkaline.  When 
this  is  obtained,  two  ounces  of  saturated  solu- 
tion of  magnesium  sulphate  is  introduced. 
This,  by  the  law  of  Meltzer,  permits  the  mag- 
nesium sulphate  to  enter  the  common  duct  and 
the  gall-bladder,  and  stimulates  the  evacuation 
of  these  tracts.  This,  as  roughly  described,  en- 
ables one  to  lavage  the  common  duct  and  gall- 
bladder. Such  a course  of  treatment  in  cases 
showing  evidences  of  cholecystitis,  cholangitis, 
or  duodenitis  is  meeting  with  no  inconsidera- 
ble success.  This  success  depends  upon  its  ap- 
plication in  properly  selected  cases.  It  is  no 
cure  for  gall-stones  or  for  any  serious  or  ad- 
vanced pathologic  processes. 

Let  me  brinjr  this  too  lon<>-  discussion  to  a 
close  by  pointing  out  the  great  advance  that 
has  been  made  in  diabetes  and  in  the  use  of 
insulin.  This  enters  into  your  work  because 
diabetes  is  on  the  increase  in  this  country,  as 
shown  by  the  statistics  of  Joslin.  In  diabetes 
the  teeth,  gums,  and  general  oral  hygiene  are 
important  considerations.  In  diabetes,  with 
the  high  blood  sugar  in  all  tissues,  with  in- 
sufficient vitality  in  the  tissues  from  a lack  of 
combustion,  the  gums  and  pericementum  form 
a culture  ground  for  bacteria.  Oral  sepsis  is 
an  early  residt.  The  salivary  glands,  also,  soon 
fail  to  function.  This  adds  to  the  unhygienic 
state  in  mouth  and  so  pyorrhea,  caries  and 
abscesses,  with  many  other  pathologic  factors, 
appear.  All  this,  I am  glad  to  say,  insulin 
can  improve,  assisted  by  a proper  dietary  meas- 
ure. Likewise,  in  all  surgery,  not  only  in 
dental  but  also  by  general  surgery,  in  cases  of 
diabetes,  insulin,  properly  administered,  with 
blood  sugar  studies  as  a guide,  is  a potent  and 
remarkable  remedy. 

So  we  may  say  that  the  discovery  of  insulin 
is  a partial  solution  of  a great  medical  disease 


problem.  But  one  must  remember  that  it  is 
not  a cure.  However,  the  discovery  of  insulin 
forms  a chapter  of  thrilling  accomplishments 
in  internal  medicine.  It  is  no  longer  in  the 
experimental  stage.  It  is  a proven  agent  of 
value. 

Now.  as  you  know,  the  number  of  obese  peo- 
ple in  this  starch  or  candy  eating  age,  to  say 
nothing  of  soft  drinks  together  with  sedenetary 
habits,  is  on  the  increase. 

Overtaxing  the  pancreatin  function  or  the 
degeneration  of  the  islets  of  Langerhans 
from  chronic  infection  by  way  of  the  common 
duct,  produces  impairment  of  function  of  the 
internal  secretion  of  pancreas.  As  a result, 
the  blood  sugar  is  not  burned  in  the  tissue. 
The  blood  sugar  is  increased  to  a high  state 
of  saturation.  The  kidney  is  the  route  of  sugar 
loss.  The  patient  presents  all  the  classical 
symptoms  of  diabetes,  increased  thirst,  in- 
creased appetite,  increased  urine  secretion,  pos- 
sible loss  of  weight  and  strength  and  a mul- 
titude of  disturbing  symptoms  in  mouth,  skin, 
muscular  and  nervous  system.  The  condition 
may  progress  to  acidosis  and  coma. 

Banting,  in  19*21.  found  that  he  could  pro- 
duce usable  insulin  from  the  pancreas  of  the 
foetal  calf.  With  this  he  was  able  to  reduce 
the  artificially-made  diabetic  rabbits  to  normal 
blood  sugar  by  injection  of  insulin.  Through 
a series  of  experiments  the  use  of  it  was  made 
possible  in  man.  It  has  become  of  great  use 
in  diabetic  cases.  I am  not  at  all  sure  that 
high  blood  sugar  in  your  work  may  not  need 
controlling  often.  Insulin  is  dangerous,  how- 
ever,  and  should  not  be  used  bv  one  not  famil- 
iar with  diabetes  and  its  problems. 

Now.  let  us  turn  briefly  to  another  group  of 
medical  problems  in  which  considerable  knowl- 
edge has  been  gained  within  the  last  few  years. 
I refer  to  the  ductless  glands.  Much  fanciful 
and  much  foolish  literature  has  been  produced 
on  endocrinology.  But,  nevertheless,  there  is 
a modicum  of  truth  to  be  found  in  it.  There 
is  considerable  difference  between  discovery  of 
the  effect  of  deficiency  of  the  secretion  of  in- 
ternal glands,  and  the  use  of  glandular  ex- 
tracts as  remedial  agents  to  overcome  such  de- 
ficiencies. 

Advanced  disease  of  these  glands  displays 
gross  distortions  of  growth;  the  dwarf,  the 
giant,  the  cretin,  the  mongolian  idiot,  adi- 
posa  dolorosa,  myxoedematous  patients.  These 
gross  maldevelopments,  while  interesting,  of- 
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fer  only  curiosities.  Little  it  is  that  glandu- 
lar therapy  can  do  in  these  advanced  condi- 
tions. The  action  of  the  adrenals  and  the  thy- 
roid are  solving  some  new  problems.  The 
adrenals  furnish  an  internal  secretion  which 
has  a definite  action:  (1)  on  the  circulation, 
(2)  on  the  muscular  system,  (3)  on  pigmenta- 
tion in  the  skin,  (4)  on  metabolism,  and  (5) 
on  sexual  development.  For  instance,  Addi- 
son’s disease  is  signaled  by  progressive  muscu- 
lar weakness,  increased  pigmentation  in  the 
skin,  hypotension  and  a train  of  symptoms  in 
the  gastrointestinal,  circulatory  and  nervous 
system.  The  most  interesting  advance  in  this 
field  is  the  action  of  therapeutic  uses  of  adre- 
nalin. Adrenal  in  1 :1000  solution  has  become 
a widely  used  agent.  You  doubtless  use  it  in 
your  work.  Internists  use  it  hypodermically 
in  asthma,  angioneurotic  oedema  (or  urti- 
caria), Addison’s  disease,  hemorrhage,  as  a 
test  in  heart  function  and  hyperth}7roidism 
(Goetsch  Test). 

Also,  the  pituitary  gland  has  recently  come 
to  the  forefront  in  medicine.  I can  only  hint 
that  acromegaly,  or  skeletal  overgrowth,  is  the 
most  aggravated  form  of  pituitary  glandular 
hyperplasia.  When  it  appears,  an  increase  in 
length  of  the  long  bones,  gigantism,  results. 

The  thyroid  gland  disturbances  afford  us 
abundant  examples  of  the  late  medical  ad- 
vances in  endocrinology.  The  function  of  thy- 
roid is  to  elaborate  and  deliver  into  the  blood 
stream  a secretion  containing  an  active  agent 
called  thyroxin.  The  chemical  and  physio- 
logic properties  of  thyroxin  indicate  that  it 
is  used  in  the  process  of  oxidation ; it  is  active 
in  nearly  all  or  all  the  cells  of  the  body;  it  is 
a catalytic  agent,  hastening  the  rate  of  forma- 
tion of  a quantum  of  potential  energy  availa- 
ble for  transformation  or  excitation  of  the 
cells;  it  controls  the  metabolism  in  the  body. 
The  human  body  contains  approximately  14 
milligrams  of  thyroxin.  The  subject  is  too 
complicated  to  elaborate  upon  and  we  can  only 
hint  in  passing  that  acute  colloid  goitre  and 
adenomatous  goitre  are  most  common  disturb- 
ances of  thyroid,  while  exophthalmic  goitre  is 
to  be  most  feared.  The  most  fruitful  field  of 
application  of  thyroid  extract  administration 
lies  in  the  hypothyroid  cases  which  are  often 
seen  in  fat  women  with  low  metabolic  rate. 
Thyroid  extract  is  a potent  remedy,  but  dan- 
gerous, and  should  be  used  only  with  care. 


To  conclude,  as  an  internist,  I may  be  par- 
doned for  saying  that  medical  men  of  the  last 
quarter  of  a century  may  justly  be  proud  of 
the  solved  problems  of  medicine,  while  they 
confess  to  the  perplexity  of  much  that  remains 
to  be  solved. 

1135  West  Franklin  Street. 


INTRAPERITONEAL  TRANSFUSION 
WITH  REPORT  OF  TWO  CASES.* 

By  CHAS.  E.  CONRAD,  M.  D.,  Harrisonburg,  Va. 

Several  interesting  articles  came  to  my  at- 
tention last  summer  relative  to  blood  trans- 
fusion by  the  intraperitoneal  route.  About 
this  time  I had  two  babies  to  come  under  my 
care,  who,  it  appeared  to  me,  could  only  be 
saved  by  transfusion,  and  after  examination 
I saw  it  would  be  necessary  either  to  cut  down 
on  the  vein,  with  the  subsequent  scars  through 
life,  or  to  use  the  sinus  route.  I decided  to 
use  the  intraperitoneal  route  and  will  later 
give  history  and  results  in  both  cases. 

First,  I think  it  best  to  give  a summary  of 
what  has  been  done  experimentally  to  justify 
such  a procedure.  The  following  summary  of 
the  experimental  work  is  taken  from  an  article 
by  David  M.  Siperstein,  M.  D.,  “Intraperi- 
toneal Transfusion  With  Citrated  Blood,” 
American  Journal  of  Diseases  of  Children , 
April,  1925. 

“MacCallum  has  shown  that  the  peritoneal 
epithelium  is  a complete  layer  of  cells  and  en- 
tirely distinct  from  the  lymphatic  endothelium. 
These  epithelial  cells  lie  on  a basement  mem- 
brane, ‘uniformly  thin  except  where  it  over- 
lies  the  lymphatic  lacunae,  in  which  position 
it  is  represented  by  a lattice  work  of  fibrils 
separating  the  epithelium  from  the  surface  of 
the  lymphatics.’  The  absorbing  terminals  of 
the  diaphragmatic  lymphatics  are  separated 
from  the  peritoneal  cavity  only  by  the  loosely 
woven  connective  tissue  and  the  peritoneal  epi- 
thelium.” 

In  1906  Buxton  and  Torrey  found  that 
chickens’  red  blood  cells  were  present  in  the 
anterior  mediastinal  nodes  within  fifteen 
minutes  after  their  injection  into  the  peri- 
toneal cavity  of  a guinea-pig.  Siperstein  suc- 
cessfully demonstrated  nucleated  red  corpuscles 
in  the  general  circulation  fifteen  minutes  after 
the  intraperitoneal  introduction  of  pigeon’s 
blood  into  rabbits. 

*Read  before  the  meeting  of  the  Medical  Association  of  the 
Valley  of  Virginia.  Clifton  Forge,  Va.,  June  4.  1925. 
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In  the  absorption  of  material  from  the  peri- 
toneal cavity,  we  have,  therefore,  to  consider 
the  mesothelial  lining  cells  of  the  peritoneum, 
the  thin  basement  membrane  and  the  lining  en- 
dothelium of  the  lymphatic  vessels. 

Ruh  and  McClelland  recently  showed  that 
the  blood  introduced  into  the  peritoneal  cavity 
reappears  in  the  thoracic  lymph  stream  within 
ten  minutes. 

These  results  prove  that  red  blood  cells  can 
pass  through  the  peritoneal  mesothelium  with- 
out any  morphologic  changes.  They  also  show 
that  the  lymphatics  draining  the  diaphragm 
are  the  chief  port  of  entrance. 

MacCallum  found  that  both  the  epithelial 
cells  lining  the  peritoneum  and  the  endothelial 
cells  lining  the  lymphatics  are  phagocytic.  He 
concluded  that  granular  material  injected  into 
the  peritoneal  cavity  finds  its  way  into  the 
lymphatics  of  the  diaphragm  in  three  ways : 
first,  the  lining  cells  of  the  peritoneum  may 
actively  phagocytize  and  transfer  the  particles 
to  the  adjacent  lymphatics;  second,  the  me- 
chanical agency  of  the  respiratory  pumping 
motion  may  force  materials  between  the  cells: 
third,  phagocytic  leukocytes  may  pick  up  and 
transport  the  material  from  the  peritoneal 
cavity  to  the  lymphatic  vessels. 

Cunningham  concluded  that  : “Most,  if  not 
all,  of  the  transfer  of  granular  material  from 
the  peritoneal  cavity  into  the  diaphragmatic 
lymphatics  during  the  first  thirty  minutes  takes 
place  bv  means  of  a type  of  phagocytosis.  That 
later  on  the  leukocytes  do  bring  in  loads  of 
granules  is  undoubted,  but  it  seems  very  likely 
that  the  large  inflow  of  free  granules  continues 
so  long  as  any  remain  free  in  the  peritoneal 
cavity.” 

In  treating  the  cases  in  which  I used  the  in- 
traperitoneal  route  I used  citrated  blood  (10 
c.c.  of  a 2 per  cent  solution  of  sodium  citrate 
to  100  c.c.  of  blood).  While  some  authors  state 
it  is  not  necessary  to  type  the  blood,  I feel 
that  it  is  best. 

See  that  the  bladder  is  empty  and  insert 
needle  into  peritoneal  cavity  half  way  between 
the  symphysis  and  umbilicus,  using  a needle 
with  a short  bevel  at  the  point.  After  being 
inserted,  the  line  of  needle  should  be  lowered 
to  lie  nearly  on  line  with  surface  of  abdomen. 
The  blood  can  be  given  either  by  gravity  or  by 
syringe.  I used  a 30  c.c.  Luer  glass  syringe 
and  found  it  very  satisfactory.  The  blood  is 
injected  slowly.  In  the  two  cases  I am  report- 


ing I used  50  c.c.  in  one  and  100  c.c.  in  the 
other  for  the  first  injection,  but  would  not  hesi- 
tate to  give  150  c.c.  as  the  first  injection  in  the 
future,  as  neither  baby  showed  any  reaction 
after  being  given  this  amount,  either  by  tem- 
perature rise  over  1°  Fahrenheit,  abdominal 
distention,  or  abdominal  tenderness. 

Case  Rfports. 

D.  C.,  one  year  old,  severe  pyelitis  and  sec- 
ondary anemia,  haemoglobin  26  per  cent 
(Sahli),  red  blood  cells  1,450,000,  August  27, 
1924,  white  blood  cells  11,000;  differential 
count  polymorphonuclear  neutrophiles  43  per 
cent,  lymphocytes  57  per  cent. 

August  28,  1924,  50  c.c.  citrated  blood  from 
father,  given  intraperitoneally. 

August  29,  1924,  haemoglobin  28  per  cent, 
red  blood  cells  1,600,000. 

August  30,  1924,  150  c.c.  citrated  blood  in- 
traperitoneally. 

August  31,  1924,  haemoglobin  38  per  cent, 
red  blood  cells  2,240,000. 

September  5,  1924,  150  c.c.  citrated  blood  in- 
traperitoneally. Haemoglobin  had  dropped  to 
37  per  cent,  red  blood  cells  to  1,950,000. 

September  6.  1924,  haemoglobin  44  per  cent, 
red  blood  cells  2,160,000. 

September  10,  1924,  haemoglobin  58  per  cent, 
red  blood  cells  2,800,000. 

September  18,  1924,  haemoglobin  60  per  cent, 
red  blood  cells  3,000,000. 

February  1,  1925,  haemoglobin  70  per  cent, 
red  blood  cells,  4,208,000. 

It  was  interesting  to  see  the  pale,  weakly^ 
stained  red  blood  cells  in  the  slide  before  trans- 
fusion, then,  after  the  transfusion,  the  large 
number  of  full  well-stained  cells.  These  cells 
would  be  destroyed  a few  days  after  each  trans- 
fusion until  the  one  on  September  5.  After 
that  we  did  not  notice  this  destruction  or  loss 
of  haemoglobin.  The  baby  has  continued  to 
do  well  since. 

Report  of  Bacteriologist. 

“The  original  blood  picture  showed  a 
marked  anisocytosis,  a striking  poikilocytosis, 
and  a distinct  oligochromemia. 

“After  the  first  transfusion  there  were  two 
types  of  cells : the  one,  those  of  the  recipient, 
were  exactly  the  type  seen  before  the  trans- 
fusion; while  the  others,  those  of  the  donor, 
were  large  well-strained  cells. 

“After  the  second  transfusion  the  same 
thing  occurred.  And  although  the  large  cells 
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were  destroyed,  there  was  still  no  evidence  of 
any  stimulation  of  the  hone  marrow. 

“After  the  third  transfusion,  in  spite  of  the 
fact  that  there  were  still  no  nucleated  red  cells, 
the  blood  showed  a slight  polychromatophilia 
and  gradually  developed  into  a normal  pic- 
ture.” 

F.  R.,  thirteen  months,  chronic  diarrhea, 
condensed  milk  feeding,  mild  scurvy,  and  se- 
vere oedema,  face,  body,  and  extremities. 

August  4,  1924,  haemoglobin  40  per  cent, 
red  blood  cells  1,480,000.  100  c.c.  Citrated 
blood  given  intraperitoneally  from  father. 

August  6,  1924,  haemoglobin  50  per  cent, 
red  blood  cells  2.032,000,  130  c.c.  citrated  blood 
given  intraperitoneally. 

August  7,  1924,  haemoglobin  60  per  cent, 
red  blood  cells  2,688,000. 

August  9,  1924,  100  c.c.  citrated  blood  in- 
traperitoneally. 

August  11,  1924,  haemoglobin  65  per  cent, 
red  blood  cells  3,600.000. 

August  15,  1924,  haemoglobin  75  per  cent, 
red  blood  cells  3,840,000,  no  oedema. 

August  28,  1924,  baby  discharged  in  good 
condition,  taking  food  well,  stools  normal,  and 
no  oedema. 

Report  of  Bacteriologist. 

“The  first  blood  picture  on  this  patient 
showed  a very  marked  anisocvtosis  and  poikilo- 
cytosis,  red  cells  staining  very  faintly,  barest 
outline  in  some  cases.  Differential  gave  a high 
lymphocyte  count.  After  first  transfusion 
anisocvtosis  very  much  reduced,  with  poikilo- 
cytosis  running  about  approximately  10  per 
cent.  Nucleated  cells  made  their  appearance 
here:  4 normoblasts  and  3 megaloblasts  were 
encountered  when  making  a differential  count 
here. 

“The  last  examination  of  blood  showed  a 
large  number  of  erythroblasts  and  were  poly- 
ehromatophilie.  Anisocvtosis  had  practically 
disappeared.  Foikilocytes  were  not  so  numer- 
ous.” 

I feel  sure  both  these  cases  would  not  have 
recovered  but  for  transfusion.  While  I do 
not  mean  to  depreciate  the  value  of  direct 
transfusion,  yet  I do  feel  there  is  a definite 
place  for  intraperitoneal  blood  transfusions 
due  to  its  simplicity  and  good  final  results. 

I wish  to  thank  Mr.  A.  A Shanks  and  Miss 
Louise  Story  for  doing  the  blood  work  in  these 
cases. 


EARLY  SURGICAL  INTERVENTION  IN 
PROSTATIC  HYPERTROPHY.* 

By  W.  CALHOUN  STIRLING,  M.  D.,  F.  A.  C.  S., 
Washington,  D.  C. 

Attending  Urologist,  Gallinger  and  Georgetown  University 
Hospitals. 

The  frequency  with  which  urinary  disorders 
occur  in  men  after  the  fifth  decade  of  life 
varies  from  50  to  60  per  cent.  Due  to  the 
chronic  retention  of  urine,  15  per  cent  of  this 
number  will  require  some  form  of  drainage, 
either  by  operation  or  catheter.  The  average 
age  of  the  patient  suffering  from  prostatic 
adenomata  is  sixty-five  years.  Those  seen  un- 
der fifty  years  of  age  are  frequently  the  re- 
sult of  an  inflammatory  process  at  the  blad- 
der outlet,  called  median  bar  or  contracture. 
Caulk  reports  a series  of  494  cases  in  which 
contracture  of  various  degrees  was  found  in 
40  per  cent.  It  is  generally  agreed  that  this 
process  is  inflammatory  in  character.  The 
other  form  of  obstruction  most  often  encoun- 
tered is  glandular  hyperplasia.  This  occurs 
in  from  65  to  80  per  cent  of  all  cases  of  pros- 
tatism. It  is  in  this  adenomatous  tissue  that 
carcinoma  is  so  prevalent. 

The  position  of  the  adjacent  genital  struc- 
tures, including  the  seminal  vesicles  and  deep 
urethra,  affords  a fertile  soil  for  the  develop- 
ment of  the  inflammatory  type  of  obstruction. 
Cancer  has  been  found  in  approximately  20 
per  cent  of  the  prostatic  adenoma  removed  at 
operation.  Once  the  adenomatous  tissue  un- 
dergoes malignancy,  the  prognosis  becomes 
very  grave.  The  perivesical  tissues  are  rich  in 
lymphatics  and  the  regional  lymph  nodes  show 
involvement  in  10  per  cent  of  the  total.  Bum- 
pus  reports  a series  of  cases  with  cancer  of 
the  prostate,  in  which  metastasis  involving 
the  bones  had  occurred  in  30  per  cent,  the  pel- 
vis and  spine  being  the. bones  most  often  in- 
vaded. With  the  30  per  cent  bone  involve- 
ment added  to  the  10  per  cent  regional  lymph 
gland  metastasis,  we  have  40  per  cent  in  which 
surgical  intervention  is  definitely  contra-indi- 
cated. The  insidiousness  of  the  malignant 
changes  which  occur  in  prostatic  cancer  has  a 
tendency  to  lull  the  patient  into  a false  sense 
of  security.  Hunt  reports  a series  of  caves, 
in  which  prostatectomy  was  done,  with  car- 
cinoma present,  and  found  that  less  than  20 
per  cent  were  living  at  the  end  of  two  years. 
It  is  only  in  the  early  stages,  that  enucleation 

•Read  before  the  Medical  Poeiet"  of  Virginia,  Maryland  and 
District  of  Columbia,  Warrenton,  Va..  May  29,  1925. 
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of  the  adenoma  will  afford  the  patient  any 
hope  of  a permanent  cure.  The  establishment 
of  a suprapubic  fistula,  as  a palliative  measure 
is  justified,  where  severe  infection  intervenes 
and  massive  retention  is  present. 


Fig.  1. — Dumb-bell  stone,  in  bladder  and  diverticulum.  Patient 
also  has  benign  adenoma  prostate.  Diverticulum  resected  and 
stone  removed.  Author’s  series.  Age  66. 


We  are  concerned  chiefly  with  the  benign 
growths  of  the  prostate,  as  it  is  in  this  type  of 
case  that  an  ultimate  cure  can  be  expected 
from  an  operation.  When  a patient  comes  to 
us  for  consultation,  complaining  of  nocturnal 
frequency,  difficulty  in  starting  and  stopping 
the  urinary  stream,  together  with  pain  and  in- 
complete emptying  of  the  bladder,  our  atten- 
tion is  immediately  focused  on  the  prostate  as 
a probable  cause  of  such  symptoms.  In  the  in- 
flammatory type,  the  nocturia  and  difficulty  of 
urination  are  usually  present,  and,  as  a rule, 
surgical  measures  are  not  as  beneficial  as  is 
the  removal  of  small  segments  of  the  fibrous 
ring,  preferably  by  the  Caulk  cautery  punch. 
Geraglity  also  devised  an  instrument  for  di- 
viding the  contracted  ring  at  the  vesical  neck. 
By  these  methods  the  patient  is  not  subjected 
to  the  attending  danger  of  a major  operation 
and  the  end  results  are  even  better  than  where 
the  contracture  is  divided  suprapubically. 
Caulk  recently  reported  175  cases  in  which 
the  cautery  punch  was  used  with  very  excellent 
results.  The  presence  of  residual  urine,  to- 
gether with  difficulty  in  emptying  the  bladder. 


is  indication  for  removal  of  the  obstructing 
mass  by  surgical  measures.  The  earlier  this  is 
done,  the  better  will  be  the  patient’s  chance  of 
an  ultimate  cure.  With  residual  urine  present 
constantly,  90  c.c.  or  more  in  quantity,  it  is 
futile  to  temporize  with  palliative  treatment, 
such  as  prostatic  massage  and  the  passage  of 
sounds.  If  carcinoma  is  present,  massage  will 
tend  to  produce  a widespread  metastasis. 

As  a result  of  obstruction  at  the  bladder 
neck,  back  pressure  on  the  kidneys  soon  mani- 
fests itself  by  a low  grade  urosepsis,  the 
severity  of  which  depends  on  the  character  of 
the  obstruction.  If  this  back  pressure  is  al- 
lowed to  persist,  the  kidneys  will  become  so 
badly  deranged  that  the  possibility  of  a cure 
is  greatly  lessened. 


Fig.  2. — Large  diverticulum  bladder  involving  right  ureter. 
Author’s  series. 


When  a man  past  fifty  years  presents  him- 
self with  symptoms  of  a chronic  urinary  ob- 
struction, a careful  history  and  urological  ex- 
amination will  reveal  the  cause  of  the  symp- 
toms and  the  degree  of  urinary  retention. 
The  blood  pressure  will  be  found  much  ele- 
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rated  as  a result  of  the  back  pressure  through- 
out the  renal  system.  This  being  compensa- 
tory in  character,  forms  a rough  index  as  to 
the  amount  of  back  pressure  and  uremia. 
Following  drainage  of  the  bladder,  the  blood 
pressure  will  frequently  drop  as  much  as  50 
mm.  of  mercury,  finally  becoming  stabilized 
when  the  kidneys  have  reached  the  maximum 
output.  The  amount  of  residual  urine  may  be 
quickly  and  accurately  determined  by  cathe- 
terizing  the  patient  following  urination.  Un- 
less the  residual  urine  is  relieved  by  drainage, 
the  kidney  function  becomes  lessened  and  the 
nitrogenous  waste  products  soon  assume  seri- 
ous proportions  in  the  blood.  Very  frequently 
these  prostatic  cases  have  an  overflow  reten- 
tion, due  to  the  protrusion  of  a pedunculated 
median  lobe  through  the  sphincter  muscle. 
The  resultant  dribbling  of  urination  causes  the 

C? 

patient  much  worry  and  discomfort.  Nocturnal 
frequency  causes  the  loss  of  sleep  and  this, 
added  to  the  gastro-intestinal  disorders,  so 
often  an  accompanying  factor,  rapidly  under- 
mine the  patient’s  health,  making  him  a poor 
risk  for  any  interference. 

Statistics  show  that  the  average  expectancy 
of  life  following  the  institution  of  catheter 
drainage  alone,  is  less  than  five  years.  The 
patient  should  be  warned  that  no  hope  of  any 
permanent  cure  can  be  obtained  other  than  by 
a prostatectomy.  Age  per  se , is  not  a definite 
contra-indication  to  enucleation  of  the  pros- 
tate, as  many  men  past  ninety  years  have  suc- 
cessfully undergone  this  operation. 

Cystoscopy  is  of  great  value  before  opera- 
tion, in  order  to  determine  the  type  of  obstruc- 
tion present,  and  whether  or  not  a stone  or  di- 
verticulum is  present  in  the  bladder.  Judd 
found  diverticula  as  an  accompanying  factor 
in  5 per  cent  of  a series  of  prostatic  cases.  I 
found  diverticula  as  an  associated  bladder  con- 
dition, in  seven  per  cent  of  my  cases.  It  is  gen- 
erally agreed  that  the  diverticulum  should  be 
removed  at  a separate  operation,  i.  e.,  before 
the  prostate  is  removed.  Bladder  calculi  are 
very  prone  to  form  in  the  presence  of  the 
chronic  residual  urine  with  infection,  and  are 
seen  in  12  to  15  per  cent  of  the  prostate  cases 
coming  to  operation.  These  two  complica- 
tions of  prostatic  adenoma  make  it  imperative 
to  determine  the  exact  pathology  present,  be- 
fore the  patient  is  operated  on,  in  order  to 
obviate  the  possibility  of  overlooking  one  of 
these  conditions.  That  this  has  not  been  in- 


frequently done  in  the  past,  is  evidenced  by 
the  large  number  of  patients  with  only  par- 
tial functional  recovery  following  prostatec- 
tomy. All  cases  do  not  require  a cystoscopic 
examination,  but  if  the  so-called  two-step 
operation  is  contemplated,  the  bladder  should 
be  opened  sufficiently  to  permit  a visual  exami- 
nation at  the  preliminary  cystotomy.  The  scar 
tissue  forming  after  this  operation  will  pre- 
clude any  such  examination  at  a later  date. 
With  the  20  per  cent  malignancy  added  to  the 
17  per  cent  associated  bladder  complications, 
we  have  37  per  cent  of  the  total  in  which  an 
exact  pre-operative  diagnosis  is  imperative,  if 
we  are  to  give  the  patient  the  benefit  of  modern 
urological  diagnosis. 

The  bladder  may  be  drained  by  an  indwell- 
ing catheter  or  by  a suprapubic  cystotomy,  de- 
pending on  the  preference  of  the  operator.  It 
is  the  opinion  of  the  writer  that  this  can  best 
be  accomplished  by  the  catheter  in  the  ma- 
jority of  cases.  Young,  Freyer  and  others  have 
shown  that  only  about  7 per  cent  will  not  toler- 
ate an  indwelling  catheter,  and  in  their  hands 
it  was  substituted  for  the  suprapubic  cysto- 
tomy in  over  90  per  cent  of  a total  of  twenty- 


Fig.  3. — Cystogram  showing  multiple  small  diverticula  of  blad- 
der (3)  associated  with  adenoma  of  prostate.  Left  ureter 
also  shows  small  sacculation.  Patient  age,  84.  Author’s 
series. 

five  hundred  prostatectomies.  Hunt  reports 
a series  of  202  prostatic  enucleations  and  util- 
ized the  two-step  operation  in  only  19  per  cent. 
It  is  often  said  that  if  a patient  does  well  with 
a catheter,  he  will  do  even  better  with  a two- 
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step  operation.  That  this  does  not  apply  is 
shown  by  the  fact  that  the  preliminary  supra- 
pubic drainage  carries  a definite  mortality  of 
from  8 to  10  per  cent.  In  the  open  operation, 
better  exposure  is  obtained  and  hemorrhage 
can  be  controlled  with  the  exactness  of  any 
other  surgical  pi'ocedure.  Even  if  a supra- 
pubic cystotomy  is  done,  the  bladder  should  be 
gradually  decompressed  by  catheter  drainage, 
to  obviate  the  rather  high  mortality  following 
sudden  drainage  of  a distended  bladder.  This 
converts  the  two-step  operation  into  a three 
step  prostatectomy. 

The  suprapubic  method  of  approach  per- 
mits access  to  that  part  of  the  hypertrophy  most 
often  seen,  the  large  intravesical  median  and 
lateral  lobes,  which  have  herniated  into  the 
bladder  through  the  internal  sphincter,  leav- 
ing the  external  sphincter  free  to  control  urina- 
tion after  operation.  I have  observed  that  the 
internal  sphincter  rarely  resumes  its  function 
after  prostatectomy,  having  had  occasion  to 
remove  vesical  calcui  following  perineal 
enucleatinns  done  elsewhere,  in  which  cases  the 
internal  sphincter  muscle  was  functionless. 
The  mortality  by  either  method  is  the  same  in 
competent  hands,  while  it  cannot  be  denied 
that  the  rectum  and  external  sphincter  are  less 
liable  to  injury  by  the  upper  route.  Incon- 
tinence of  urine,  in  benign  growths,  is  rarely 
seen  in  the  upper  route. 

The  mortality  rate  during  the  last  fifteen 
years  has  steadily  declined  from  25  to  about 
5 per  cent.  This  is  due,  in  a large  measure, 
to  the  more  careful  pre-  and  post-operative 
care  given  these  old  prostatics.  It  is  frequently 
necessary  to  drain  them  over  a long  period  of 
time  to  improve  the  kidney  function  suffi- 
ciently to  justify  an  operation.  The  blood 
ehemisti’y  findings  closely  parallel  the  renal 
function  tests  and  general  well-being  of  the 
patient,  so  that  we  can  accurately  forecast  the 
outcome,  as  well  as  prevent  a terminal  uremia. 
The  daily  blood  pressure  readings  give  a good 
insight  into  the  patient’s  general  condition. 
It  should  show  very  little  variation.  The 
amount  of  solids  excreted  in  the  urine  should 
give  a specific  gravity  reading  of  1.010  or  more 
before  the  patient  is  considered  suitable  for  a 
prostatectomy. 

Inhalation  anesthesia,  in  the  past,  has  been 
one  of  the  chief  factors  in  the  mortality  follow- 
ing this  operation.  With  the  improvements 
made  in  local  anesthesia,  it  is  no  longer  neces- 


sary to  subject  the  kidneys  to  the  added  load 
that  ether  anesthesia  implies.  Chute,  Day, 
Gardner,  Smith  and  others  have  obtained  ex- 
cellent results  with  intradural  anesthesia.  In 
my  hands  it  has  been  very  satisfactory.  The 
marked  hypotension  following  its  use  can  be 
largely  eliminated  by  a low  injection,  given 
slowly,  with  caffein  hypodermically,  before  the 
anesthetic  is  injected.  Labat  and  Meeker  have 


Fig.  4. — Cystogram  shows  bladder  .contents  regurgitated  into 
ureters,  and  both,  kidney  pelves.  Diagnosis  bilateral,  hydro- 
ureter and  hydronephrosis,  result  obstruction  by  prostatic 
adenoma.  Author's  series. 

pointed  out  the  value  of  transsacral  and  caudal 
block  for  anesthesia  of  the  prostatic  region. 
It  is  successful  in  90  per  cent,  if  its  use  is 
limited  to  those  who  ai’e  especially  trained  in 
its  administration.  Ethylene  promises  to  sup- 
plant nitrous  oxid  and  gas  in  cases  where  local 
anesthesia  is  not  used.  The  relaxation  is  much 
better  and  cyanosis  is  absent.  The  breathing 
is  regular  and  quiet.  Kretschmer  used  it  with 
very  satisfactory  results  in  a series  of  cases. 
The  danger  from  explosion  has  largely  been 
eliminated. 

. The  end  results  following  operations  on  the 
prostate  show  that  we  can  promise  the  patient 
a good  functional  result  in  at  least  85  per  cent, 
with  less  than  5 per  cent  showing  no  definite 
improvement.  We  are  often  asked  what  will 
be  the  effect  of  the  operation  on  the  sexual 
function.  Carefully  compiled  follow-up  records 
show  that  where  the  sexual  function  is  pres- 
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ent  before  operation,  it  will  be  present  in  about 
75  per  cent  of  the  cases  following  operation 
if  a suprapubic  prostatectomy  is  done.  Though 
the  prostate  gland  is  essentially  concerned  in 
the  sexual  cycle,  removal  of  the  adenoma  does 
not  interfere  with  its  physiological  function. 

In  conclusion,  it  may  be  said  that  the  end 
results  following  prostatectomy,  as  concerns 
function  and  a final  cure,  depend  on  how  long 
the  back  pressure  and  chronic  kidney  disease 
has  been  allowed  to  persist.  The  earlier  the  ob- 
struction is  removed,  the  less  likely  will  car- 
cinoma develop  and  acute  retention  supervene. 
In  my  hands  the  mortality  following  supra- 
pubic prostatectomy  has  been  4.4  per  cent  in 
a series  of  unselected  cases. 
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SCIATICA  TREATED  BY  EPIDURAL 
INJECTION.* 

By  WILLIAM  B.  MARBURY,  M.  D..  Washington.  D.  C. 

The  injection  of  the  epidural  space  in  the 
treatment  of  sciatica  is  not  a new  conception. 
A number  of  authors  have  reported  good  re- 
sults and  the  only  wonder  is  that  it  has  never 
been  more  popular,  seeing  that  most  forms  of 
treatment,  both  medical  and  surgical,  have  not 
been  brilliant  in  their  results.  Stretching  the 
nerve  was  practiced  at  one  time  but  has  been 
abandoned.  Manipulation  under  an  anaes- 

•Read  before  the  meeting  of  the  Medical  Society  of  Virginia, 
Maryland  and  the  District  of  Columbia,  Warrenton.  Va„  May 
20,  1925. 


thetic  has  proven  of  benefit  in  certain  cases, 
but  on  the  whole  has  not  been  particularly 
beneficial.  The  removal  of  foci  of  infection, 
such  as  apical  infection  of  teeth,  bad  tonsils, 
infected  gall-bladders,  etc.,  is  important  and 
should  be  attended  to  in  each  case.  The  treat- 
ment bv  immobilization  in  a plaster  cast  has 
been  beneficial,  particularly  in  cases  where 
there  is  a definite  history  of  injury.  These  are 
just  a few*  of  the  many  treatments  that  have 
been  used  to  alleviate  the  pain  commonly 
known  as  sciatica. 

The  pathology  of  sciatica  is  not  definitely 
known.  No  characteristic  lesion  of  the  nerve 
has  been  demonstrated.  “Sciatic  neuritis”  and 
“sciatic  neuralgia”  are  terms  that  have  been 
used  to  designate  where  there  is  pathology  and 
where  there  is  none,  but  at  the  present  time 
the  differentiation  is  hardly  justified.  Osteo- 
arthritis of  the  lumbar  spine  is  not  infre- 
quently seen  in  patients  suffering  from  sciatica 
and  yet  it  is  not  characteristic  of  this  ailment. 
It  is  just  as  frequently  encountered  where  there 
is  no  pain. 

Cathelin  and  Sicard  injected  the  epidural 
space  as  early  as  1901  for  relief  of  pain  in 
sciatica.  They  used  cocaine  in  saline  solution. 
Ott  reports  forty-eight  cases  treated  by  the 
injection  of  50  c.c.  of  0.5  per  cent  novocain 
in  physiological  saline.  At  the  same  time  all 
possible  foci  of  infection  were  removed.  In 
this  series,  29  per  cent  were  permanently  cured, 
37  per  cent  were  restored  to  active  life  with 
a fair  degree  of  comfort,  and  34  per  cent  ap- 
parently not  improved.  Other  authors  have 
reported  even  greater  success.  Feuillade  had 
80  per  cent  of  cures  among  soldiers. 

Ott  thinks  that  the  beneficial  result  from  in- 
jecting novocain  solution  into  the  epidural 
space  is  due  to  pressure  on  the  roots  covered 
by  a fold  of  dura  or  on  the  ganglia  in  the 
foramen.  He  notes  that  the  injected  fluid  may 
reach  as  high  as  the  cervical  region. 

The  technic  is  fairlv  simple.  No  previous 
preparation  of  the  patient  is  necessary.  The 
injection  may  be  done  at  a hospital,  at  the  pa- 
tient's home,  or  in  the  office,  where  the  case 
is  ambulatory.  The  patient  lies  face  dowrn- 
wards  over  several  pillows  placed  so  as  to  ele- 
vate the  buttocks.  The  hiatus  sacralis  is  lo- 
cated at  the  junction  of  the  sacrum  and  coccyx. 
In  a thin  subject  this  is  not  difficult,  but  in 
very  stout  subjects  I have  found  it  helpful  to 
put  a gloved  finger  in  the  rectum  and  by 
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manipulating  the  coccyx,  locate  the  hiatus. 
Under  strict  aseptic  conditions  a Labat  spinal 
needle  is  inserted  through  the  skin,  at  an 
angle  of  about  45  degrees,  and  a small  amount 
of  novocain  injected.  This  is  continued  until 
the  needle  can  be  felt  to  impinge  upon  the 
bone.  A little  novocain  is  injected  ahead  of 
the  needle  at  each  advance,  which  makes  the 
procedure  practically  painless.  Where  the 
needle  is  felt  to  touch  the  sacrum  it  is  de- 
pressed about  10  degrees  and  usually  slips 
into  the  sacral  canal  without  difficulty.  It 
should  be  inserted  5 cm.  or  6 cm.,  being  careful 
not  to  puncture  the  dura.  If  any  spinal  fluid 
appears  after  waiting  a few  seconds  the  needle 
is  withdrawn  one  or  two  em.  and  the  injection 
is  not  begun  until  it  is  quite  certain  that  the 
needle  is  not  in  the  subarachnoid  space.  The 
solution  is  prepared  by  sterilizing  0.25  gms. 
of  novocain  in  a small  amount  of  physiological 
saline  and  then  adding  enough  of  the  latter 
to  make  50  c.c.  The  solution  is  injected  slowly. 
The  patient  usually  complains  of  pain  on  the 
affected  side  and  I have  learned  to  look  upon 
this  as  a favorable  sign. 

If  one  injection  does  not  relieve  the  pain  it 
is  well  to  repeat  it  in  two  days.  Several  in- 
jections may  be  given. 


Shows  position  for  insertion  of  needle  between  the  cornua. 

(Labat). 

Case  1. — Colored,  female,  thirty-six  years 
old.  Seen  April  18,  1924,  complaining  of 
pain  in  her  left  thigh  and  hip.  Had  typhoid 
fever.  Pneumonia  two  years  ago.  One  child 
living  and  two  miscarriages.  The  pain  in  her 
leg  began  in  January,  1923,  and  was  fairly 
constant  thereafter.  Practically  bed-ridden. 

She  received  four  injections,  50  c.c.  each  of 
one-half  of  one  per  cent  novocain  in  the  epi- 
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dural  space  at  intervals  of  two  and  three  days. 
She  left  the  hospital  unimproved,  but  wrote  on 
September  25,  1924,  that  she  had  entirely 
recovered.  Wassermann  negative.  X-rav 
showed  “arthritis  of  each  sacro-iliac  articula- 
tion,” and  multiple  abscesses  of  teeth.  Alcohol 
and  novocain  had  previously  been  injected  into 
the  nerve  without  relief. 

Case  2. — Mr.  B.  B.,  white,  male,  fifty-five 
years  old.  Seen  March  2,  1924,  complaining 
of  severe  pain  in  his  left  leg.  Several  years 
ago  he  was  shot  while  hunting  and  a number 
of  grains  of  shot  have  remained  embedded  in 
the  muscles  of  the  leg.  The  present  trouble 
began  the  latter  part  of  December,  1923,  and 
since  then  he  has  been  disabled.  Has  had  to 
take  morphine  for  the  relief  of  the  pain.  X- 
ray  showed  “slight  arthritic  changes  of  lum- 
bar vertebrae.”  Teeth  negative.  On  March 
8th,  15  c.c.  of  novocain  solution  (one-half  of 
one  per  cent)  and  20  c.c.  of  normal  salt  solu- 
tion were  injected  into  or  in  the  vicinity  of  the 
sciatic  nerve.  No  relief  followed.  On  March 
17th,  40  c.c.  of  one-half  of  one  per  cent  novo- 
cain was  injected  into  the  epidural  space  and 
two  days  later  this  was  repeated.  He  was 
completely  relieved  of  the  pain  and  went  home 
two  days  after  the  last  injection.  To  date  he 
has  had  no  return  of  the  pain. 

Case  3. — Col.  J.  B.  I).,  army  officer,  fifty- 
five  years  of  age.  Seen  April  7,  1924,  com- 
plaining of  pain  in  the  right  leg.  Tonsils  re- 
moved in  1921.  Has  had  some  decayed  teeth 
drawn.  The  trouble  in  his  leg  began  in  De- 
cember, 1923,  after  a long  automobile  ride. 
Just  previously  he  had  had  a bad  cold.  He 
was  treated  for  several  months  at  Walter  Reed 
Hospital.  An  X-ray  taken  then  showed  some 
arthritis  of  the  lumbar  spine.  On  April  7th, 
50  c.c.  of  one-half  of  one  per  cent  novocain 
was  injected  into  the  epidural  space.  The  pa- 
tient left  the  hospital  an  hour  or  so  after  the 
injection.  He  writes  under  date  of  May  14th 
that  he  has  had  no  return  of  the  pain. 

Case  4. — Mrs.  J.  T..  white,  age  sixty-one. 
Seen  January  10,  1925,  complaining  of  severe 
pain  in  her  right  leg.  She  has  always  been 
delicate.  Eight  years  ago  she  had  a nervous 
breakdown.  The  present  illness  began  three 
months  ago.  Since  the  onset  she  has  spent 
most  of  the  time  in  bed.  The  pain  starts  in 
the  buttocks  and  runs  down  the  thigh  and  into 
the  calf.  On  January  10th,  50  c.c.  of  novocain 
was  injected  into  the  epidural  space.  This 
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was  repeated  on  the  15th.  Condition  much  im- 
proved. 

Case  5. — Mr.  J.  S.  DeL.,  age  fifty.  Seen 
January  16,  1925,  complaining  of  pain  in  the 
left  leg.  He  has  only  seven  remaining  teeth. 
One  appears  to  be  decayed.  Present  illness 
began  about  a month  before  entering  hospital. 
It  came  on  suddenly  after  stooping  hurriedly 
to  catch  a falling  object.  The  pain  was  in 
the  back  at  first,  but  later  more  severe  in  the 
thigh  and  calf.  The  pain  was  so  severe  one 
night  that  he  called  an  ambulance  about  three 
A.  M.  and  was  taken  to  the  Emergency  Hos- 
pital. On  January  16th,  50  c.c.  of  novocain 
solution  was  injected  into  the  epidural  space. 
Two  weeks  after  the  injection  patient  reported 
himself  free  from  pain,  but  as  having  some 
numbness  on  the  left  side.  He  has  been  able 
to  resume  his  work  as  a cook. 

Case  6. — Mr.  F.  J.  W.,  age  sixty-eight.  Seen 
January  26,  1925,  complaining  of  pain  in  his 
left  leg.  Operated  on  for  appendicitis  and 
gall-bladder  trouble.  Present  illness  began 
three  weeks  ago  with  pain  in  the  left  thigh, 
radiating  to  the  knee.  The  pain  has  been  con- 
stant and  burnino-  and  he  has  been  unable  to 
sleep.  The  patient  refused  to  go  to  the  hos- 
pital and  an  effort  was  made  to  inject  the  epi- 
dural space  with  novocain  at  his  home.  He 
could  not  lie  on  his  bed  because  of  the  pain 
but  bent  over  the  side  of  the  bed.  The  posi- 
tion was  awkward  and  it  is  doubtful  if  any 
of  the  fluid  reached  the  epidural  space.  He 
did  not  experience  the  characteristic  sensation 
of  pain  on  the  affected  side.  He  received  no 
benefit  from  the  injection  and  refused  further 
treatment. 

Case  7. — Mr.  S.  N.  P.,  age  forty-three. 
Seen  March  2,  1925.  In  1905  he  was  wounded 
in  the  chest  (Russo-Japanese  war)  and  since 
then  has  had  at  intervals  a discharging  sinus. 
About  six  weeks  ago  he  started  with  pain  in 
his  left  leg,  particularly  the  thigh  and  calf. 
The  pain  has  never  been  very  severe  and  dis- 
appears when  he  is  at  rest.  On  March  3rd, 
50  c.c.  of  novocain  solution  was  injected  into 
the  epidural  space.  On  May  14th  patient  re- 
ports himself  as  having  practically  no  pain. 

Case  8. — Mr.  N.  L.,  age  forty  (?).  Seen 
April  3rd.  The  pain  in  his  back  and  right 
leg  had  been  of  lono-  duration,  dating  back 
ten  years.  At  first  it  was  in  the  lumbar  re- 
gion, but  more  lately  it  had  been  in  the  thigh 
and  along  the  sciatic  nerve.  He  had  been  un- 


able to  sleep.  A cast  was  applied  but  gave  no 
relief.  Two  teeth  were  found  abscessed  and 
were  withdrawn.  April  4th  novocain  was  in- 
jected into  the  epidural  space.  Considerable 
improvement. 

Case  9. — Mrs.  F.  M.,  age  fifty.  Seen  April 
23,  1925.  Past  history  unimportant.  Present 
trouble  began  about  the  15th  of  April  with 
pain  in  both  legs  and  back.  Just  prior  to  the 
onset  she  had  had  a severe  attack  of  sore  throat 
and  stomatitis.  The  pain  was  worse  in  the 
morning  about  2 A.  M.  or  3 A.  M.  It  has 
jumped  about,  being  first  in  one  leg  and  then 
in  the  other,  and  worse  sometimes  in  front 
and  sometimes  in  the  back.  She  complained 
of  her  knees  and  shins  hurting  her.  The  night 
before  coming  to  the  hospital  she  had  kept  her 
physician  by  her  bedside  until  3 A.  M.  because 
of  the  intense  pain.  An  X-ray  showed  marked 
osteoarthritis  of  the  lumbar  spine.  Wasser- 
mann  On  April  27th,  50  c.c.  of  novocain 
were  injected  into  the  epidural  space.  The 
patient  had  immediate  and  complete  relief 
from  the  pain. 

Case  10. — Mr.  H.  H.  S.,  fifty  years  old  (?). 
Operated  on  for  appendicitis  April  14,  1925. 
He  had  had  pain  along  the  course  of  the  scia- 
tic nerve  for  about  two  months.  Not  enough 
to  keep  him  awake.  On  May  14th,  50  c.c.  of 
novocain  was.  injected  into  the  epidural  space. 
Patient  went  home  immediately  after  the  in- 
jection. Very  little  if  any  improvement. 


Needle  in  epidural  space.  (Labat). 

Summary. 

Of  the  ten  cases  that  form  the  basis  of  this 
report,  seven  were  male  and  three  female.  All 
but  two  had  definite  pain  along  the  course  of 
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the  sciatic  nerve.  One  of  these  had  pain  in 
both  legs  which  was  generalized;  the  other, 
on  the  "outer  side  of  the  thigh.  Seven  were 
confined  to  bed  when  first  seen  and  three  were 
ambulatory.  Only  one  gave  a definite  history 
of  an  injury,  and  in  another  case  the  attack  fol- 
lowed a long  automobile  ride  and  a bad  cold. 
Lasegue’s  sign  was  positive  in  six  cases.  An 
X-ray  was  taken  in  four  cases  and  in  each 
case  the  roentgenological  report  was  osteo- 
arthritis of  the  lumbar  spine  or  sacral  region, 
or  both.  The  number  of  injections  varied  from 
1 to  4— average  1.6.  Focal  infection  may  have 
played  a part  in  five  cases.  The  average 
duration  of  symptoms  before  injection  was  7.3 
weeks.  Four  cases  were  apparently  cured, 
three  improved  and  three  not  improved.  One 
of  the  latter  probably  should  not  be  counted 
because  it  is  doubtful  if  any  fluid  reached  the 
epidural  space. 

Conclusion. 

1.  The  pathology  of  sciatica  is  not  definite. 

2.  About  65  per  cent  of  the  cases  treated 
by  the  injection  of  novocain  solution  are 
either  cured  or  greatly  improved. 

3.  The  best  results  have  been  seen  in  the 
cases  which  had  the  most  pain. 

4.  The  injection  is  simple  and  without  dan- 
ger, if  properly  done. 

1015  Sixteenth  Street. 


SURGERY  OF  THE  GALL-BLADDER 
AND  DUCTS  * 

Clinical  and  Pathological  Aspects. 

By  LINWOOD  D.  KEYSER,  M.  D..  Roanoke,  Virginia. 

During  the  past  few  years  our  knowledge 
of  cholecystitis  and  cholelithiasis  has  been 
somewhat  modified  from  time  to  time  by  con- 
tributions from  clinical  and  pathological 
sources.  While  dispute  is  still  rife  as  to  the 
function  of  the  gall-bladder,  we  may  hold  cer- 
tain facts  as  established..  The  gall-bladder 
seems  to  act  somewhat  as  a tension  bulb  for 
the  bile.  It  concentrates  the  bile  in  pigment 
content  and  adds  mucus  thereto.  Further- 
more, in  some  way,  by  its  presence,  the  gall- 
bladder maintains  an  intermittent  discharge 
of  the  bile  into  the  small  intestine.  Animals 
lacking  a gall-bladder  pour  their  bile  into 
the  duodenum  constantly,  whereas  those  in 
whom  it  is  present  have  an  intermittent  biliary 

•Read  before  the  Southwestern  Virginia  Medical  Society,  in 
Pulaski,  Va.,  March,  l\)25. 


36!) 

flow  brought  about  by  stimuli  incompletely 
known. 

Experimentally  and  clinically,  it  has  been 
shown  that  when  the  gall-bladder  is  removed 
the  following  phenomena  may  be  observed. 
The  sphincter  of  Oddi  ceases  to  act  as  a 
sphincter,  the  common  and  hepatic  ducts  un- 
dergo compensatory  hypertrophy  and  dilata- 
tion, and  the  discharge  of  bile  into  the  duo- 
denum becomes  almost,  if  not  quite,  constant, 
rather  than  intermittent.  No  experimental 
or  clinical  data  tend  to  show  that  the  removal 
of  the  gall-bladder,  with  the  physiologic  re- 
adjustment which  follows,  has  any  deleterious 
effect  on  the  metabolism  or  general  health  of 
the  individual. 

The  pathologic  types  of  gall-bladder  disease 
need  not  be  considered  in  detail.  Aside  from 
malignancy  we  may  mention  catarrhal  inflam- 
mation of  the  mucosa,  lipoid  deposition  being 
frequent  and  giving  rise  to  such  appearances 
as  the  terms  “strawberry”  and  “fish-scale”  gall- 
bladders describe;  the  thickened  gall-bladder 
with  infiltrated  walls  ond  periductal  lympha- 
denitis; pericholecystitis  with  adhesions  to 
neighboring  structures;  cholecystitis  with 
cholelithiasis;  acute  purulent  cholecystitis  (em- 
pyema) ; gangrenous  cholecystitis  (with  im- 
pacted stone  in  the  cystic  duct) ; the  condition 
of  hydrops  of  the  gall-bladder,  and  other 
pathological  types  which  are  well  known. 

It  is  a noteworthy  fact  that  hepatitis,  with 
lymphoid  infiltration  of  the  liver  and  thicken- 
ing of  Glisson’s  capsule,  is  to  some  degree  al- 
ways present  with  cholecystitis,  and  pancrea- 
titis of  a cicatricial  type  is  likewise  frequently 
found.  The  work  of  Deaver,  Graham,  Mann 
and  Giordano  and  others  in  this  field  has  been 
particularly  illuminating.  The  portal  of  en- 
try of  infection  to  the  gall-bladder  has  been 
much  discussed,  the  liver  and  pancreas  being 
held  by  some  observers  to  be  primary  sites, 
with  secondary  spread  to  the  gall-bladder  by 
blood  and  lymph  channels,  or  by  the  biliary 
secretion  itself.  Others,  probably  in  the  ma- 
jority, feel  that  the  gall-bladder  is  directly 
infected  from  the  blood  stream  or  from  the 
portal  circulation.  Spread  of  the  infection 
from  the  gall-bladder  by  lymphatic  channels 
to  the  liver  or  pancreas  explains  the  frequent 
involvement  of  these  organs. 

Clinically  we  may  differentiate  several  types 
of  cholecystitis.  First,  there  is  a spastic  type, 
with  short,  sharp,  lancinating  pains  radiating 
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from  the  hypochondriac  region,  usually  on  the 
right  side  to  the  shoulder,  around  the  costal 
margin  or  toward  the  umbilicus.  Thickened 
bile,  impacted  pigments,  stone  or  pylorospasm 
may  cause  this.  The  site  of  pain  reference  at 
times  is  interesting.  Several  years  ago  I had 
my  attention  called  to  the  fact  that  an  im- 
pacted stone  in  the  cystic  duct  may  not  in- 
frequently cause  all  of  the  pain  reference  to 
be  located  to  the  left  of  the  midline,  either 
high  under  the  chest,  or  under  the  left  scapula. 
I have  seen  this  condition  several  times  since. 
An  illustrative  case  may  be  mentioned.  In 
September,  1924.  a female,  aet.  thirty  years, 
consulted  me  complaining  of  headache,  vertigo, 
and  periodic  attacks  of  pain  always  localized 
under  the  left  scapula.  At  times  also  there 
was  pain  radiating  around  the  left  costal  mar- 
gin. Lyon  drainage  gave  evidence  of  thick- 
ened. dirty,  purulent  bile  and  upon  repetition 
the  patient  showed  some  relief.  However,  re- 
currences of  the  pain  led  to  suspicion  of  gall- 
stones. although  definite  tenderness  over  the 
gall-bladder  was  only  occasional  and  insignifi- 
cant. X-ray  examination  showed  the  gall- 
bladder to  be  packed  with  stones.  The  patient 
entered  the  Roanoke  Hospital  and  was  oper- 
ated on  March  3,  1925.  A thin  walled  gall- 
bladder containing  about  two  hundred  stones 
was  removed.  One  of  the  stones  was  lodged 
in  the  cystic  duct  and  this,  to  my  mind,  ac- 
counted for  the  colics  associated  with  left-sided 
pain,  there  having  been  no  recurrence  of  symp- 
toms since. 

Any  sharp  cramp-like  pain  in  the  upper  ab- 
domen or  chest  should  lead  us  to  think  of 
biliary  tract  pathology  as  a possible  cause. 

The  dyspeptic  type  of  cholecystitis  may  be 
mentioned  as  a second  group.  These  patients 
give  a long  history  of  epigastric  distress,  this 
coming  immediately  or  within  an  hour  after 
meals,  not  being  relieved  by  further  eating. 
There  is  gas,  bloating,  distention,  eructations, 
nearly  always  a good  appetite  but  the  fear  of 
eating.  Qualitative  food  distress,  especially 
for  sours,  fats,  or  sweets,  which  aggravate  the 
symptoms,  is  almost  always  present  in  some 
degree.  The  patient  complains  of  constipa- 
tion. is  sallow,  and  has  frequent  “bilious  at- 
tacks.'” These  prodromes  may  exist  for  years 
before  upper  right  quadrant  pain,  tenderness, 
night  attacks,  colics,  jaundice,  and  fever  set 
in  to  clear  the  situation  from  a diagnostic 
standpoint.  Almost  all  patients  with  gall- 


bladder disease  will  have  shown  symptoms  of 
the  dyspeptic  type  at  some  stage  of  their  clini- 
cal course.  It  may  be  added  that  symptoms 
of  “weak  stomach,”  with  general  dyspepsia 
and  gastro-intestinal  disorders  of  the  “reflex 
stomach”  type,  are  probably  more  frequently 
associated  with  cholecystitis  and  its  concomi- 
tant liver  toxemia  than  any  other  disease.  So 
frequently  do  we  find  the  patient  who  has  had 
his  appendix  removed  for  chronic  appendici- 
tis return  with  the  old  set  of  symptoms,  pos- 
sibly aggravated  by  the  lapse  of  time,  only  to 
be  cleared  up  with  the  proper  treatment  of 
the  gall-bladder  infection,  which  has  been 
present  from  the  beginning. 

What  we  may  speak  of  as  focal  cholecystitis 
constitutes  a third  group  of  cases.  These  are 
not  common  and  should  be  diagnosed  with  care. 
A brilliant  example  of  the  type  came  under 
my  observation  several  months  ago.  The  pa- 
tient, a woman  of  forty-five,  suffered  from 
headaches,  pain  in  the  back  of  the  neck  and 
spine,  as  well  as  a severe  right  sciatic  pain. 
Her  only  digestive  disorder  consisted  of  sick 
headaches  with  the  belching  of  gas.  Tender- 
ness over  the  gall-bladder  was  lacking.  In 
X-raying  the  spine  for  possible  bony  changes, 
definite  gall-stone  shadows  were  noted  as  an 
incidental  finding.  The  tonsils  and  infected 
teeth  had  been  previously  removed.  In  Octo- 
ber, 1924,  I removed  a thin  walled  gall-blad- 
der at  the  Roanoke  Hospital.  This  contained 
twelve  stones.  The  patient  has  had  almost 
complete  relief  from  pain  in  the  neck  and 
spine,  there  have  been  no  headaches,  but  a re- 
cent letter  from  Florida  where  she  has  been 
spending  the  winter  tells  me  that  the  sciatica, 
while  much  improved,  still  persists.  To  my 
mind  the  case  represents  one  of  so-called  “inno- 
cent gall-stones”  with  an  inflamed  gall-blad- 
der acting  as  a focus  of  infection.  Probably 
had  a chance  X-ray  finding  not  called  our  at- 
tention to  the  condition  it  would  have  escaped 
notice  until  further  localizing  symptoms  de- 
veloped. To  be  sure  one  must  be  conservative 
in  removing  the  gall-bladder  as  a focus  of  in- 
fection  and  it  would  have  been  poor  judgment 
to  have  operated  on  the  case  just  mentioned, 
had  we  not  had  positive  roentgen  evidence  of 
biliary  tract  disease. 

A fourth  group  of  cases  which  is  of  especial 
interest  is  that  of  typical  migraine  associated 
with  cholecystitis.  This  disease  is  as  a rule 
familial  and  its  cause  or  causes  are  not  well 
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understood.  Probably  it  occurs  even  with  its 
abdominal  crises  more  frequently  without 
cholecystitis  than  with  it.  Yet  it  is  remarkable 
to  see  what  striking  improvement  follows 
cholecystectomy  at  times.  In  fact,  the  only 
cases  of  apparently  true  migraine  which  I 
have  seen  permanently  relieved  were  those  as- 
sociated will  gall-bladder  inflammation  in 
whom  cholecystectomy  had  been  performed. 
Headache  of  some  order  is  a very  frequent 
finding  in  the  history  of  cholecystitis.  “Tor- 
pid liver."  '“biliousness,”  "deranged  liver,”  and 
the  like,  were  terms  used  in  the  last  generation 
to  account  for  such  conditions.  The  idea  of 
a liver  toxemia  which  may  bring  about  the 
pouring  off  of  toxic  products  into  the  blood 
stream  due  to  imperfect  liver  metabolism  is 
gaining  ground  on  a more  scientific  basis,  the 
efforts  during  the  past  five  years  to  develop 
a satisfactory  hepatic  function  test  being  good 
evidence  of  this.  It  may  be  that  certain  types 
of  migraine  are  explicable  on  such  a basis. 
For  this  reason  when  the  gall-bladder  is  re- 
moved and  drainage  of  the  bile  becomes  more 
constant  and  free,  the  liver  may  have  an  op- 
portunity to  overcome  its  malfunction,  with 
restoration  of  the  patient's  health  as  a conse- 
quence. A case  illustrative  of  the  beneficial 
effects  of  cholecystectomy  in  migraine  may  be 
mentioned.  A male,  age  forty-four  years, 
consulted  me  last  year  complaining  of  recur- 
rent headaches  with  nausea.  These  had  in- 
capacitated him  for  years.  The  usual  dys- 
peptic symptoms,  gas,  bloating,  upper  abdomi- 
nal distress,  and  tenderness  over  the  gall- 
bladder and  appendix  had  been  present  for 
years.  Any  indiscretion  in  diet  would  bring 
out  a fulminating  attack  of  migraine  lasting- 
one  or  two  days,  with  temporary  relief  from 
vomiting,  saline  purges,  and  sleep  brought 
about  with  various  drugs.  Slight  tenderness 
over  the  gall-bladder  and  appendix  was  noted, 
but  the  X-ray  evidence  and  other  features  of 
the  examination  helped  us  little.  At  opera- 
tion a thin  wall  gall-bladder,  with  slight  lipoid 
deposit  and  periductal  lymphadenitis,  together 
with  a suspicious  thickening  of  the  liver  cap- 
sule. was  noted.  The  pancreas  was  normal 
to  palpation.  The  appendix,  which  was  bound 
down  and  adherent,  was  removed.  After  some 
deliberation,  we  removed  the  gall-bladder  also. 
It  is  now  nine  months  since  operation.  The 
headaches  have  completely  disappeared  along 
with  the  major  features  of  the  dyspepsia.  It 


is  interesting  to  note  that  this  patient  com- 
plained of  loose  stools  for  a number  of  weeks 
after  operation.  This  is  not  an  infrequent  find- 
ing after  cholecystectomy  and  is  probably  due 
to  the  constant  outpour  of  bile  into  the  duo- 
denum. Fortunately,  it  tends  to  clear  up  after 
a period  of  time. 

I will  not  enter  into  the  relative  merits  of 
cholecystectomy  and  cholecyst  ostomy — remova  l 
versus  drainage  of  the  gall-bladder.  There  are 
some,  probably  in  the  minority,  avIio  still  hold 
that  surgical  drainage  of  the  gall-bladder  will 
ordinarily  do  everything  to  be  desired.  As  the 
years  pass  and  so  many  people  are  actually 
living  without  the  gall-bladder,  more  and 
more  do  we  find  removal  of  this  important  vis- 
cus  gaining  ground.  To  my  mind,  drainage 
of  the  gall-bladder  surgically  or  with  a 
Lyon  tube  (if  it  really  drains)  can  only  hope 
to  afford  temporary  drainage  of  the  liver,  a 
condition  which  cholecystectomy  brings  about 
as  a permanent  process.  So  frequently  the 
temporary  drainage  afforded  by  suturing  a 
tube  in  the  gall-bladder  is  insufficient  to  al- 
Ioav  the  hepatic  reparative  processes  to  take 
place,  that  after  a feAv  months  or  a year  of 
relief  the  patient  comes  back  with  a recurrence 
of  former  symptoms  which  can  only  be  re- 
lieved by  cholecystectomy. 

In  NoA'ember,  1924,  I removed  the  gall- 
bladder  of  a Avoman  of  thirty-five  years  of  age, 
who  had  had  typhoid  feArer  in  1908.  In  1910 
her  gall-bladder  had  been  drained.  In  1920, 
following  several  years  of  recurrent  attacks, 
another  surgeon  had  again  drained.  FoIIoav- 
ing  a short  period  of  relief  the  symptoms  re- 
turned, dyspepsia,  pain,  a tinge  of  jaundice  at 
times,  Avith  seA’ere  frontal  headache,  relieved 
to  some  extent  bv  vomiting,  being  most  promi- 
nent features.  When  I first  saAv  this  patient 
her  temperature  was  slightly  over  100  degrees 
and  there  Avas  acute  tenderness  in  the  right 
upper  quadrant.  In  an  interval  of  freedom 
from  acute  symptoms,  the  operation  was  done. 
Since  her  convalescence  she  has  been  again 
greatly  relieved  and  I am  watching  her  course 
Avith  interest  in  the  hope  that  this  may  be 
permanent. 

There  do  seem  to  be  some  definite  contrain- 
dications to  cholestectomy.  Acute  cholecysti- 
tis which  Avill  not  respond  to  medical  treat- 
ment is  probably  better  treated  by  drainage. 
SeA'ere  hepatitis,  cholangitis,  associated  pan- 
creatitis, and  gangrenous  cholecystitis  from 
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impacted  cystic  duct  stone  are  conditions  which 
require  treatment  according  to  the  individual 
case  rather  than  according  to  fixed  rule.  Some 
surgeons  prefer  not  to  remove  the  gall-bladder 
and  open  the  common  duct  at  the  same  opera- 
tion. 

The  hazards  of  cholecystectomy  have  been 
properly  emphasized.  A high  incision,  eleva- 
tion of  the  liver  with  the  aid  of  a second  as- 
sistant, who  pulls  up  the  round  ligament  and 
retracts  the  upper  lateral  abdominal  wall,  with 
careful  packing  back  of  stomach  and  intes- 
tines, will  give  good  exposure  of  the  gall- 
bladder fossa.  In  this  way  the  junction  of 
the  cystic,  common,  and  hepatic  ducts  can  be 
carefully  dissected  out  under  vision  before  the 
cystic  duct  is  clamped  or  cut.  Such  a tech- 
nique will  avoid  most  of  the  difficulties  and 
keep  the  operative  field  under  the  surgeon’s 
control.  The  cystic  artery  at  times  may  slip 
away  and  cause  apprehension.  The  surgeon 
can  grasp  the  vessel  betweeen  his  thumb  and 
index  finger  temporarily  until  the  field  is 
sponged  clear,  when  the  tip  of  the  artery  can 
be  identified  and  a clamp  accurately  applied 
so  that  there  is  little  danger  of  injury  to  the 
common  duct  or  other  important  structures,  an 
imminent  danger  if  blind  clamping  in  a bloody 
field  is  attempted. 

Most  of  the  patients  will  do  well  if  the 
abdomen  is  closed  with  no  drainage,  but  as 
Dr.  McGuire  puts  it,  “a  soft  rubber  drain  does 
no  harm  and  makes  the  surgeon  sleep  better.” 

The  pathologic  diagnosis  of  cholecystitis  at 
the  operating  table  and  under  the  microscope 
is  at  times  difficult.  I have  several  gall-blad- 
ders which  grossly  and  microscopically  show 
little  evidence  of  disease,  which  were  removed 
because  they  contained  stones.  Whether  one 
should  remove  the  apparently  normal  gall- 
bladder “on  the  history”  is  a mooted  point. 
The  history,  physical,  roentgen  and  laboratory 
findings  must  all  be  carefully  weighed.  If 
hepatitis,  pancreatitis,  periductal  lymphadeni- 
tis are  found  with  an  apparently  normal  gall- 
bladder, it  is  well  to  remember  that  these  con- 
ditions may  and  probably  will  be  greatly 
benefited  by  the  physiologic  changes  that  fol- 
low cholecystectomy,  especially  if  we  have  a 
good  history  pointing  to  trouble  in  this  re- 
gion. It  is  to  be  emphasized  that  such  cases 
should  be  closely  followed  by  both  surgeon 
and  internist,  subsequent  improvement  or  lack 


of  it  being  noted  by  means  of  “follow-up” 
records. 

Common  duct  obstructions  whether  from 
stone,  malignancy,  or  inflammation  of  the  pan- 
creas or  stricture  (which  may  be  spontaneous 
or  the  result  of  operative  trauma)  lead  us  to 
the  more  serious  considerations  of  jaundice, 
more  difficult  operative  technique,  and  greater 
mortality.  Pancreatic  and  stricture  obstruc- 
tions usually  give  us  a painless  jaundice,  with 
a tendency  to  enlarged  gall-bladder,  if  this  be 
present,  as  was  pointed  out  by  Courvoisier 
years  ago.  The  jaundice  is  deep  and  fre- 
quently no  trace  of  bile  is  to  be  found  either 
with  the  duodenal  tube  or  in  the  stools,  es- 
pecially late  in  the  disease.  Severe  colic, 
jaundice,  often  intermittent,  with  fever  and 
prostration,  help  us  to  diagnose  common  duct 
stone.  The  duodenal  tube  will  nearly  always 
show  some  trace  of  bile  in  the  return  flow. 

The  administration  of  calcium  chloride  in- 
travenously, together  with  transfusion  and 
glucose  by  proctoclysis  as  developed  by  Wal- 
ters in  the  pre-operative  treatment  of  jaun- 
diced patients  should  be  mentioned  as  a great 
aid  in  reducing  the  bleeding  time  and  in  con- 
sequence lessening  post-operative  hemorrhage. 

In  states  of  total  biliary  obstruction  with  a 
destroyed  or  previously  removed  gall-bladder, 
we  may  find  no  liver  secretion,  but  a mucus, 
the  so-called  “white  bile.”  This  indicates  an 
extreme  degree  of  liver  insufficiency  and  our 
surgical  efforts  should  be  directed  towards 
draining  the  common  duct,  when  usually  the 
return  of  true  bile  will  take  place  in  one  to 
two  days  or  even  earlier.  The  absence  of  bile 
from  the  drainage  after  forty-eight  hours  is 
an  ominous  sign.  Gradual  drainage  of  the 
“white  bile”  by  opening  the  common  duct 
drainage  catheter  at  intervals  and  letting  out 
a little  secretion  at  a time  for  a day  or  so,  is 
advocated  in  certain  extreme  cases  in  order  to 
avoid  what  Judd  calls  “liver  shock,”  a state 
of  collapse  that  may  occur  if  the  common  duct 
is  freely  drained  under  such  circumstance. 

With  the  common  duct  completely  obstructed 
from  stricture  or  malignancy,  anastomosis  of 
the  gall-bladder  to  the  stomach  or  duodenum 
(cholecysto-gastrostomy  or  duodenostomy) 
will  afford  proper  biliary  drainage  and  give 
temporary  relief.  When  the  gall-bladder  has 
been  removed  and  the  common  duct  has  suf- 
fered injury,  implantation  of  the  hepatic  duct 
into  the  duodenum  preferably  over  a rubber 
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tube  offers  one  source  of  relief  and  possible 
cure. 

Malignancy  of  the  gall-bladder  and  ducts  is 
not  frequent.  It  usually  occurs  in  long  stand- 
ing cases  of  cholecystitis.  Removal  of  the  gall- 
bladder and  drainage  of  the  common  duct  or 
its  resection,  may  give  temporary  relief,  but 
on  the  whole  surgery  has  little  to  offer  with 
regard  to  permanent  cure. 

I have  thus  sketched  in  a cursory  way  some 
of  the  clinical  and  pathological  aspects  of 
biliary  tract  disease.  Emphasis  may  be  placed 
primarily  on  a few  points.  First,  cholecysti- 
tis represents  more  than  a local  infection  of 
the  gall-bladder.  We  deal  also  with  hepatitis, 
pancreatitis,  and  possibly  some  form  of  gen- 
eral gastro-intestinal  infection.  Appendicitis 
of  some  grade  is  nearly  always  found  and 
peptic  ulcer  is  occasionally  present.  Second, 
in  removing  the  gall-bladder  we  establish  to 
some  extent  a different  type  of  bile  drainage 
which  seems  to  aid  the  organism  to  a great 
degree  in  overcoming  these  associated  infec- 
tions. At  the  same  time  we  have  removed  a 
stasis  point  in  the  biliary  stream  where  infec- 
tion easily  sets  in  and  from  which  the  other 
neighboring  structures  may  be  affected  by 
lymphatic  spread. 

417  Anchor  Building. 


SINUSITIS  IN  CHILDREN. 

By  HERBERT  R.  ETHERIDGE,  M.  D„  Norfolk,  Va. 

Introductory  Remarks. — I believe  sinusitis, 
especially  in  children,  is  very  often  overlooked 
and  more  often  neglected.  The  reasons  for 
this  are  numerous;  some  I shall  mention. 

Ordinary  coryzas  do  not  always  clear  up  in 
the  usual  time,  or  they  seem  to  clear,  but  really 
do  not,  and  the  parents  think  the  child  has 
caught  a fresh  cold,  when  in  reality  a sinusitis 
is  present.  Some  mothers  are  so  used  to  chil- 
dren having  colds  that  they  pay  very  little 
attention  to  such  conditions. 

Especially  during  influenza  epidemics,  when 
nasal  discharge  is  so  common,  it  is  difficult  for 
the  mother  and  even  the  doctor  to  judge  from 
the  discharge  an  ordinary  rhinitis  from  a sinu- 
sitis. 

Development  of  Sinuses  ( post-embryonic ) — . 

I think  it  well  to  say  a few  words  about  the 
time  of  development  of  the  different  sinuses. 

According  to  Skillern,  at  birth,  the  frontal 
sinus  is  absent  and  makes  its  appearance  be- 
tween the  end  of  the  first  and  beginning  of  the 


third  year,  and  up  to  the  sixth  or  seven  reaches 
only  the  size  of  a pea. 

The  sphenoid,  at  birth,  is  but  a faint  de- 
pression in  the  cancellated  bone  of  the  body  of 
the  sphenoid  and  begins  to  develop  about  the 
fourth  month,  being  fully  formed ; is  . a real 
cavity  not  before  the  end  of  the  first  year, 
being  fully  developed  at  the  age  of  sixteen. 

Ethmoid. — These  cells  are  present  at  birth 
and  develop  simultaneously  with  the  frontal 
sinuses,  from  which  they  are  derived. 

Maxillary. — This  sinus  is  present  at  birth 
and  although  very  small,  occupies  a space  in- 
ternally to  and  not  below  the  orbit.  It  is  about 
the  size  of  a small  bean;  the  lining  membrane 
is  very  thick,  almost  filling  the  entire  lumen 
and  giving  it  a slit-like  appearance.  The  floor 
is  high  and  barely  reaches  the  attachment  of 
the  inferior  turbinate. 

This  may  seem  very  unimportant,  but,  given 
a child  around  two  years  of  age,  we  could  al- 
most with  certainty  eliminate  both'  the  frontals 
and  sphenoids  as  sinuses  which  could  be  in- 
volved. 

In  children  under  two  years,  the  ethmoids 
are,  in  my  experience,  more  often  involved  than 
the  maxillaries.  This,  however,  is  contrary  to 
the  findings  of  many  men  with  a wider 
experience. 

Symptoms. — According  to  Lemere,  attention 
has  been  drawn  to  the  infection  of  nasal  sinu- 
ses in  children  by  one  or  several  of  the  fol- 
lowing symptoms: 

Profuse  nasal  discharge,  or  post-nasal  drain- 
age, cough,  persistent  mouth  breathing  after 
tonsil  and  adenoid  removal,  pale  face  and  lips, 
running  ears,  otitis  externa,  mastoiditis,  poor 
appetite,  recurring  bronchitis,  pneumonia, 
asthma,  pleuritis,  pyelitis,  nephritis,  headaches, 
mental  hebetude,  chorea  and  nervousness, 
arthritis,  chronic  pharyngitis,  facial  acne,  con- 
junctivitis, phlyctenular  and  interstitial  kera- 
titis, and  swelling  of  the  cervical  lymph  nodes, 
etc. 

Diagnosis. — Any  nasal  discharge  Avhich  lasts 
longer  than  the  time  of  an  ordinary  cold 
should  be  suspicious  of  a sinus  condition.  Signs 
of  general  toxemia  should  make  one  suspicious 
of  sinusitis.  In  other  words,  any  condition 
which  could  result  from  a focal  infection, 
should  direct  our  attention  to  the  sinuses,  and 
Ave  should  not  feel  satisfied,  especially  if  no 
other  cause  is  found,  until  AA7e  have  eliminated 
the  sinuses  as  a cause  by  every  known  means, 
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by  examination,  transillumination,  suction 
and  X-ray. 

' Treatment . — 1.  Non-operative;  2.  operative. 
A number  of  good  men  advocate  post-nasal 
sprays  and  claim  excellent  results.  I have 
never  used  this  method.  My  usual  treatment 
is  as  follows : 

Nasal  suction  every  day,  every  other  day, 
or  once  or  twice  a week,  according  to  the 
severity  of  the  case. 

It  is  surprising  how  well  the  children  behave 
during  this  treatment.  It  is  not  pleasant,  and 
even  some  adults  rebel,  but  if  you  explain  to 
the  child  what  you  are  going  to  do  and  start 
the  suction  gently,  gradually  increasing  the 
strength  of  same,  you  will  very  seldom  have 
trouble. 

This  treatment,  of  course,  does  two  things. 
It  first  of  all  removes  some,  if  not  all,  of  the 
retained  pus,  thereby  promoting  drainage  and 
lessening  the  infection.  It  also  produces  a 
passive  hyperaemia,  which  is  very  beneficial. 

After  suction,  T usually  irrigate  the  nose 
with  warm  saline  and  soda  solution,  especially 
if  there  is  much  pus  and  if  the  child  is  old 
enough  and  will  co-operate  sufficiently  to  hold 
her  breath  while  irrigation  is  being  done.  This 
is  very  necessary  as  infection  of  the  ears  is  apt 
to  occur  if  she  should  not  co-operate.. 

Nasal  antiseptic  drops  seem  to  help  in  some 
cases.  I often  use  a 1-5000  metaphen  solution; 
neo-si lvol  10  per  cent;  argyrol  10  per  cent  to 
50  per  cent ; protargol  2 per  cent  to  5 per  cent : 
etc. 

Vaccines. — These  are  beneficial  when  resist- 
ance is  low  and  stimulation  of  resistance  is  in- 
dicated. In  my  opinion,  a specific  vaccine  is 
not  necessary;  any  one  which  will  stimulate 
resistance  is  beneficial. 

If  sinusitis  could  be  gotten  early  in  the  acute 
stage.  I believe  a great  many  more  cures  would 
result,  but  when  they  become  sub-acute  they 
are  more  difficult  to  cure,  and  when  they  be- 
come chronic,  non-operative  treatment  usually 
fails  and  they  are  fortunate  if  they  can  even 
be  cured  by  operation. 

Operative  Treatment. — This  is  indicated  in 
both  the  acute  and  chronic  condition;  in  the 
acute  condition  when  pain  and  profuse  dis- 
charge are  present  and  persist,  in  spite  of  active 
non-operative  treatment,  or  when  prolonged 
treatment  has  been  of  no  avail. 

Conclusion. — I have,  of  course,  been  unable 
to  give  any  new  treatment,  because,  as  far  as 


I can  find,  it  does  not  exist;  but  if  I can  stimu- 
late the  general  practitioner  and  the  pediatri- 
cian, who  have  an  opportunity  to  see  these 
cases  in  the  beginning,  to  keep  their  eves  open 
and  institute  treatment  at  once,  then  I believe 
we  shall  soon  cease  to  see  so  many  chronic  ca  e^ 
of  sinusitis  in  adults  and  this  paper  will  not 
have  been  in  vain. 

517  Medical  Arts  Building. 


FRACTURES  ABOUT  THE  ELBOW 
JOINTS.* 

By  J.  L.  WRIGHT,  M.  D.,  Harrisonburg,  Va. 

I wish  to  speak  in  particular  about  frac- 
tures of  the  lower  end  of  the  humerus,  since 
these  are  the  most  frequent  and  difficult  of 
treatment. 

In  discussing  these  fractures,  it  is  important 
to  know  something  of  the  formation  of  the 
bony  landmarks,  particularly  the  epicondyles 
and  epiphyses.  There  are  four  centers  of  ossi- 
fication. namely:  Internal  epicondyles,  whose 
center  appears  at  the  age  of  five  and  unites 
at  eighteen ; the  capitellum  whose  center  ap- 
pears in  the  third  year;  the  trochlea  whose 
center  appears  at  the  tenth  year;  and  the  ex- 
ternal epicondyle  whose  center  appears  in  the 
fourteenth  y^ear.  The  latter  three  unite  in  the 
seventeenth  year. 

Before  the  age  of  union  of  these  epiphyses,  it 
is  very  easy  to  have  a separation  of  any  or  all 
epiphyses  with  their  typical  deformities: 
swelling  soon  appears  so  that  the  landmarks 
are  quickly  obliterated,  making  diagnosis  diffi- 
cult. Skiagraphs  are  invaluable  in  making  a 
correct  diagnosis.  The  treatment  depends 
upon  the  correctness  of  such  diagnosis. 

By  far  the  most  frequent  fracture  about  the 
elbow  joint  is  the  supracondvloid.  In  this 
fracture  the  lower  end  of  the  upper  fragment 
projects  forward  and  the  upper  end  of  the 
lower  fragment  backward.  On  attempting  to 
flex  the  forearm  on  the  arm  a definite  obstruc- 
tion is  encountered.  With  the  patient  anaes- 
thetized most  of  these  fractures  can  be  reduced 
and  the  arm  put  up  in  flexion,  but  there  is  a 
considerable  number  of  cases  in  which  upon 
subsequent  X-ray  examination,  the  fractures 
are  found  incompletely  reduced.  If  left  in 
this  condition,  limitation  of  flexion  is  so 
marked  after  union  that  the  patient  is  unable 
to  get  the  hand  to  the  head  or  the  mouth.  It 

•Read  before  the  meeting  of  the  Medical  Association  of  the 
Valley  of  Virginia,  Clifton  Forge,  Va.,  June  4,  1925. 
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is  with  this  class  of  unreduced  and  unreducible 
cases  that  we  want  to  impress  upon  you  the 
excellent  results  obtained  by  the  open  method 
of  reduction. 

When  X-ray  examination  shows  an  imper- 
fect reduction  after  a conscientious  effort  at 
reduction  by  manipulation,  it  is  well  to  let 
the  patient  rest  twenty-four  hours,  with  cold 
applications  to  limit  swelling.  Then  incise 
posteriorly,  bring  the  fragments  in  approxi- 
mation. remove  loose  fragments,  close  the 
periosteum  with  chromatized  catgut  and  put 
the  arm  up  in  plaster  at  forty-five  degrees.  A 
small  cigarette  drain  quickly  relieves  swelling 
and  makes  the  patient  comfortable.  Passive 
motion  is  begun  at  the  end  of  ten  days  and  at 
the  end  of  eighteen  days  all  dressings  are  re- 
moved and  the  patient  given  a small  weight  to 
carry  to  straighten  out  the  arm.  By  this 
method  there  are  perfect  anatomic  and  func- 
tion results  and  a perfectly  satisfied  patient. 


CANCER  PLUS  SUGGESTIONS  BASED  ON 
SUGGESTIVE  EXPERIMENT. 

By  STEPHEN  HARNSBERGER.  M.  D.,  Warrenton,  Va. 

(Recently  of  Catlett.) 

A good  many  years  ago  I stumbled  on  a 
well  scarred  old  book  giving  a brief  historical 
sketch  of  Greenland  and  contiguous,  year- 
through,  ice-clad  areas.  Among  other  things 
of  interest,  the  one  constructive  to  me  as  a 
physician  was  the  statement  that  those  ice- 
bound natives  were  singularly  exempt  from 
tumors,  especially  cancerous  growths.  Curious 
to  know  why,  I determined,  to  quote,  “with 
this  brain  I must  work.”  So,  spying  further. 
I found  that  according  to  their  prevailing 
habit,  established  through  necessity  of  isola- 
tion and  seasonal  sameness,  the  inhabitants 
there  subsisted  on  fish  and  the  fats  of  land  and 
water  animals,  with  one  exception — a kind  of 
moss  or  lichen  which  adheres  to  rock,  ice,  etc., 
the  only  green  edible  they  had,  which  they  ate 
pretty  much  like  we  make  use  of  our  salad 
food  products;  and  that  analysis  showed  that 
this  moss  contained  a very  small  amount  of 
iodine.  At  once  it  came  to  mind  that  it  must 
be  this  iodine  content  in  their  ration  that  pro- 
tected them  from  cancer  and  other  tumor 
growths.  From  that  day,  as  physicians  who 
know  me  best,  particularly  in  Washington,  can 
verify,  I have  urged  the  use  of  iodinized 
preparations  in  trying  to  combat  this  horrible 
disease  so  prevalent  among  other  peoples.  Use 


it  by  inunction  to  the  affected  parts;  and  as 
compounded  at  the  present  time,  push  it  in- 
ternally. For  if  it  does  no  good  in  the  way 
suggested,  it  will  assist  in  ridding  the  system 
of  other  infections,  and  to  that  extent,  at  least, 
slow  its  course  towards  the  sure  dissolution. 
But  just  use  it,  or,  better,  perhaps,  have  the 
impressionable  patients  see  to  it  themselves — 
the  mental  obscurity  in  the  effort,  by  enhancing 
body  resistance,  makes  it  a personal  advantage. 

It  is  not  possible  to  give  any  very  lasting  ef- 
fects from  its  use  in  such  cases  because  of  the 
limited  number  of  patients  under  observation; 
and,  besides,  the  feAv  cases  in  reach  were  too 
far  gone  to  give  assured  results.  Still,  the  ven- 
ture  encouraged,  in  fact,  it  may  be  said  that 
iodine  used  locally  on  hopelessly  affected  pa- 
tients greatly  modified  the  local  range  and 
helped  to  mitigate  the  mental  apprehension, 
as  well  as  the  distressing  physical  discomforts. 

An  old  colored  woman,  repugnant  in  ap- 
pearance and  so  badly  stinking  one  could 
scarcely  breathe  in  her  room,  had  an  enormous 
cancer  of  the  uterus  which,  though  projecting 
out  of  the  vagina,  and  sloughed  off  to  a great 
extent,  returned  to  a higher  position  under 
the  iodine  treatment.  The  odor  almost  or  en- 
tirely disappeared,  and  there  was  a return  of 
appetite  and  fairly  restful  sleep.  She  thought 
she  was  sure  to  recover,  but  after  a time  new 
destructive  activity  beyond  reach  set  up  and 
the  ending  confirmed  the  history  of  the  dis- 
ease. 

Another,  seen  and  operated  on  at  the  Uni- 
versity of  Virginia  Hospital  for  cancer  of  the 
penis,  yielded  greatly  to  the  local  and  internal 
administration  of  iodine,  but  he  finally  suc- 
cumbed to  its  ravages. 

A third,  a woman  past  middle  age,  with  a 
cancerous  condition  just  below  the  left  breast, 
apparently  mended  nicely  to  local  applications 
of  iodine.  This  patient  also  went  to  Charlottes- 
ville on  account  of  a stubborn  cough,  where  it 
was  found  the  disease  was  eating  away  the 
lung  and  was  bevond  the  aid  of  surgery. 

Now  I simply  publish  this  recital  to  stimu- 
late, if  possible,  others  properly  interested  in 
the  welfare  of  humanity,  to  give  more  thought 
and  effort  along  the  lines  indicated,  for  some 
day  some  one  may  hit  upon  the  experimental 
luck  that  will  really  do  lasting  good  to  this, 
at  present,  hopeless  class  of  sufferers. 

In  suspected  cases,  early  intravenous  iodi- 
nized preparations  may  stay  the  progress  of 
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the  disease.  Or  its  intravenous  use  with  the 
same  use  of  mercurochrome,  or,  in  connection 
with  the  same  use  of  a different  but  pure  blood 
at  safe  intervals  under  aseptic  conditions,  to- 
gether with  pushed  nourishment,  and  quiet  of 
mind  and  body,  may  lend  the  hope  that  will 
eventually  respond  in  successful  experiment. 
Likewise,  there  is  reason  for  advising  other 
precautionary  measures  in  this  connection : A 
certain  content  of  the  potassium  bicarbonate 
(99.5  per  cent  pure)  ion  is  necessary  to  fortify 
and  maintain  the  human  system  against  the 
encroachment  of  influenzal  affections,  rheuma- 
tic troubles,  tuberculosis  and  other  infections 
— possibly  cancer.  The  trial  can  do  no  harm. 
A few  days’  precautionary  administration  every 
autumn  and  spring,  cutting  down  the  solid  ra- 
tion and  increasing  the  water  intake,  is  a safe 
and  sane  habit  for  everyone  to  adopt  and  fol- 
low through  life.  It  is  vastly  preferable  to 
running  the  risk  of  being  sick.  Not  always, 
perhaps,  but  far  too  often,  sickness  is  of  one’s 
own  making.  Conscientiously  adhered  to, 
every  susceptible  person  can  fortify  himself 
against  “taking  colds,”  and  the  complaints  they 
are  known  to  leave  in  their  wake.  Then,  why 
let  yourself  get  sick? 

I do  not  fall  to  the  complacent  notion  that 
negatived  effort,  based  on  what  has  been  a 
closed  past,  is  a path  worthy  the  respect  of 
human  intelligence’.  It  should,  if  rightly  re- 
garded, inure  to  increased  thought  and  more 
determined  exploration,  investigation  and  ex- 
periment. It  is  the  never-give-up  spirit  that 
wins. 

Therapeutically,  there  seems  to  be  a kindly 
affinity  between  iodine  and  the  tymphatic 
function,  for  when  this  function  deviates  from 
the  normal,  the  local  and  internal  use  of  iodine 
and  iodinized  preparations  readily  restores  the 
waning  or  lost  action.  While  this  claim  is 
based  on  approved  results  essentially  useful 
in  evoking  human  energies,  I am  willing  to 
grant  that  it  is  still  confined  to  a therapeutic 
pose.  Nevertheless,  to  an  observing  mind 
they  are  of  material  interest  because  it  windows 
the  fact  that  violated  nature  only  sleeps — that 
natural  vitality  has  not  succumbed.  This  gives 
the  inspiration  and  aspiration  required  to  fol- 
low the  details  of  unceasing  contrivance  and 
effort;  and  it  furnishes  impulse  to  foresight 
and  future,  guarded  circumstances.  For  it  is 
the  feeling  within  that  will  out  that  encour- 
ages; that  is,  it  is  in  the  hospitality  the  host 


accords  the  treatment — the  sequence  confidence. 

Cancer  is  the  futile  result  of  the  conflict  be- 
tween waste  and  economy — and  economy  is  no 
more  than  elimination  of  waste.  But  will  we 
heed  this  fact?  Ask  the  experience  and  teach- 
ing of  the  past?  Back  of  this,  nature  only  re- 
bels when  grossly  imposed  upon.  So  it  is  with 
these  local  faults  and  many  internal  physical 
defections ! May  we  expect  to  build  surely  on 
the  slump  in  the  past  that  has  caused  whole- 
sale sacrifice  to  make  these  things  true?  Not 
if  we  have  learned  anything  from  past  history 
or  experience. 

When  applied  to  health,  economy  means 
elimination  of  waste,  for  it  is  holding  of  waste 
in  the  body  tissues  and  blood  and  lymph  chan- 
nels wrhich  incites  to  local  and  systemic  de- 
fault— the  sure  forerunner  of  disease.  Any 
detention  or  retention  of  refuse  will  eventually 
cause  irritation  somewhere,  and  this  irritation 
will  manifest  its  presence  at  the  weakest  or 
most  vulnerable  point;  and,  if  prolonged,  is 
sure  to  annoy  or  do  worse. 

Health  depends  upon  the  friendly  inter- 
change of  waste  and  repair.  Any  interference 
with  this  compensating  equality  of  function 
obstructs  the  forces  that  renovate  and  build. 

Rational  living  is  the  only  security  against 
sickness,  especially  cancer.  Nutrition,  general 
and  local,  is  at  the  bottom  of  all  tissue  changes 
or  disturbances.  Nutrition,  the  frontier  of 
safety — the  vanguard — carries  potential  dan- 
ger at  all  times.  Over-nutrition  and  under- 
nutrition are  equally  potential  factors  or  par- 
ents of  first  functional  discrepancy  and  then 
of  disease.  The  proximate  natural  cause  is 
delinquent  tissue  (cell)  function.  When  this 
type  of  patient  comes  for  your  care,  it  is  likely 
he  has  consulted  many  others  and  let  the 
auspicious  opportunity  of  anticipated  help  un- 
wisely escape. 

The  lymphatics  are  the  conservators  and  the 
glands  the  watchmen  scattered  here  and  there 
to  control,  by  warnings,  any  interference  with 
the  natural  physiologic  action,  or  the  initial 
balk  in  lymph  function  This  system,  on  ac- 
count of  its  sure  and  before-danger  signaling, 
makes  it  take  the  lead  in  importance.  If  it 
acts,  we  stay  well.  If  it  shunts  in  any  respect, 
we  get  sick.  To  be  immuned  against  cancer 
we  must  have  a perfectly  working  lymphatic 
exchange.  Pure  blood  in  unimpeded  flow  is 
nature’s  priceless  home-guard  against  all  va- 
grant, inimical  tissue  and  other  physical  con- 
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ditions,  local  or  systemic;  the  lymphatics,  in 
my  mind,  are  the  trusted  sewers  and  the  lymph 
nodes  the  wideawake  signal  warning  stations. 
Interrupt  the  energies  of  either  and  you  block 
efficiency,  or  do  worse — bring  on  disease.  First, 
the  environment;  then  the  cell  affections;  and, 
by  generification,  the  subsequent  degeneration 
is  generalized. 

We  feel  that  the  greatest  hope  for  the  fu- 
ture development  of  means  to  prevent  or  cure 
cancer  lies  in  the  perfection  of  means  for  the 
induction  of  regional  sterility.  This,  inter- 
preted, urges  that  we  must  be  keen  to  detect 
the  initial,  inducing  evidence  of  the  incipient 
local  or  localizing  incapacity.  We  now  have 
convincing  proof  of  many  external  local 
changes  which  point  to  future  cancers  and  we 
are  endeavoring  to  make  these  visible  marks 
of  knowledge  lodge  in  the  minds  of  the  peo- 
ple and  to  induce  them  to  act  early  and  con- 
fidently in  having  these  ocular  warnings  re- 
moved. '“The  better  fart  of  safety  is  discre- 
tionT 

Practically,  from  bedside  knowledge,  I am 
inclined  to  the  opinion  that  cancer  is  condi- 
tioned on  a modified  lymph  gland  action,  or 
due  to  a disordered  lymph,  and  that  the  dis- 
appearance of  these  conditions  must  be  en- 
trusted to  the  conveyance  exits  furnished  by 
the  lymphatic  route.  To  meet  this  specific  re- 
quirement, we  must  impress  the  basic  fact  that 
the  prime  factor  of  evil  lies,  first,  in  the  man- 
ner we  prepare  and  take  our  food ; second,  the 
way  we  masticate  it;  and  the  habit  of  excess 
filling  just  because  it  carries  a beckoning  relish, 
is  to  be  guarded  against.  Better  by  far  to 
eat  too  little  than  to  consume  more  than  the 
system  needs,  for  in  the  former  case  the  emunc- 
tories  are  rested,  grow  stronger  and  we  are 
given  a chance  to  renovate  and  keep  clean.  A 
thoroughly  working  sewer  system  seldom  af- 
fords points  suited  to  the  lodgement  of  irritat- 
ing or  menacing  changes  leading  to  cancer. 

Applied  to  health,  economy  means  elimina- 
tion of  the  waste  in  the  body  tissues,  the  blood 
and  lymphatic  channels  which  incite  to  local 
and  systemic  defection,  the  sure  forerunner  of 
disease,  unless  corrected  early . Any  detention 
or  retention  of  body  refuse  will  eventually 
cause  irritation  somewhere,  and  this  irritation 
will  manifest  its  presence  at  the  weakest  or 
most  vulnerable  point,  and,  if  prolonged,  is 
certain  to  annoy  or  do  worse. 

The  consumption  of  much  meat  must  be  con- 


sidered harmful ; it  is  unfavorable  to  long  life, 
nor  is  it  necessary  to  sustain  either  mental  or 
physical  vigor  or  animal  heat.  Besides  it  is 
a fact  that  when  we  eat  meat  we  take  into 
our  systems  animal  waste  products,  substances 
which  become  poisonous  in  the  human  body, 
unless  they  are  cast  out  readily  and  fully.  So 
it  is  plain  that  an  extra  tax  is  occasioned  on 
the  lymphatic  machinery,  and,  if  not  removed, 
we  must  suffer  the  consequences.  Almost  cer- 
tainly there  is  clogging  of  the  circulation. 
The  excess  fullness  overtaxes  not  only  all  the 
principal  organs,  but  inevitably  similarly 
freights  the  lymphatics.  In  other  wTords,  it 
aids  to  make  life  a continual  “Blue  Sunday” 
because  it  disturbs  osmotic  force.  Nor  should 
we  forget  or  overlook  the  present-day  de- 
mineralized and  devitaminized  cereal  foods, 
flour  particularly,  which  does  not  nourish,  but 
forms  noxious  gases,  which  in  turn  poison  the 
human  system,  expressing  themselves  in  many 
devious  ways.  These  upset  the  metabolic  pro- 
cesses, and  disease  results.  These  gases,  we 
are  led  to  believe,  by  inhibition,  or  otherwise, 
are  largely  the  precursor  pioneers  of  the  can- 
cer settlements,  through  selective  action.  This 
is  a plausible  inference  and  may  be  found  to 
rank  higher  as  a causative  factor.  Our  faint 
attitude  towards  cancer  has  in  the  past  ener- 
vated us  like  “spiders  in  the  vault  their  many 
webs  have  spread.” 

An  inquiry  was  made  of  the  Metropolitan 
Life  Insurance  Company  of  New  York,  to 
settle  the  notion  that  possibly  the  fats  con- 
sumed by  ice-bound  people  had  some  influence 
in  immunizing  them  against  cancer  and  that 
the  disease  in  other  sections  took  hold  on  the 
lean  more  frequently  than  the  obese.  Infor- 
mation received  from  them  shows  the  opposite 
conditions  and  therefore  leaves  iodine  as  the 
tentative  potent  immunizing  agent — until  fur- 
ther light  sustains  or  nullifies  its  assumed 
virtue. 

J.  W.  Turrentine,  Ph.D.,  U.  S.  Department 
of  Agriculture,  Washington,  D C.,  says  in  sub- 
stance: “On  account  of  the  iodine  deficiency 
in  our  foods  the  majority  of  the  populace  suf- 
fer from  some  degree  of  thyroid  derangement.” 
He  has  demonstrated  that  iodine  can  be  fur- 
nished such  persons  by  feeding  them  on  cer- 
tain marine  plants  or  seaweed,  which  are  ac- 
companied by  a series  of  sea-salts  and  other 
mineral  elements  essential  as  body  constituents 
whose  absence  may  give  rise  to  /.her  deficiency 
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diseases  than  goiter.'*  This  only  helps  to 
confirm  the  view  I have  always  held  that 
iodine  is  a necessary  ingredient  of  the  perfect 
diet,  and  next  to  water  it  is  the  cardinal  in- 
gredient in  warding  off  all  or  nearly  all  de- 
ficiency diseases.  It  is  the  inciting  force  that 
directs  and  maintains  the  human  house-clean- 
ing. 

A logical  agitation  of  the  matter  through 
the  ardent  effort  of  many  contrary  opinions 
is  the  only  way  to  focus  the  light  that  will 
avert  this  one  human  woe. 

“Accuse  not  nature!  she  hath  done  her  part; 

Do  thou  but  thine.” — Milton. 

When  research  discovers  the  secret  of  cell 
immunity  cancer  will  cease  to  trouble  us.  This 
is  my  point  of  view.  Let  us  have  fusion  of 
interest  and  effort. 

Local  cancer  is  easilv  avoided,  just  as  tu- 
berculosis is.  These  days,  any  one  who  is  so  re- 
miss in  care  for  himself  and  family  as  to  have 
either,  gets  only  what  he  deserves  brought  on 
himself.  This  is  established  fact. 


THE  SURGICAL  RELIEF  OF  CERTAIN 
PAINFUL  CONDITIONS.* 

By  HARRY  HYLAND  KERR,  M.  D„  C.  M.,  Washington,  D.  C. 

The  realm  of  modern  surgery  has  enlarged 
great lv  since  its  birth  with  Lister’s  discovery 
in  1865.  Every  region  and  cavity  of  the  body 
has  been  invaded.  Now  general  surgery  is  fast 
being  split  up  into  many  specialties.  Perhaps 
the  latest  and  most  interesting  of  these  is  that 
branch  devoted  to  the  surgery  of  the  nervous 
system.  Many  of  us  think  of  neurological 
surgery  as  the  surgery  of  tumors  of  the  brain 
or  of  fractured  skulls,  but  I am  tempted  to 
call  your  attention  to  the  various  surgical  pro- 
cedures on  the  nervous  system  that  may  be  of 
great  value  on  certain  painful  lesions  not 
otherwise  easily  relieved. 

Pain  is  the  most  outstanding  symptom  met 
with  in  all  the  field  of  medicine.  It  is  Nature’s 
call  for  relief  and  demands  immediate  re- 
sponse. It  is  transmitted  to  the  cei’ebral  cor- 
tex by  the  .sensory  nerves  of  the  central  nervous 
system.  It  may  be  transmitted  by  the  sympa- 
thetic system.  Visceral  pain  is  undoubtedly 
so  transmitted.  The  sympathetic  nerves  are 
the  only  ones  found  in  the  viscera  and  must 
transmit  the  pain  which  is  so  common  a symp- 
tom of  visceral  disease.  There  is  growinof  evi- 
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dence  that  peripheral  pain  from  the  limbs  may 
be  in  part  transmitted  by  the  sympathetic  sys- 
tem. At  least,  severance  of  the  sympathetic 
pathways  to  a limb  may  abolish  certain  types 
of  pain  in  that  limb. 

The  surgical  relief  of  pain  necessitates  sur- 
gicial  attack  on  the  pain  pathways.  The  sever- 
ance of  the  sensory  tract  leading  from  the 
affected  nerves  to  the  cerebral  cortex  is  de- 
manded. Interference  with  the  pathways  dis- 
tal to  the  lesion  is  futile.  Thus  resection  of 
the  peripheral  nerves  leading  to  an  area  at 
which  pain  is  felt  in  a case  of  spinal  cord 
tumor  has  no  effect  on  the  pain.  This  is  true 
of  all  types  of  pain  but  one.  Paradoxically 
it  is  not  true  in  tic  douloureux.  Here  the  suc- 
cessful injection  or  the  severance  of  the  af- 
fected branch  of  the  ganglion  in  which  the 
pain  is  felt,  gives  immediate  relief.  The  re- 
lief only  lasts,  however,  until  the  particular 
branch  regenerates.  Then  all  the  pain  recurs, 
often  in  an  exaggerated  form. 

The  cure  of  tic  douloureux  is  one  of  the  most 
brilliant  contributions  of  neurological  surgery. 
The  diagnosis  is  usually  easilv  made.  The 
patient  is  in  the  fifties  or  sixties  and  tells  the 
characteristic  story  of  attacks  of  stabbing, 
lightning-like  pain  over  the  distribution  of 
one  of  the  branches  of  the  gasserian  ganglion, 
over  the  forehead,  in  the  cheek  and  upper  lip, 
or  in  the  jaw.  The  attacks  become  more  fre- 
quent and  more  severe  until  all  the  branches  of 
the  fifth  nerve  are  affected  and  the  patient  is 
reduced  to  a pitiful  state.  He  cannot  talk  or 
eat  for  fear  of  starting  an  attack  and  begs  for 
relief.  There  are  many  other  types  of  pain  in 
the  face  and  their  differentiation  from  true  tic 
douloureux  may  be  difficult.  The  therapeutic 
test  of  nerve  injection  will  however  clear  up 
the  question.  If  the  complete  blocking  of  the 
fifth  nerve  branch  to  the  painful  area  relieves 
the  pain,  the  diagnosis  of  tic  douloureux  can 
be  made  with  certainty.  Complete  relief  of 
the  agonizing  pain  can  be  obtained  by  two 
surgical  procedures,  injection  of  the  affected 
branch  with  alcohol,  or  division  of  the  root  of 
the  ganglion.  Though  the  first  is  much  easier 
and  much  simpler  and  is  usually  selected  by 
the  patient,  the  relief  is  only  temporary  and 
the  procedure  has  to  be  repeated. 

The  operation  of  the  division  of  the  gang- 
lion root  has  now  reached  a place  of  near  per- 
fection. The  risk  is  no  longer  what  it  was 
when  the  ganglion  itself  was  avulsed  and  the 
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mortality  should  not  be  greater  than  1 or  2 
per  cent.  The  skull  is  opened  through  a small 
trephine  opening  under  the  temporal  muscle. 
The  dura  is  stripped  up  from  the  base  of  the 
skull  till  the  ganglion  is  reached.  The  root  is 
divided  or  avulsed  with  little  risk.  I advise 
all  my  patients  to  be  operated  on,  but  most  of 
them  demand  injection  at  the  first  visit.  When 
their  pain  returns  and  they  submit  to  opera- 
tion later,  they  always  regret  not  having  fol- 
lowed my  suggestion  of  operation  at  first. 
They  must  be  told  of  the  anesthesia  that  will 
ensue  and  should  be  warned  of  the  danger  to 
the  eyes  and  the  necessitv  of  wearing  ironies 
in  the  open  air  for  several  months.  I always 
put  each  case  in  the  care  of  a competent 
ophthalmologist  who  follows  their  progress 
for  at  least  six  months.  There  are  no  more 
grateful  patients  than  those  who  have  been 
cured  of  the  torture  of  tic  douloureux  by  re- 
section of  the  ganglion  root. 

The  most  outstanding  type  of  peripheral 
pain  is  the  so-called  eausalgia  of  Weir 
Mitchell.  Fortunately  it  is  rarely  seen  in  its 
true  and  fulminant  type.  In  500  cases  of  peri- 
pheral nerve  injury  under  my  care  at  the 
Walter  Reed  General  Hospital  after  the  War, 
I saw  only  one  true  case.  I will  never  forget 
the  picture  of  the  thin,  emaciated  soldier  hud- 
dled under  a blanket  on  a stretcher  and  hold- 
ing his  wasted  right  hand  with  his  left.  He 
had  not  slept  naturally  for  months  and  was  in 
too  great  agony  to  eat  or  think  of  anything 
but  his  pain. 

I here  are,  however,  many  so-called  cases  of 
eausalgia  of  much  the  same  etiology  but  of 
much  less  severity.  In  partial  lesions,  es- 
pecially of  the  sensory  nerves,  as  the  median, 
pain  is  a prominent  symptom.  It  may  be  slight 
but  constant,  or  it  may  be  severe  enough  to 
affect  the  general  health  of  the  sufferer.  As 
these  partial  lesions  slowly  but  steadily  pro- 
ceed to  a spontaneous  recovery,  the  pain  gradu- 
ally subsides.  When  it  is  severe  and  in  cases 
of  true  eausalgia,  only  one  course  is  to  be 
recommended.  The  nerve  should  be  divided 
proximal  to  the  lesion,  and  immediately  re- 
sutured. Neurolysis  or  alcoholic  injections  are 
only  a waste  of  time.  Here  again,  surgical  re- 
lief is  magical. 

V hen  the  pain  arises  outside  the  nervous 
system  and  is  not  amenable  to  surgical  at- 
tack on  the  lesion  itself,  cordotomy  is  of  great 
value.  The  older  operation  of  division  of  the 
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posterior  roots  will,  I believe,  be  supplanted 
bv  this  valuable  operation.  In  cases  of  irre- 
movable tumors,  especially  involving  the  lower 
spine,  also  in  cases  of  spinal  injury  involving 
the  cauda  equina,  and  in  the  crises  of  tabes, 
it  is  indicated.  Frazier  has  shown  that  the 
anterolateral  tracts,  the  principal  ascending 
pain  pathway  of  the  spinal  cord,  can  be  divided 
with  complete  relief  of  pain  and  without  af- 
fecting the  other  tracts  of  the  cord.  Through 
a high  laminectomy,  the  anterolateral  tracts 
of  the  spinal  cord  are  severed  with  a small 
knife. 

The  sensation  of  touch  and  the  thermal 
sense  is  not  abolished,  but  all  painful  stimili 
are  completely  cut  off  from  the  sensorium. 

In  recent  years  the  sympathetic  nervous  sys- 
tem has  attracted  the  attention  of  the  medical 
world  and,  as  in  other  fields,  surgery  has  helped 
to  unravel  some  of  its  mysteries.  Hunter  and 
Royale  have  shown  that  the  sympathetic 
nerves  have  a part  in  the  enervation  of  muscle. 
In  selected  cases  of  spastic  paralysis  much  im- 
provement is  claimed  to  be  obtained  by  sur- 
gically severing  the  rami-communicantes,  be- 
tween the  sj’mpathetic  cord  and  the  peripheral 
nerves  to  the  affected  limb. 

Another  function  of  the  sympathetic  system 
is  the  trophic  control  of  the  periphery. 

In  Raynaud's  Disease,  when  symmetrical 
gangrene,  accompanied  by  pain,  is  the  char- 
acteristic symptom,  relief  is  obtained  by  the 
so-called  Leriche  Operation.  The  main  artery 
of  the  limb  is  exposed  and  the  adventitia  is 
dissected  off  the  vessel  for  a distance  of  sev- 
eral inches.  As  the  sympathetic  fibers  pass  in 
the  adventitia,  its  removal  cuts  off  the  distal 
parts  from  sympathetic  control.  Complete  re- 
lief of  pain  is  thus  brought  about  with  the 
arrest  of  the  gangrene.  Leriche  advocated  his 
operation  for  relief  in  other  painful  lesions 
such  as  the  so-called  eausalgia  referred  to 
above  and  in  intermittent  claudication.  The 
results,  however,  have  not  borne  out  his  early 
hopes. 

Raynaud's  Disease,  scleroderma  and  ervthro- 
melalgia  are  apparently  the  most  susceptible 
lesions  to  this  procedure.  There  is  produced  by 
sympathectomy  a definite  effect  on  the  capil- 
lary circulation.  It  has  been  shown  that  the 
temperature  of  the  part  is  elevated  and  the 
capillary  circulation  definitely  increased.  This 
effect  is  enhanced  when  the  Leriche  Opera- 
tion is  combined  with  division  of  the  rami- 
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communicantes.  In  a recent  case  of  endarteritis 
obliterans,  when  a simple  Leriche  operation  had 
failed  to  help  on  one  side  the  combined  Leriche 
operation  and  the  Royale  operation  brought 
cessation  of  pain  and  prompt  healing  of  the 
ulcers.  These  procedures  probably  act  through 
paralysis  of  the  vasoconstrictors.  The  con- 
traction of  the  vessels  is  prevented  and  in- 
crease in  blood  flow  to  the  part  is  enhanced. 

The  control  of  the  vasoconstrictors  by  the 
sympathetic  has  recently  been  applied  to  the 
surgical  relief  of  angina  pectoris.  The  ration- 
ale of  the  operative  procedures  used  is  based 
on  Sir  Clifford  Allbutt’s  theory  of  the  nature 
of  angina  pectoris.  Contrary  to  the  older 
teachings,  he  believed  that  the  disease  is  pri- 
marily in  the  first  portion  of  the  aorta  and 
that  the  heart  itself  or  its  coronary  arteries 
may  be  entirely  uninvolved.  The  character- 
istic lesion  is  an  aortitis  involving  the  outer, 
rather  than  the  inner  coats  of  the  vessel. 
Through  the  nerve  fibers  of  the  cardiac  plexus, 
the  aortitis  sets  up  a reflex  spasm  of  the  aorta 
when  subjected  to  strain.  The  root  of  tfie 
aorta  first  feels  the  brunt  of  increased  heart 
action  and  the  nerve  fibers  in  its  adventitia 
are  irritated.  Through  the  afferent  nerve 
tracts  this  irritation  stimulates  the  centers  in 
the  cord  or  the  medulla.  Through  the  efferent 
fibers  the  muscular  walls  are  thrown  into  con- 
traction. The  subjective  manifestation  of  this 
spasm  is  the  agonizing  substernal  pain  referred 
down  the  left  arm.  It  is  probable  that  the 
pain  always  accompanies  a contraction  of  the 
vessel.  The  attacks  can  be  arrested  and  relief 
obtained  if  the  vessel  is  made  to  dilate.  Clini- 
cal experience  indorses  the  theory,  in  that  the 
most  efficacious  drugs  used  during  the  attacks 
are  the  vasodilators  as  nitroglycerine  and 
amylnitrite.  As  these  drugs  relieve  the  at- 
tacks, surgery  has  attempted  to  prevent  them. 
As  the  attack  is  the  manifestation  of  an  aortic 
spasm,  the  result  of  a physiological  reflex,  it 
can  be  prevented  by  dividing  either  the  efferent 
or  the  afferent  fibers  of  the  reflex  arc. 

The  heart  is  enervated  by  the  superficial  and 
deep  cardiac  plexuses  with  their  branches,  the 
anterior  and  posterior  coronary  plexuses.  The 
superficial  cardiac  plexus  is  made  up  of  the 
left  superior  cardiac  nerve  from  the  left  su- 
perior sympathetic  ganglion  and  branches 
from  the  vagus  and  filaments  from  the  deep 
cardiac  plexuses.  It  is  distributed  to  the  base 
of  the  aorta,  the  atria,  and  the  anterior 


coronary  plexus.  The  deep  cardiac  plexus  is 
made  up  of  other  cardiac  nerves  from  the 
right  and  left  sympathetic  ganglia  and  the 
vagi. 

A greater  part,  if  not  the  greatest  part,  of 
the  nerve  supply  of  the  root  of  the  aorta  is 
from  the  superficial  cardiac  plexus.  The 
sympathetic  portion  of  this  plexus  comes  prin- 
cipally from  the  left  superior  cervical  gang- 
lion through  the  left  superior  cardiac  nerve. 
This  nerve,  therefore,  plays  a large  part  in  the 
sympathetic  enervation  of  the  first  portion  of 
the  aorta. 

The  depressor  nerve  is  considered  an  affer- 
ent nerve  of  the  heart.  In  the  rabbit  it  occurs 
as  a separate  nerve,  but  in  man  its  anatomical 
identity  is  not  clearly  made  out.  Holer,  in 
describing  his  operation  of  the  division  of  the 
depressor  nerve  for  the  relief  of  angina  pec- 
toris, advises  the  resection  of  all  branches  of 
the  vagus  and  superior  laryngeal  nerve  pass- 
ing into  the  thorax.  Stimulation  of  the  de- 
pressor nerve  uniformly  causes  a drop  in 
blood  presure  in  experimental  animals.  If  it 
acts  in  the  same  way  in  man  it  is  probable 
that  the  depressor  nerve  is  included  in  the 
human  vagus  sheath,  since  irritation  of  the 
vagus  near  the  base  of  the  skull  produces  the 
same  phenomenon.  Division  of  either  of  these 
nerve  tracts,  the  sympathetic  or  depressor 
nerve,  would  theoretically  interrupt  the  reflex 
arc  connecting  the  heart  with  the  central  ner- 
vous system. 

Francois  Franck  suggested  division  of  the 
sympathetic  nerve  tracts  to  the  heart  for  the 
relief  of  angina  pectoris.  Wenckebach  sug- 
gested division  of  the  depressor  portion  of  the 
vagus  with  the  same  object  in  view.  Both 
procedures  have  been  carried  out  in  a limited 
number  of  cases  with  results  encouraging 
enough  to  tempt  us  to  continue  our  surgical 
efforts  to  relieve  this  terrible  malady. 

I reported  eight  cases  before  the  American 
Surgical  Association  operated  on  by  the  so- 
called  American  operation,  that  is,  superior 
cervical  sympathectomy  under  local  anesthesia, 
in  contra-distinction  to  the  Jonnesco  operation 
of  removal  of  the  entire  cervical  sympathetic 
chain.  My  experience  with  the  study  of  some 
sixty  cases  from  the  literature  leads  me  to  be- 
lieve that  this  simple  operation  which  has  no 
risk  and  leaves  little  or  no  disability  is  emi- 
nently worth  while. 

1744  IV  Street. 
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THE  ROLE  OF  NUTRITION  IN 
TUBERCULOSIS  PREVENTION.* 

By  AGNES  D.  RANDOLPH.  Richmond.  Va. 

Director,  Bureau  of  Tuberculosis  Education,  State  Board  of 
Health. 

It  is  with  somewhat  of  a painful  pleasure 
that  I am  with  you  this  morning.  I appreciate 
the  compliment  implied  in  your  invitation;  yet 
such  is  my  respect  for  the  word  science,  that 
I feel  quite  humble.  The  only  contribution  I 
can  hope  to  make  to  your  deliberations  must  be 
drawn  from  observations  in  a field  in  which 
knowledge  is  as  yet  imperfect,  and  in  which 
the  beliefs  of  today  must  be  ready  for  dis- 
avowal in  the  light  of  tomorrow’s  discoveries. 

The  word  “nutrition”  is  used  in  this  paper 
in  its  actual  meaning,  and  refers  to  “proper 
food  for  tissue  building.”  There  is  a method 
for  dealing  with  the  conditions  of  malnutrition 
which  is  widely  discussed  under  the  term 
“nutrition  work.”  This  method  includes  cor- 
rection of  physical  defects,  discipline,  proper 
rest,  proper  food,  and  proper  hygiene.  All  of 
these  factors  are  essential  if  we  are  to  establish 
balanced  metabolism,  and  any  method  for 
securing  proper  nutrition  must  include  them 
all.  The  nutrition  class  method  is  a valuable 
contribution  to  health  work.  Fully  appreciat- 
ing the  implications  and  importance  of  the 
other  factors,  I shall,  however,  exclude  from 
our  consideration  all  factors  concerned  in  the 
method,  save  food  alone. 

The  problem  of  nutrition  is  of  paramount 
importance  in  the  campaign  against  tubercu- 
losis because  of  the  very  nature  of  the  body’s 
method  of  combating  the  disease.  It  is  now 
recognized  that  75%  of  tuberculous  infection 
occurs  prior  to  the  fifteenth  year,  whereas  the 
highest  disease-incidence  occurs  much  later. 
As  soon  as  definite  infection  takes  place,  the 
body  endeavors  to  wall  off  the  bacilli  behind 
a calcified  barrier.  Whether  or  not  this  barrier 
holds  is  in  large  measure  dependent  upon  the 
stamina  of  the  individual — what  we  call  the 
powder  of  resistance.  Many  factors  tend  to 
lower  this  defensive  power;  worry,  lack  of 
mental  discipline,  overwork,  concurrent  ill- 
nesses, and  so  on.  The  strain  of  life  is  a force 
which  hammers  and  hammers  against  the  bar- 
riers; when  the  force  becomes  too  strong,  the 
wall  is  broken,  out  sweeps  the  enemy,  and  dis- 
ease begins.  Everything,  therefore,  which 
tends  to  keep  the  body  strong  in  its  defense 
line  is  a preventive  agent.  Among  the  other 


factors,  those  which  build  body  tissue,  or  are 
fundamental  in  maintenance  of  body  metabol- 
ism, are,  naturally,  of  chief  importance. 
Among  these,  fresh  air,  without  which  metabol- 
ism  cannot  be  maintained,  and  food,  are  the 
two  essentials. 

Since  infection  occulrs  in  childhood,  tuber- 
culosis enters  when  the  organism  is  already 
burdened  with  the  necessities  of  body  growth. 
It  must  select  from  the  food  the  calcium  for 
wall-building,  and  from  it,  also,  must  be  drawn 
materials  to  develop  the  defensive  power  for 
disease  resistance.  Throughout  life  the  latter 
requirement  continues.  Knowledge  of  foods 
and  their  functions  is  power  against  disease. 

The  first  scientific  ideas  regarding  diet  were 
based  upon  knowledge  of  the  chemical  elements 
of  food  and  the  chemical  demands  of  the  human 
body.  Since  in  energy  expenditure  and  tissue 
destruction,  certain  chemical  elements  were  al- 
tered or  lost,  a diet  which  replaces  these  ele- 
ments will  maintain  the  body  at  a uniform 
average.  This  thought  gave  confidence  in  pro- 
teids,  carbohydrates,  fats,  and  mineral  salts  as 
the  only  essential  factors  in  food.  This  belief 
held  almost  undisputed  sway  for  more  than 
half  a century.  Diets  were  organized  on  the 
theory  that  proteids  were  required  for  tissue 
building;  carbohydrates  for  energy  produc- 
tion; fats  for  heat;  and  mineral  salts  for  va- 
rious essential  body  functions.  Not  until  after 
1900  was  it  suspected  that  the  proteids  differed 
in  metabolic  value. 

Bv  1900  one  important  modification  in  diet 
teaching  had  been  developed.  By  exact  ex- 
perimentation with  the  calorimeter,  Atwater 
and  others  had  determined  the  caloric  food 
values  necessary  to  supply  energy  requirements 
under  several  varying  conditions.  The  basal 
metabolism  requirement  for  a man  of  average 
weight,  from  150-160  pounds,  -was  found  to 
be  approximately  1,680  calories  in  24  hours. 
The  caloric  requirements  under  conditions  of 
muscular  activity,  -with  differences  as  slight  as 
those  between  a reclining  or  la  sitting  posture, 
were  demonstrated.  Moderate  work  raised  the 
basal  metabolism  requirement  of  the  same  in- 
dividual to  3,000  calories  in  24  hours;  while 
hard  manual  labor  made  the  total  energy  re- 
quirement as  high  as  5,000  calories.  The  caloric 
requirements  during  the  period  of  growth  were 
more  difficult  to  estimate,  and  have  been 
variously  placed.  For  growth  alone,  excluding 
metabolism,  five  to  ten  food  calories  per  pourcl 
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of  body  weight,  is  considered  to  include  a mar- 
gin of  safety.  Dr.  Taliaferro  Clark,  of  the 
United  States  Public  Health  Service,  has  said. 
“The  total  caloric  requirement  of  children  of 
both  sexes  during  the  adolescent  period  is  ap- 
proximately one  thousand  calories  greater  than 
that  of  grown  men  or  women.” 

For  several  years  the  caloric  food  value, 
together  with  sufficient  protein  intake  to  re- 
place body  tissue,  was  considered  the  whole 
story.  Shortly  after  1900,  experimentation 
with  animals  to  establish  whether  a single  food 
stuff  or  a varied  diet  gave  better  growth  and 
nutritional  results  disclosed  the  fact  that  with 
a diet  perfect  from  the  chemical  and  calorie 
standpoints,  cattle  not  only  failed  to  thrive, 
but  actually  died.  These  experiments  clearly 
demonstrated  the  presence  of  substances  other 
than  those  which  had  already  been  analyzed  in 
the  four  major  food  constituents.  Funk,  in 
1910,  experimenting  with  polished  rice  as  the 
cause  of  beri-beri  found  that  the  disease  was 
prevented  by  feeding  the  husk  of  the  grain, 
and  stated  that  there  was  evidently  some  sub- 
stance not  yet  isolated  which  existed  in  the- 
bran  layer  and  which  protected  against  the  dis- 
ease. To  this  substance  he  gave  the  name 
“vitamine.” 

Animal  experimentation  immediately  fol- 
lowed, and  in  1915  McCollum  and  Davis  re- 
corded their  findings  with  butterfat  and  egg 
yolk.  Within  a few  years.  Fat  Soluble  A and 
Water  Solubles  B and  0 were  demonstrated, 
and  others  are  dimly  discerned.  It  is  now 
known  that  lack  of  Water  Soluble  B not  only 
causes  neuritis,  but  also  greatly  lowers  the 
vitality.  Water  Soluble  C prevents  scurvy  and 
greatly  aids  in  resistance  to  disease.  For  our 
purpose  this  morning.  Fat  Soluble  A is  per- 
haps of  most  interest,  since  lack  of  it  not  only 
prevents  growth  but  interferes  with  the  min- 
eral. particularly  the  calcium,  metabolism.  It 
is,  too,  a factor  in  creating  disease  resistance. 

As  each  of  these  discoveries  in  food  composi- 
tion— the  chemical  content,  the  caloric  value, 
and  the  presence  of  unisolated  substances 
named  “vitamines” — has  been  made,  the  tend- 
ency has  been  to  overlook  the  importance  of 
the  preceding  steps  towards  knowledge  of  the 
science.  Such  a tendency  is  to  be  deplored. 
The  development,  as  is  usual  in  scientific  evolu- 
tion, has  been  a process  of  steps  and  unfolding. 
The  knowledge  of  yesterday  has  its  place  in 
the  whole  just  as  much  as  has  the  knowledge 
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of  today.  It  is  unscientific  to  emphasize  one 
set  of  facts,  and  to  ignoi'e  another. 

Since  Fat  Soluble  A was  early  shown  to  in- 
fluence the  calcium  metabolism,  one  would 
naturally  hope  to  find  that  further  experiments 
had  demonstrated  its  power  in  tuberculous  dis- 
ease. Unfortunately,  however,  all  animal  ex- 
periments so  far  reported  have  been  negative 
in  their  results.  Experimental  work  on  in- 
fected guinea  pigs  failed  to  prove  cod-liver  oil 
“definitely  beneficial  either  as  regards  weight 
curve,  length  of  life  or  extent  of  the  disease 
process.”  It  is  interesting  to  note  the  presence 
of  Fat  Soluble  A in  milk,  egg  yolks,  and  cod- 
liver  oil.  each  of  which  has  at  different  times 
had  great  vogue  in  the  treatment  of  that  dis- 
ease. There  seems  to  be  a body  of  clinical 
evidence  that  Fat  Soluble  A,  together  with 
calcium,  is  beneficial  in  the  early  stages.  Com- 
mon sense  suggests  that  this  should  be  so.  Ex- 
perimentally it  lias  not  yet  been  demonstrated. 
It  may  be  found,  as  has  been  suggested,  that 
an  agent  having  beneficial  effect  in  the  non- 
tuberculous  organism  becomes  useless  in  the 
tuberculous  because  of  the  overwhelming 
nature  of  the  infection. 

Regarding  diet  Dr.  Pottenger  says,  “What 
we  would  like  to  find  out  for  the  tuberculous 
patient  is,  does  he  have  any  specific  require- 
ments; are  there  any  forms  of  diet  that  will 
aid  him  more  than  others  in  overcoming  his 
disease?  The  question  is  one  that  so  far  has 
not  been  properly  ansAvered.” 

Although  the  question  of  diet  as  a determin- 
ing factor  in  the  cure  of  tuberculosis  has  not 
yet  been  answered,' its  place  in  the  prevention 
of  disease  can  Avith  some  accuracy  be  defined. 
It  Avould  be  unAvise  to  speak  with  finality  in 
a science  which  has  seen  such  amazing  discov- 
eries within  a decade,  yet  sufficient  experi- 
mental evidence  is  available  to  assure  us  that 
a secure  starting  point  has  been  reached.  The 
general  application  of  our  existing  knoAvledge 
regarding  the  essential  content  of  diet  for 
body  growth  and  disease  resistance  should  give 
startling  results  in  the  prevention  of  tubercu- 
losis in  the  next  generation. 

Any  effort  to  apply  scientifically  balanced 
diets  for  this  purpose  would  have  to  begin  in 
the  group  of  children  now  suffering  from  mal- 
nutrition. In  this  group  are  to  be  found  the 
majority  of  our  future  consumpth’es.  An 
“optimal”  dietary  for  these  children  Avould  in- 
clude a sufficiently  high  protein  value  to  carry 
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on  the  regular  functions  of  the  organism  and, 
in  addition,  to  repair  and  to  build  the  child’s 
body.  The  caloric  value  would  have  to  be  suffi- 
cient to  conduct  the  business  of  the  body  while 
the  process  of  growth  was  proceeding,  and,  in 
addition,  to  supply  fuel  for  the  excess  energy 
always  manifested  by  the  normal  young.  1 he 
vitamine  content  would  have  to  be  sufficient  to 
promote  growth,  to  ensure  mineral  metabolism 
and  disease  resistance.  Mineral  salts  for  es- 
sential functions  would  have  to  be  assured. 
It  is  of  interest  to  see  how,  far  such  a diet  is 
now  utilized  for  the  benefit  of  the  malnour- 
ished. The  data  our  Board  has  available  is  not 
sufficiently  detailed  for  scientific  vise,  yet  it 
may  give  valuable  indications. 

During  the  past  year,  our  nurses  filed  fifty- 
seven  weekly  reports  of  nutrition  classes  of 
twenty  or  more  children.  The  low  daily 
caloric  value  iof  the  diet  of  these  children  was 
a surprise.  In  only  one  of  the  ten  classes  con- 
ducted by  us  was  the  average  caloric  food 
value  as  high  as  2,200  at  the  time  of  the  first 
class  period:  31  of  the  57  reports  showed  that 
the  diet  of  one  or  more  children  had  a caloric 
value  under  1,500.  Two  children  were  re- 
ported on  a diet  under  1,000  caloric  value. 
The  average  for  all  classes  was  only  2.436,  in 
spite  of  the  fact  that  in  each  class  the  calol-ic 
value  crept  up  steadily  throughout  the  four 
months  of  class  instruction. 

An  effort  to  ascertain  the  vitamine  content 
of  the  diets  was  complicated  by  the  fact  that 
the  investigation  was  begun  after  the  children 
had  had  sufficient  class  work  to  influence  their 
food  choice.  Only  one  investigation  was  begun 
sufficiently  early  in  the  work  to  be  uninfluenced 
by  detailed  instruction.  Here  it  was  found 
that  in  a class  of  twenty-two  children,  only 
seven  drank  milk;  that  none  of  the  class  had 
green  vegetables  with  any  regularity;  and  that 
none  had  fruit.  They  were,  therefore,  prac- 
tically without  the  foods  in  which  the  vitamines 
are  sufficiently  concentrated  adequately  to  fur- 
nish a growing  body. 

These  classes  were  held  in  consolidated 
schools;  and  the  children,  because  of  the  area 
covered  by  the  school,  often  started  from  home 
at  eight  in  the  morning  and  returned  somewhat 
after  four  in  the  afternoon.  Provisions  for  hot 
food  were  made  in  only  two  schools,  and  in 
none  was  there  supervision  of  the  children’s 
lunches.  These  facts  induced  several  injurious 
diet  factors.  Insufficiency  and  irregularity 


were  added  to  the  factor  of  monotony  caused 
bv  the  lack  of  provision  for  green  foods  for 
winter  use  on  the  farms.  Loss  of  appetite, 
produced  by  the  condition  of  malnutrition, 
combined  with  these  several  injurious  factors 
incident  to  school  life,  caused  a vicious  circle. 
McCollum  has  said,  speaking  of  the  results  of 
much  less  seriously  unbalanced  diet  in  young 
animals,  “Adherence  for  even  a brief  period 
of  a few  days  or  weeks  to  a diet  which  is  un- 
satisfactory in  some  degree,  leads  to  deviation 
from  the  normal  histological  structure  of  the 
osseous,  the  nervous,  or  the  circulatory  tissues, 
depending  upon  the  nature  and  extent  of  the 
faults  in  the  food.”  Conceding  the  greater 
length  of  the  life  cycle  in  the  human  race,  such 
faulty  dietaries  as  have  been  found  in  our  rural 
population  must  indeed  seriously  affect  the- 
body  structure.  The  evidences  of  such  effects 
were  plain  to  see  in  the  misshapen  bodies  and 
pale  faces  of  the  children  in  the  nutrition 
classes.  It  was  apparent  that  among  these 
children,  food  had  not  been  used  with  sufficient 
intelligence  to  promote  normal  growth.  For 
our  general  population  the  distance  from  the 
“normal”  diet  which  permits  the  development 
of  a normal  body  structure,  to  an  “optimal” 
diet,  which  will  give  a well-developed,  vital, 
disease  resisting  organism,  is  a long  one. 

to  to  ? to 

The  extent  of  malnutrition  among  our  chil- 
dren makes  the  problem  exceedingly  difficult. 
In  four  schools  in  which  the  State  Board  of 
Health  last  year  weighed  and  measured  all  the 
pupils,  one-third  of  the  children  were  seven  per 
cent  or  more  underweight.  A careful  physical 
examination  of  the  children  of  normal  weight 
disclosed  the  fact  that  fifty  per  cent  of  the 
group  showed  the  signs  of  malnutrition — 
flabby  muscles,  slight  curvatures,  and  so  on. 
These  findings  unfortunately  tally  with  more 
extensive  investigations  conducted  elsewhere. 
In  the  correction  of  such  conditions,  two  offi- 
cial bodies  are  vitally  interested,  the  Boards 
of  Education  and  of  Health.  In  the  former, 
a small  force  of  67  domestic  science  teachers 
are  the  advance  guard  of  what  should  be 
developed  into  an  adequate  state-wide  force. 
In  the  Board  of  Health,  the  Bureau  of  Child 
"Welfare  is  continuously  active  and  the  force 
of  the  Tuberculosis  Education  Bureau  conducts 
intensive  work  during  winter  months. 

It  has  been  charmingly  said  that  “The  for- 
ward and  upward  march  of  all  knowledge,  of 
all  science,  depends  on  the  discovery  and  per- 
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fection  of  method.”  It  is  true  in  nutrition. 
The  only  method  already  devised  is,  while 
effective  for  city  work,  far  too  costly  and  too 
complex  to  succeed  among  our  rural  popula- 
tion. The  successful  method  must,  of  course, 
rest  upon  a foundation  of  informed  and  edu- 
cated individuals.  We  have  apparently  reached 
only  the  first  stage : acquisition  of  certain  ac- 
curate knowledge,  investigation  of  existing 
conditions,  and  experimentation  with  method. 

In  closing,  I wish  again  to  state  that  no 
one  factor,  whether  it  be  proper  hygiene,  proper 
rest,  or  proper  diet,  will  by  itself  produce  a 
normal  organism.  Discoveries  in  nutrition, 
however,  are  so  recent  and  so  revolutionary 
that  emphasis  must  at  this  time  be  placed  upon 
its  function  in  building  and  maintaining  a 
strong,  vigorous  organism,  well  equipped  for 
disease  resistance.  Such  an  organism  would, 
when  tuberculosis  infection  occurred,  readily 
handle  it,  walling  it  off  behind  calcified  bar- 
riers, and  frequently  completely  destroying  the 
bacilli.  Disease  resistance  jiroduced  by  the  de- 
velopment of  such  vigorous,  vital  organisms 
would  continue  high  throughout  life.  When 
the  strain  of  life  grew  strong,  powerful  forces 
would  be  prepared  to  meet  it.  Success  in  the 
field  of  teaching  nutrition  will  mark  a long 
stride  forward  in  the  conquest  of  tuberculosis. 
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ANALYSIS  OF  EIGHTY-FOUR 
DELIVERIES. 


By  HAROLD  NEIFELD,  M.  D.,  Brooklyn,  N.  Y. 

From  the  records  of  the  Holy  Family  Hos- 
pital the  following  statistics  and  conclusions 
have  been  compiled.  They  are  presented  for 
whatever  of  value  or  interest  they  may  have 
for  the  practitioner. 

One  maternal  death  occurred  in  an  Italian 
primipara  who  had  entered  the  hospital  with 
a potential  infection,  having  been  examined 
vaginally  in  her  home  ten  or  eleven  times  by 
a midwife  and  several  times  by  a physician. 
In  her  case  labor  commenced  on  October  30, 
1924,  and  as  labor  had  not  progressed  on  No- 
vember 2,  1924,  it  was  decided  to  terminate  the 
pregnancy  mechanically  despite  evidence  of 
infection.  She  had  a contraction  ring  that 
would  not  relax  under  ether,  and,  upon  cessa- 
tion of  the  fetal  heart  sounds,  craniotomy  was 
performed.  The  patient  died  ten  days  later 
of  embolic  pneumonia.  The  other  maternal 
death  was  in  an  old  cardiac  that  had  been 
treated  for  that  affliction  by  an  internist  dur- 
ing her  entire  pregnancy.  An  attempt  was 
made  to  terminate  labor  by  forceps,  and, 
though  she  was  delivered  of  a normal  baby 
(that  is  living  now),  she  died  on  the  table. 
Not  only  was  this  patient  a chronic  cardiac, 
but,  in  addition,  this  was  her  first  delivery  at 
the  age  of  thirty -five. 

Of  the  fetal  deaths  one  was  the  craniotomy 
case  mentioned  above.  Another  a premature 
infant  of  seven  months,  weighing  four  pounds 
and  two  ounces.  A third  was  a breech  in 
which  the  aftercoming  head  was  delivered  with 
great  difficulty.  (This  occurred  in  a gravida 
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TABLE  I. 


No. 
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Multipara 

48 

24 

25 

3 

0 

2 

10J 

2 

0 

0 

4 

1 

1 

1 

0 

Primipara 

36 

19 

20 

2 

2 

2 

14* 

2 

1 

1 

5 

0 

0 

1 

1 

Total 

84 

43 

45 

5 

2 

4 

hrs. 

4 

1 

1 

9 

1 

1 

2 

1 

Total  per  cent 

49 

51 

5* 

41 

two  that  had  been  delivered  the  year  previously 
of  a dead  forceps  baby).  The  fourth  case  was 
that  of  a woman  who  had  had  five  miscar- 
riages. The  fetus  was  macerated;  but  in  spite 
of  this  history,  a saddle-back  nose,  general 
glandular  enlargement  and  type  of  woman,  re- 
peated laboratory  tests  were  negative  for  lues. 

Three  of  the  four  sets  of  twins  presented 
single  placentae,  two  sets  of  which  were  males, 
one  set  females.  The  fourth  set  of  twins  was 
followed  by  the  expression  of  a double  pla- 
centa ; and  in  this  instance  the  twins  were  of 
different  sexes.  For  some  reason  not  ascer- 
tained, the  female  died  shortly  following  de-  ' 
livery.  In  one  of  the  single  placentate  cases 
the  presentations  were  R.  S.  A.  and  L.S.A.  in 
another  L.S.A.  and  R.O.A.,  in  the  third  R.O.T. 
and  R.O.P.  In  this  last  forceps  were  applied 
to  the  R.O.T.  fetus,  converting  it  into  an 
R.O.A.  and  delivering  it  with  two  tractions  of 
the  blades.  The  R.O.P.  fetus  was  delivered  by 
A'ersion  and  extraction. 

Application  of  the  forceps  in  one  instance 
showed  a maternal  death  (cardiac  case  re- 
ferred to  above),  in  another  a fetal  death. 
Two  other  mothers  were  delivered  by  its  means 
of  normal  living  babes  with  no  fetal  or  ma- 
ternal mortality. 

Though  one  postpartum  hemorrhage  is  here 
recorded,  yet  none  has  ever  been  listed  at  the 
Holy  Family  Hospital  in  any  event  where  the 
medical  man  has  observed  the  house  rule  of 
waiting  at  least  fifteen  minutes  before  attempt- 
ing to  express  the  placenta.  In  the  case  cited, 
the  physician  attempted  expression  a few 
moments  following  delivery. 

Nine  babies  were  born  with  coils  of  the  um- 
bilical cord  about  the  neck.  In  one  infant 
there  were  two  coils  wound  round  its  neck;  in 
another  the  cord  was  loosely  knotted.  There 
was  neither  maternal  nor  fetal  mortality. 

Following  the  expulsion  of  a well-formed, 


living,  six  pounds  four  ounce  female  a multi- 
para expelled  the  placenta  with  a typical  fetus 
papyraceous.  A sister  of  this  patient  was  de- 
livered of  a baby  with  hemorrhagica  neona- 
torum. The  baby  Fled  from  all  mucous  sur- 
faces. Maternal  blood  was  injected  subpec- 
torally  and  intra-abdominally.  The  result  was 
a live  child,  the  bleeding  having  ceased  com- 
pletely  in  twenty-four  hours.  (The  infant 
had  also  been  given  grain  five  calcium  lactate 
q.  4 h.,  alsohol  minim  ten  q.  4 h.,  and  diluted 
milk). 

One  of  the  two  patients  who  presented  a 
contraction  ring  that  did  not  relax  under 
ether  had  a craniotomy  performed  (mother 
was  infected)  on  the  fetus;  in  the  other,  which 
also  did  not  relax  under  ether,  administration 
of  the  chloroform  produced  complete  relaxa- 
tion with  no  mortality  to  mother  or  child. 

Four  of  the  women  seen  in  the  outpatient  de- 
partment before  active  onset  of  labor  had 
blood  pressures  of  over  200  systolic,  and  were 
carried  safely  through  labor  by  bleeding,  diet 
and  rest. 

The  average  weight  of  male  children  was  7.7 
pounds,  of  the  females  7.3  pounds. 

The  average  weight  of  babies  with  first  de- 
gree lacerations  was  seven  pounds  eight  ounces, 
of  babies  with  second  degree  lacerations  eight 
pounds  four  ounces,  of  babies  Avith  third  de- 
gree lacerations  seven  pounds  eight  ounces. 
All  patients  with  lacerations  in  whom  babies 
weighed  less  than  seven  pounds  had  labors  all 
over  eighteen  hours  long. 

No  case  of  pelvic  infection  in  a pregnant 
woman  was  seen  by  the  obserA^er  in  the  institu- 
tion during  the  period  of  eight  months  that 
he  had  been  connected  with  it,  except  in  those 
that  had  previously  been  examined  vaginally 
outside  its  walls.  No  vaginal  examinations  are 
permitted  except  for  some  special  indication. 
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TABLE  II. 
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0 
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1 
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0 
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1 

0 

0 
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1 

1 

0 

0 

0 

0 
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TABLE  III. 

Lacerations* 


Primipara 

Multipara 

First  Degree 

8 

16 

Second  Degree ...  

6 

4 

Third  Degree..  

1 

1 

♦Of  the  primiparae  3 of  the  8 with  first  degree  lacerations 
bore  children  with  coils  of  the  cord  around  the  neck  ; of  the  6 
with  second  degree  lacerations  2 were  forceps  cases  and  one  a 
breech  ; the  third  degree  laceration  case  was  a forceps. 

The  16  first  degree  lacerated  multiparae  had  numbered  among 
them  6 with  old  scare  that  reopened,  2 with  coils  of  cord 
around  the  neck  and  one  breech  ; while  there  were  one 
forceps  and  two  breeches  (one  of  these  had  the  aftercoming 
head  delivered  with  marked  dihculty)  among  the  four  second 
degree  lacerated  multips ; and  the  multipara  with  the  third 
degree  tear  was  a high  forceps. 

Summary 

1.  Vaginal  examinations  are  dangerous. 
Use  abdominal  palpation  and  finger  rectally. 

2.  Contraction  ring  cases  that  do  not  re- 
lax under  ether  should  be  subjected  to  chloro- 
form. 

3.  The  longer  the  labor  the  greater  the 
liability  to  laceration;  the  heavier  the  baby  the 
greater  the  liability  to  laceration;  instrumenta- 
tion produces  laceration;  abnormal  presenta- 
tion increases  the  liability  to  laceration:  lacera- 
tions occur  in  about  the  same  percentage  in 
primiparae  as  in  multiparae. 

4.  Single  placenta  twins  are  of  the  same 
sex;  double  placenta  twins  of  different  sexes. 
Twins  produce  abnormal  presentations  in 
about  75  per  cent  of  the  cases. 

5.  Fetal  deaths  increase  with  abnormalities, 
i.  e.,  contraction  ring,  premature  deliveries, 
breech  presentations,  etc. 

6.  Postpartum  hemorrhage  can  be  avoided 


by  waiting  at  least  fifteen  minutes  before  at- 
tempting to  express  the  placenta. 

7.  Hjqiertension  cases  can  be  successfully 
carried  through  labor  by  bleeding,  diet  and 
rest. 

8.  Male  children  at  birth  weigh  slightly 
more  than  females. 

9.  A slightly  greater  number  of  females 
are  born  than  males. 

Conclusion 

Most  of  the  salient  points  in  the  above  sum- 
mary are  merely  confirmatory  of  those  of  the 
recognized  authorities  in  obstetrics,  a few  are 
in  contra-distinction  to  their  teachings;  yet  it 
is  hoped  that  this  report  will  stimulate  simi- 
lar ones  from  the  smaller  clinics.  In  this  way 
we  can  see  how  the  results  in  the  lesser  lying-in 
institutions  compare  with  those  of  their  big 
sisters. 

243  11 ewes  Street. 


School  Insurance,  Switzerland. 

Compulsory  insurance  of  school  children,  es- 
tablished within  recent  years  in  various  Can- 
tons of  Switzerland,  was  recently  adopted  in 
the  Canton  of  Geneva.  The  law  provides  for 
compulsory  insurance  against  disease  and  ac- 
cident for  all  children  from  three  to  fifteen 
years  of  age  attending  kindergartens  or  pub- 
lic schools.  The  insurance  fund  pays  three- 
fourths  of  the  cost  of  medical  care  for  the  chil- 
dren and  of  maintenance  in  the  country  when 
required.  The  resources  of  the  fund  comprise 
the  premiums  paid  by  the  parents  and  subsidies 
from  the  Federal  and  cantonal  governments. 
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Correspondence 

No  Reduction  in  Railroad  Rates  for  Rich- 
mond Meeting. 

To  the  Editor: 

It  will  be  noted,  in  review,  that  we  were  given 
reduced  rates  to  the  Norfolk  meeting,  after 
extended  correspondence  resulting  in  less  than 
one  hundred  of  the  required  number  to  give  us 
these  rates  under  the  railroad  rules.  By  the 
greatest  effort,  we  were  given  another  trial 
with  reduced  rates  to  the  Roanoke  meeting.  As 
chairman  of  the  Transportation  Committee,  I 
urged  every  doctor  attending  to  buy  a ticket 
giving  the  reduced  fares,  and  those  having 
passes  to  buy  tickets  for  their  wives  and 
daughters,  as  this  was  to  be  a final  test  to  get 
the  required  250  tickets  which  guaranteed  re- 
duced rates  in  the  future.  I was  disappointed 
at  results,  for  I found  many  doctors  at  the 
meeting  who  never  asked  for  the  reduced  fares, 
and  every  one  who  had  a pass,  got  others  for 
their  families,  and,  as  a result,  about  sixty-five 
tickets  were  sold  to  Roanoke. 

Seeing  that  we  were  not  to  get  reduced  rates 
directly  to  our  members,  I next  urged  meetings 
to  be  held  at  the  same  time  Fairs  were  held 
in  the  largest  cities,  and  thus  get  reduced 
rates  for  those  doctors  in  the  outlying  part  of 
the  State ; but  while  the  Society  at  the  Staunton 
meeting  voted  this  be  done,  the  Executive 
Council  has  reversed  this  act.  Without  reduced 
fares,  the  meetings  are  meetings  of  the  sur- 
geons of  the  railroads,  and  a few  near  the  place 
assembled,  and  not  the  Medical  Society  of 
Virginia  as  it  should  be. 

AVhile  attending  post-graduate  work  (der- 
matology) in  New  York  City,  I arranged  a 
conference  with  Mr.  C.  M.  Burt,  chairman  of 
the  Trunk  Line  Passenger  Association.  This 
embraces  most  of  the  eastern  part  of  the 
United  States  and  controls  rates  in  most  of  our 
State.  After  running  the  gauntlet  of  several 
underling  offices,  I was  given  an  audience  with 
the  chairman.  I found  him  affable  and  sympa- 
thetic but  only  looking  at  the  net  result  of 
various  policies,  in  dollars  and  cents.  I showed 
him  how  the  railroad  policy  was  dividing  the 
profession  into  two  camps,  those  for  and  those 
against  the  railroads.  I did  this  after  giving 
the  former  policy  of  giving  us  reduced  fares 
at  every  meeting.  He  admitted  the  opposition 
developed  in  the  medical  profession,  but  he 


stated  that  while  they  would  lose  by  this  op- 
position in  our  profession,  yet,  as  there  were 
so  many  other  organizations  in  like  position, 
the  railroads  would  profit  more  by  making  no 
exception  in  our  case.  An  hour's  argument 
showing  how  it  worked  a greater  hardship  on 
us,  failed  to  change  his  views  and,  as  his  will 
was  law  in  the  premises,  I thanked  him  for 
his  kindness  and  left. 

As  it  is  utterly  impossible  to  ever  get  250 
doctors  to  buy  tickets  (so  many  who  go  have 
passes),  again  let  me  urge  the  Society  to  meet 
only  in  cities  at  Fair  dates  and  thus  give  doc- 
tors in  limited  circumstances  an  opportunity  to 
attend  these  meetings  in  the  future.  For 
those  able  to  pay  full  fares,  and  those  who  have 
passes,  to  continue  a policy  that  is  derogatory 
to  the  great  interest  of  the  Society  as  a whole 
is  selfish,  if  looked  at  straight  and,  if  done 
without  proper  thought,  is  folly  in  the  full 
meaning:  of  the  word. 

Respectfully  submitted, 

J.  Beverly  DeShazo, 
Chairman  of  Transportation  C ommittee. 
Ridgeway,  Va. 

August  8,  1925. 


Proceedings  of  Societies 

The  Medical  Examining  Board  of  Virginia 

Held  its  regular  semi-annual  meeting  in 
Richmond,  June  23-26,  inclusive,  at  which 
time  ninety-eight  doctors  applied  for  license  to 
practice  in  this  State.  Twenty  were  licensed 
by  reciprocity,  seventy-eight  taking  examina- 
tions. There  were  no  failures.  The  bulk  of 
those  applying  for  licenses  were  from  the 
Virginia  schools,  there  being  thirty-five  from 
the  Medical  College  of  Virginia  and  twenty- 
five  from  the  University  of  Virginia.  Ap- 
pended is  the  complete  list  of  those  who  were 
granted  certificates  to  practice  in  Virginia, 
with  their  addresses : 

Dr.  Sheppard  K.  Ames,  Belle  Haven,  Va. 

Dr.  Frederick  T.  Amiss,  Luray,  Va. 

Dr.  Mallory  S.  Andrews,  Norfolk,  Va. 

Dr.  Dudley  C.  Ashton,  Richmond,  Va. 

Dr.  Maurice  B.  Bangel,  Portsmouth,  Va. 

Dr.  Frederick  P.  H.  Barrow,  Portsmouth,  Va. 

Dr.  George  Wythe  Booth,  Ferrum,  Va. 

Dr.  Thaddeus  R.  Bowers,  Bristol,  Tenn. 

. Dr.  Lemuel  R.  Broome,  Charlottesville,  Va. 

Dr.  Fred  A.  Brown,  Richmond,  Va. 

Dr.  Charles  P.  Cake,  Charlottesville,  Va. 

Dr.  Roscoe  D.  Campbell,  Abingdon,  Va. 

Dr.  J.  Theodore  Canaday,  Norfolk,  Va. 
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Dr.  Adrian  L.  Carson,  Jr.,  Richmond,  Va. 

Dr.  Douglas  G.  Chapman,  Woodstock,  Va. 

Dr.  Creed  F.  Cherry,  Norton,  Va. 

Dr.  John  A.  Coleman,  Richmond,  Va. 

Dr.  Julian  H.  Coleman,  Penola,  Va. 

Dr.  Anthony  A.  Colletti,  Norfolk,  Va. 

Dr.  Robert  W.  Dailey,  Jr.,  Romney,  W.  Va. 

Dr.  Joshua  M.  Dougherty,  Jr.,  Nickelsville,  Va. 
Dr.  Howard  L.  Dovey,  Everett,  Pa. 

Dr.  John  W.  Durden,  Herndon,  W.  Va. 

Dr.  Ernest  T.  Eades,  Roanoke,  Va. 

Dr.  Porter  B.  Echols,  Glasgow,  Va. 

Dr.  Richard  C.  Eley,  Charlottesville,  Va. 

Dr.  John  B.  Faison,  Charlottesville,  Va. 

Dr.  Robert  E.  Feagans,  Charlottesville,  Va. 

Dr.  Ora  M.  L.  Fisher,  Washington,  D.  C. 

Dr.  John  E.  K.  Flannagan,  University,  Va. 

Dr.  Robert  A.  Follweiler,  New  York,  N.  Y. 

Dr.  Haswell  D.  Franklin,  University,  Va. 

Dr.  John  Garner,  Woodlawn,  Va. 

Dr.  Charles  D.  Garrett,  Rocky  Mount,  Va. 

Dr.  Robley  R.  Goad,  Jersey  City,  N.  J. 

Dr.  Andrew  S.  Graham,  Seattle,  Wash. 

Dr.  W.  Randolph  Graham,  Richmond,  Va. 

Dr.  Andrew  G.  Grinnan,  Richmond,  Va. 

Dr.  John  E.  Hanawalt,  New  York,  N.  Y. 

Dr.  Vernon  J.  J.  Harris,  Richmond,  Va. 

Dr.  William  T.  Harris,  Mt.  Gilead,  N.  C. 

Dr.  Elvin  H.  Hearst,  Bristol,  Va. 

Dr.  Joseph  C.  Hiden,  University,  Va. 

Dr.  Merritt  M.  Hill,  Richmond,  Va. 

Dr.  John  A.  Hillsman,  Jr.,  Richmond,  Va. 

Dr.  Joseph  C.  Inman,  Jr.,  University,  Va 
Dr.  Miletus  B.  Jarman,  Elkton,  Va. 

Dr.  Eldred  S.  Jones,  University,  Va. 

Dr.  William  M.  Junkin,  Richmond,  Va. 

Dr.  Warren  W.  Koontz,  University,  Va. 

Dr.  Edith  J.  Lacy,  Vigor,  Va. 

Dr.  Martin  Lasersohn,  Richmond,  Va. 

Dr.  Robert  G.  LeFevre,  Lancaster,  Pa. 

Dr.  Hyma'n  P.  Levin,  Erie,  Pa. 

Dr.  Stanton  K.  Livingston,  Greensburg,  Pa. 

Dr.  Adah  A.  Lotti,  Charlottesville,  Va. 

Dr.  Maurice  M.  Lynch,  Jr.,  Richmond,  Va. 

Dr.  Charlie  F.  Manges,  Roanoke,  Va. 

Dr.  Walter  F.  Manley,  New  York,  N.  Y. 

Dr.  Ashby  G.  Martin,  Richmond,  Va. 

Dr.  Maurice  S.  Mathis,  Baltimore,  Md. 

Dr.  Goldsboro  F.  McGinnes,  University,  Va. 

Dr.  Clarence  N.  McPeak,  University,  Va.  _ 

Dr.  Edgar  M.  McPeak,  University,  Va. 

Dr.  Omega  L.  Miller,  Vienna,  Va. 

Dr.  Sannie  G.  Miller,  Roseland,  Va. 

Dr.  Sally  D.  Moon,  Charlottesville,  Va. 

Dr.  Dana  T.  Moore,  Oakland,  Md. 

Dr.  E.  Franc  Morrill,  Columbia,  S.  C. 

Dr.  Roy  L.  Mullins,  New  York,  N.  Y. 

Dr.  Frank  E.  Nelson,  Richmond,  Va. 

Dr.  Harry  S.  Newman,  Richmond,  Va. 

Dr.  Vincent  H.  Ober,  Philadelphia,  Pa. 

Dr.  Paul  E.  Piper,  Washington,  D.  C. 

Dr.  Charles  L.  Plunkett,  Richmond,  Va. 

Dr.  Thomas  R.  Pratt,  Charlottesville,  Va. 

Dr.  George  H.  Preston,  Richmond,  Va. 

Dr.  Charles  L.  Quaintance,  Washington,  D.  C. 
Dr.  James  C.  Repass,  Jersey  City,  N.  J. 

Dr.  Wiley  J.  Rollins,  Jr.,  University,  Va. 

Dr.  Robert  H.  Rowe,  Exeter,  Va. 

Dr.  Joseph  E.  Rucker,  Richmond,  Va. 

Dr.  W.  Henry  Sebrell,  Jr.,  New  Orleans,  La. 
Dr.  James  W.  Sinclair,  Toronto,  Canada. 

Dr.  Gladys  Smithwick,  Catawba,  Va. 

Dr.  John  T.  Sprague,  Warrenton,  Va. 

Dr.  Olga  Steinecke,  Keystone,  W.  Va. 


Dr.  Oscar  Tagg,  Cape  Charles,  Va. 

Dr.  John  L.  Thornton,  Washington,  D.  C. 

Dr.  Brenton  A.  Tilghman,  Cape  Charles,  Va. 

Dr.  George  C.  Tyler,  Abingdon,  Va. 

Dr.  George  H.  Warren,  Jr.,  Richmond,  Va. 

Dr.  Samuel  Weinstein,  Richmond,  Va. 

Dr.  Alfred  D.  Wetherby,  Andover,  Va. 

Dr.  Otis  Wildman,  Norfolk,  Va. 

Dr.  Hagan  E.  Wood,  Bristol,  Tenn. 

Dr.  Edwin  S.  Woodyard,  Richmond,  Va. 

Dr.  0.  G.  Allen,  New  York,  N.  Y.  (in  chiropody). 

The  Southwestern  Virginia  Medical  Society 

Opened  its  semi-annual  meeeting  at  Moun- 
tain Lake,  August  27,  with  a banquet  at  8 
P.  M.,  following  which  the  president,  Dr.  F.  H. 
Smith,  Abingdon,  and  Dr.  J.  Shelton  Horsley, 
Richmond,  and  Dr.  A.  H.  Hoge,  Bluefield, 
W.  Va.,  read  papers.  Papers  in  the  symposium 
on  “Pelvic  Diseases”  were  read  the  following 
day,  as  also  were  voluntary  papers.  At  the 
business  meeting  held  on  the  28th,  the  fol- 
lowing resolutions  were  adopted  in  memory  of 
Drs.  W.  W.  Chaffin,  A.  S.  Ellett,  M.  G.  Robin- 
son, and  A.  E Holmes: 

Since  God  in  His  all  wise  providence  has  seen  fit 
to  translate  from  their  earthly  labors  our  beloved 
and  esteemed  brother  physicians,  Drs.  W.  W.  Chaffin, 
Pulaski,  Virginia;  A.  S.  Ellett,  Christiansburg,  Vir- 
ginia, M.  G.  Robinson,  Wytheville,  Virginia,  and 
A.  E.  Holmes,  Salem,  Virginia,  to  their  spiritual 
home — that  home  whence  no  traveler  returns — Be 
It  Therefore  Resolved: 

First — That  we  bow  in  humble  submission  to  him 
who  doeth  all  things  well. 

Second — That  we  extend  the  sympathy  of  the 
Society  to  the  bereaved  families  and  pray  that  God 
extend  to  them  His  mercy  and  sustain  them  in  their 
sorrow. 

Third — That  this  Society  in  their  passing  has  sus- 
tained an  irreparable  loss. 

Fourth — That  these  resolutions  he  transcribed  in 
the  minutes  of  the  Southwestern  Virginia  Medical 
Society,  published  in  the  Virginia  Medical  Monthly, 
and  a copy  sent  to  the  families. 

J.  A.  Noblin. 

C.  F.  Graham, 

R.  H.  Woolling. 

Committee. 

Drs.  A.  M.  Showalter,  Cambria,  E.  M.  Chit- 
wood, Wytheville,  and  K.  D.  Graves,  Pearis- 
burg,  were  appointed  delegates  to  the  meeteing 
of  the  State  Society  in  Richmond. 

The  following  new  members  were  received : 
Drs.  F.  E.  Hamlin,  Roanoke;  Sam  R.  Mc- 
Dowell, Blountville,  Tenn.  (associate  mem- 
ber) ; C.  D.  Nofsinger,  Roanoke;  J.  W.  Miller, 
Pembroke;  J.  T.  Hundley,  Jr.,  Radford;  A.  B. 
Grubb,  Cripple  Creek;  C.  B.  Ransome. 
Roanoke. 

It  was  decided  to  hold  the  next  meeting  in 
Roanoke,  the  last  week  in  March,  and  the  fol- 
lowing officers  were  elected  for  the  ensuing 
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year:  President,  Dr.  J.  M.  Miller,  Crockett; 
vice-president,  Dr.  W.  Caudill,  Pearisburg; 
and  secretary-treasurer,  Dr.  E.  G.  Gill  (re- 
elected), Roanoke. 

There  were  seventy-one  doctors  in  attend- 
ance at  this  meeting. 

Augusta  County  Medical  Association. 

At  the  regular  meeting  of  this  Association 
in  Staunton,  on  the  evening  of  August  the  6tli, 
no  papers  were  read,  hut  Dr.  P.  K.  Graybill, 
Fincastle,  Councilor  for  the  Tenth  District,  was 
present  and  gave  a talk.  At  this  time,  also,  the 
retiring  president,  Dr.  David  T.  Gochenour,  of 
Stuarts  Draft,  tendered  a banquet  to  the  mem- 
bers and  guests.  There  were  about  thirty- 
live  members  present.  Dr.  A.  F.  Robertson, 
Jr.,  Staunton,  and  Dr.  Harry  F.  White,  Fish- 
ersville,  were  appointed  delegates  to  the  Rich- 
mon  meeting  of  the  State  Society. 

Officers  elected  for  the  coming  year  are : 
President.  Dr.  J.  L.  Alexander,  Staunton;  vice- 
presidents,  Drs.  Charles  W.  Putney,  Staunton, 
George  Hollar,  Waynesboro,  and  John  E. 
Womack,  Staunton;  secretary,  Dr.  H.  G.  Mid- 
dlekaulf,  Weyer’s  Cave;  and  treasurer,  Dr. 
T.  M.  Parkins,  Staunton. 


At  a called  meeting  of  the  Association  on 
August  20,  Miss  Agnes  D.  Randolph,  director 
of  Tuberculosis  Education,  State  Board  of 
Health,  gave  a talk  on  “Methods  of  Conduct- 
ing Tuberculosis  Clinics  in  Rural  Communi- 
ties,” and  asked  for  the  co-operation  and  sup- 
port of  the  members. 

The  special  purpose  of  this  meeting  was  to 
discuss  and  consider  proper  steps  for  the  bet- 
terment of  dispensary  service  to  the  indigent 
poor  of  the  city  and  county.  After  much  dis- 
cussion, a committee  composed  of  Drs.  Kenneth 
Bradford.  A.  L.  Tynes  and  A.  F.  Robertson, 
Jr.,  was  appointed  to  make  investigations  and 
to  report  at  a later  meeting. 

The  Patrick-Henry  Medical  Society 

Held  its  regular  bi-monthly  meeting,  Thurs- 
day, September  3rd,  at  the  “Roundabout  Club,” 
near  Martinsville.  New  officers  elected  were 
as  follows : President,  Dr.  D.  H Mason,  Ridge- 
way; vice-president,  Dr.  R.  R.  Lee,  Martins- 
ville; secretary-treasurer,  Dr.  H.  G.  Ham- 
mond, Martinsville. 

Dr.  J.  M.  Shackelford,  Martinsville,  was 


elected  delegate  and  Dr.  J.  A.  Shackelford,  also 
of  Martinsville,  alternate  to  the  State  Society 
meeting  to  be  held  in  Richmond,  October  13-16. 

G.  B.  Dudley,  Jr.,  Secretary. 


The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  June  30,  1925,  the  following  have  been  ac- 
cepted : 

Eli  Lilly  & Co. 

Diphtheria  Toxin — Antitoxin  Mixture  0.1L  plus. 

Typhoid  Mixed  Vaccine,  Prophylactic  and  Thera- 
peutic Schick  Test,  50  test  package. 

H.  A.  Metz  Laboratories 

Neosalvarsan  Dose  XII. 

Parke,  Davis  & Co. 

Germicidal  Discs  of  Potassio — Mercuric  Iodide— 
P.  D.  & Co. 

Powers-Weightman-Rosengarten  Co. 

Bismosol 

Bismosol  Ampules  1 c.c. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Scarletinal  Antitoxin  (Unconcentrated) — Mulford. 
A scarlet  fever  streptococcus  antitoxin  (Jour.  A.  M. 
A.,  May  2,  1925,  p.  1338).  It  is  prepared  from  the 
strum  of  horses  treated  with  subcutaneous  injections 
of  toxic  filtrate  from  cultures  of  scarlet  fever  strep- 
tococci and  also  with  intravenous  injections  of  the 
streptococci  themselves.  Each  c.c.  neutralizes  at  least 
10,000  skin  test  doses  of  scarlet  fever  toxin.  Mar- 
keted in  packages  of  one  syringe  containing  10  c.c. 
(prophylactic  dose)  and  in  packages  of  one  vial  con- 
taining 40  c.c.  (therapeutic  dose).  H.  K.  Mulford 
Company,  Philadelphia. 

Scarlet  Fever  Antitoxin — Lederle  (Unconcentrat- 
ed).— A scarlet  fever  streptococcus  antitoxin  (Jour. 
A.  M.  A.,  May  2,  1925,  p.  1338).  It  is  prepared  by 
immunizing  horses  by  the  subcutaneous  injection  of 
the  toxic  filtrate  obtained  by  growing  the  scarlet 
fever  streptococcus  in  broth;  also  by  injection  of 
cultures  of  the  scarlet  fever  streptococcus.  Each  c.c. 
neutralizes  at  least  10,000  skin  test  doses  of  scarlet 
fever  toxin.  Marketed  in  packages  of  one  syringe 
containing  10  c.c.  and  in  packages  of  one  cylinder 
containing  50  c.c.  with  an  intravenous  injection  out- 
fit. Lederle  Antitoxin  Laboratories,  New  York. 

Insulin — Stearns  80  Units,  5 c.c. — Each  c.c.  con- 
tains 80  units  of  insulin — Stearns  (New  and  Non- 
official Remedies,  1925,  p.  174).  Frederick  Stearns 
& Co.,  Detroit. 

Insulin — Stearns  80  Units,  10  c.c. — Each  c.c.  con- 
tains 80  units  of  insulin — Stearns  (New  and  Non- 
official Remedies,  1925,  p.  174).  Frederick  Stearns 
& Co.,  Detroit. 

Tuna  Fish  Protein  Extract  Diagnostic — P.  D.  & 
Co.— A protein  extract  diagnostic — P.  D.  & Co.  (New 
and  Non-official  Remedies,  1925,  p.  289).  Parke. 
Davis  & Co.,  Detroit.  (Jour.  A.  M.  A.,  July  4,  1925, 
p.  35). 

Leoflund's  Malt  Extract. — A preparation  essential- 
ly similar  to  extract  of  malt  U.  S.  P.  It  is  mar- 
keted as  Loeflund’s  malt  extract  with  calcium  (con- 
taining calcium  lactophosphate  0.5  per  cent.)  and 
Loeflund’s  malt  extract  with  cod  liver  oil  (Norwe- 
gian cod  liver  oil  33  per  cent.),  Britt,  Loeffler  & 
Weil,  New  York,  distributor.  (Jour.  A.  M.  A.,  July 
11,  1925,  p.  115). 

Neosalvarsan  Dose  XII. — Each  tube  contains  neo- 
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salvarsan  (New  and  Non-official  Remedies,  1925,  p. 
50),  1.8  Gm.  H.  A.  Metz  Laboratories,  Inc.,  New 
York. 

Schick  Test — Lilly. — Diphtheria  Immunity  Test 
(Schick  Test),  (New  and  Non-official  Remedies,  1925, 
p.  50),  is  also  marketed  in  packages  of  two  vials, 
one  containing  diphtheria  toxin  sufficient  for  fifty 
tests  and  the  other  vial  containing  the  proper  amount 
of  diluent.  Eli  Lilly  and  Co.,  Indianapolis.  (Jour. 
A.  M.  A.,  July  25,  1925,  p.  269). 

PROPAGANDA  FOR  REFORM. 

Listerine.- — So  far  as  the  composition  is  concerned, 
the  use  of  Listerine  as  a simple  mouth  wash  is  un- 
objectionable. Unfortunately  the  manufacturers  are 
not  content  to  recommend  and  advise  it  exclusively 
for  the  field  in  which  it  has  a place.  Listerine  is 
exploited  with  an  air  of  conservatism,  even  a state- 
ment of  composition  is  given — which,  however,  is  es- 
sentially meaningless.  While  the  claims  as  to  anti- 
septic efficiency  and  the  claim  that  it  is  a deodorant 
(it  is  not  a deodorant,  but  merely  covers  one  smell 
with  another),  may  in  general  do  little  harm  when 
Listerine  is  used  as  a “toilet  preparation,”  the  adver- 
tising that  accompanies  trade  packages  contains 
recommendations  for  its  use  in  serious  conditions, 
the  self-treatment  of  which  is  a danger  to  the  in- 
dividual and  inimical  to  the  public  health.  The 
potency  for  harm  that  these  recommendations  have, 
is  all  the  greater  because  the  manufacturers  affirm 
that  they  “do  not  advocate  self-medication,  even  with 
Listerine.”  The  trade  package  circular  recommends 
the  use  of  Listerine  in  “tonsillitis”;  this  may  easily 
lead  to  its  employment  in  undiagnosed  cases  of  diph- 
theria, and  dependence  on  it  in  such  conditions  may 
be  the  means  of  spreading  this  infective  disease. 
The  circular  suggests  its  use  in  “bronchitis,”  which 
may  be  tuberculosis  or  pneumonia.  It  recommends 
its  use  in  “leucorrhea,”  which  may  lead  to  the  self- 
treatment of  a serious  infection.  The  self-treatment 
of  any  such  conditions  is  fraught  with  danger  to 
the  individual  and  to  the  community  (Jour.  A.  M.  A., 
July  4,  1925,  p.  55). 

Treatment  of  Snake-Bite. — The  indications  for  the 
treatment  of  Snake-bite  are  the  same  as  those  for 
any  other  kind  of  poisoning:  namely,  first  to  re- 
move the  poison,  secondly,  to  remove  its  effects.  Im- 
mediate interruption  of  absorption  should  be  at- 
tempted by  application  of  a bandage  for  a period. 
Removal  of  the  poison  from  the  wound  after  hav- 
ing enlarged  it,  by  sucking,  by  washing,  or  by  de- 
struction by  red  heat  or  a caustic  is  the  next  thing 
to  attempt.  The  third,  most  important  remedy,  is 
the  injection  of  antivenom  serum,  which  must  be 
specific  for  the  particular  venom  involved.  (Jour. 
A.  M.  A.,  July  4,  1925,  p.  57). 

The  Parathyroid  Hormone. — The  significance  of  a 
hormone  elaborated  by  the  parathyroid  structures 
for  the  metabolism  of  calcium,  at  least  so  far  as  the 
relation  of  the  content  of  this  element  in  the  blood 
is  concerned,  seems  to  be  well  established.  The 
promise  of  preparing  an  effective  parathyroid  pro- 
duct seems  about  to  be  fulfilled  in  various  places. 
The  publications  of  Hanson,  in  1923,  show  that  he 
was  actively  engaged  in  the  extraction  of  an  active 
product.  Since  then  success  had  attended  the  in- 
vestigation of  Fisher  and  Larson  and  particularly 
those  of  Collip.  Both  Collip  and  Fisher  and  Hanson 
warn  against  the  possible  dangers  of  unwarranted 
therapy  with  potent  preparation,  for  symptoms  of 
atonia  depression,  diarrhoea  and  dyspnea  are  read- 
ily produced  by  large  doses  of  a potent  preparation. 
(Jour.  A.  M.  A.,  July  11,  1925,  p.  118). 


The  Quantitative  Accuracy  of  Medical  Tablets. — 
Attention  has  been  called  repeatedly  to  discrepancy 
between  the  actual  composition  and  the  claims  made 
for  various  tablets  and  pills  sold  to  the  medical  pro- 
fession. Variations  as  high  as  54  per  cent  above 
and  70  per  cent  below  the  label  statement  of  com- 
position have  been  found.  Two  associations  of 
pharmaceutical  manufacturers  have  appointed  a joint 
committee  which  collaborates  with  the  government 
authorities  in  an  attempt  to  bring  about  improved 
conditions.  During  the  past  years,  attention  has 
been  given  by  this  group  to  the  composition  of  hy- 
podermic tablets.  As  a result  of  this  study,  plans 
for  controlling  the  degree  of  accuracy  of  hypodermic 
tablets  have  been  issued  by  the  federal  Bureau  of 
Chemistry,  in  which  is  given  a maximal  permissible 
variation,  ranging  from  7.5  to  9 per  cent.  The  fact 
that  the  pharmaceutical  industry  collaborates  with 
the  governmental  authorities  in  the  establishment 
of  standards  is  encouraging.  (Jour.  A.  M.  A.,  July 
11.  1925,  p.  118). 

Rheumeez  Not  Accepted  for  N.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  “Rheu- 
meez”  (Casco  Laboratories,  Elizabeth,  N.  J.,  is 
claimed  to  be  magnesium  cinchophen,  the  magnesium 
salt  of  2-phenyl-quinolin-4-carboxylic  acid.  From  the 
advertising  issued  for  the  product,  one  gets  the  im- 
pression that  the  production  of  the  magnesium  salt 
of  cinchophen  is  a noteworthy  achievement  on  the 
part  of  the  Casco  Laboratories  and  that  the  product 
is  superior  to  cinchophen.  However,  this  compound 
is  the  analogue  of  the  well  known  cinehophen-so- 
dium.  When  a solution  of  Rheumeez  is  treated  with 
dilute  hydrochloric  acid,  cinchophen  is  precipitated: 
therefore  the  compound  will  be  decomposed  in  the 
gastric  fluid  of  the  stomach  and  its  administration 
will  be  equivalent  to  the  administration  of  cincho- 
phen accompanied  by  an  insignificant  amount  of 
magnesium.  The  Council  found  Rheumeez  unac- 
ceptable because  (1)  it  is  an  unessential  modifica- 
tion of  the  established  drug  cinchophen;  (2)  it  is 
marketed  under  a nondescriptive  therapeutically  sug- 
gestive name;  and  (3)  it  is  advertised  with  unwar- 
ranted and  misleading  claims  which  will  lead  the 
public  to  attempt  self-medication  in  conditions  which 
require  the  diagnosis  and  supervision  of  physicians. 
(Jour.  A.  M.  A.,  July  11,  1925,  p.  132). 

Prevention  of  Mosquito  Bites. — Numerous  prepara- 
tions have  been  proposed  to  be  applied  to  exposed 
parts  of  the  body  to  prevent  mosquitoes  from  biting. 
Among  these  are  oil  of  pennyroyal,  resorcin  mono- 
acetate euresol,  various  forms  of  petroleum,  and  pow- 
ders and  washes  similar  to  the  following:  Oil  of 

eucalyptus  25  c.c.,  talc  50  gm.,  starch  325  gm„  oil  of 
cinnamon  1 c.c.,  oil  of  patchouli  1 c.c.,  oil  of  santal 
4 c.c.,  alcohol  to  make  400  c.c.  (Jour.  A.  M.  A.,  July 
11,  1925,  p.  134). 

Lowering  the  Blood  Pressure  with  Liver  Extract.— 
The  effect  of  liver  extract  administration  on  blood 
pressure  was  studied  in  thirty-three  cases.  In  these 
cases  hypertension  had  persisted  for  varying  periods. 
Physiological  sodium  chloride  solution  of  extract  of 
the  liver  was  injected  intravenously.  Twenty-five 
patients  experienced  no  disagreeable  symptoms,  most 
of  them  reported  apparent  relief.  In  eight  cases 
there  were  reactions  of  varying  degree,  some  of 
which  resembled  protein  shock.  There  was  an  aver- 
age fall  in  the  systolic  pressure  of  62  mm.,  and  an 
average  fall  in  diastolic  pressure  of  28  mm.  In- 
vestigations are  under  way  to  determine  the  con- 
stituent or  constituents  of  liver  responsible  for  the 
effect  on  blood  pressure.  The  clinical  value  of  liver 
extracts  will  depend,  not  only  on  the  development. 
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of  a stable  and  uniform  extract,  but  also  on  the 
permanence  of  the  fall  in  pressure  and  its  relation  to 
other  pathologic  changes  existing  in  the  body.  (Jour. 
A.  M.  A.,  July  18,  1925,  p.  194). 

Mizar. — Mr.  Sorolcowski,  formerly  of  Chicago  and 
now  apparently  operating  from  a suburb,  Oak  Park, 
sells,  “especially  to  the  foreign  element,”  a product 
that  he  calls  “Mizar”  as  “the  most  effective  remedy 
for  rheumatism.”  Mizar  comes  in  the  form  of  an 
ointment.  Two  cases  of  dermatitis  venenata  from 
its  use  have  been  reported.  The  A.  M.  A.  Chemical 
Laboratory  examined  Mizar  and  reports  that  the 
preparation  may  be  considered  essentially  an  oint- 
ment, the  chief  active  ingredient  of  which  is  an 
extract  of  capsicum.  Presumably  a product  of  this 
sort  appeals  to  those  purchasers  of  “patent  medi- 
cines” who  feel  that  they  are  not  getting  their 
money’s  worth  unless  the  preparation  has  an  ap- 
palling smell  or  taste,  or  produces  some  physiologic 
reaction  that  will  make  them  sit  up  and  take  notice. 
(Jour.  A.  M.  A.,  July  18,  1925,  p.  212). 

Administration  of  Hexamethylenamin. — In  a solu- 
tion containing  hexamethylenamin  3 gm.,  acid  sodium 
phosphate  9 gm.,  and  distilled  water  120  c.c.,  a 
faint  reaction  for  free  formaldehyde  is  obtainable, 
though  the  reaction  is  much  less  intense  than  that 
obtained  in  a solution  of  the  same  amount  of  hexa- 
methylenamin in  0.2  per  cent  hydrochloric  acid.  In 
the  course  of  days  when  kept  at  ordinary  room 
temperature  and  in  diffused  light  the  formaldehyde 
reaction  in  the  solution  increases.  When  recently 
prepared  the  acid  sodium  phosphate-hexamethylena- 
min  mixture  is  not  objectionable;  however,  in  view 
of  the  comparative  instability  of  the  mixture  it  is 
advisable  either,  as  Useful  Drugs  recommends,  to 
administer  acid  sodium  phosphate  midway  between 
the  doses  of  hexamethylenamin  or  else  to  add  hexa- 
methylenamin to  a solution  of  acid  sodium  phosphate 
just  before  administration.  (Jour.  A.  M.  A.,  July 
IS,  1925,  p.  214). 

Sodium  Iodid  in  Asthma. — The  use  of  iodids  as 
adjuvants  in  the  treatment  of  asthma  seems  to  be 
of  such  general  acceptance  that  recent  medical  lit- 
erature reveals  few  special  studies  of  its  effects  in 
this  condition.  The  intravenous  administration  of 
sodium  iodid  in  this  condition  has  been  reported. 
However,  a report  cn  the  intravenous  administration 
of  sodium  iodid  in  the  Mayo  Clinic  states  that  there 
is  no  advantage  in  using  sodium  iodid  intravenously, 
except  in  a few  cases  where  massive  doses  might 
cause  iodism.  The  Council  on  Pharmacy  and  Chem- 
istry does  not  endorse  the  routine  administration  in- 
travenously of  sodium  iodid.  The  Council  holds 
that  intravenous  medication  generally  is  not  as  safe 
as  oral  administration,  and  further,  that  there  is 
little  if  any  justification  for  the  intravenous  ad- 
ministration of  such  agents  as  sodium  iodid,  because 
their  systemic  effects  are  promptly  obtained  from 
oral  administration.  (Jour.  A.  M.  A.,  July  25,  1925, 
p.  290). 


Book  Announcements 


Symptoms  of  Visceral  Disease.  A Study  of  the 
Vegetative  Nervous  System  in  Its  Relationship  to 
Clinical  Medicine.  By  FRANCIS  MARION  POT- 
TENGER,  M.  D.,  LL.  D.,  F.  A.  C.  P.,  Medical  Direc- 
tor, Pottenger  Sanatorium  for  Diseases  of  the 
Lungs  and  Throat,  Monrovia,  Calif.;  Author  of 
“Clinical  Tuberculosis,”  etc.  Third  edition.  St. 
Louis.  The  C.  V.  Mosby  Company.  1925.  394 


pages  with  eighty-six  text  illustrations  and  ten 
color  plates.  8vo.  Cloth.  Price,  $6.50. 

Personal  and  Community  Health.  By  CLAIR 
ELSMERE  TURNER,  Associate  Professor  of 
Biology  and  Public  Health,  Massachusetts  Institute 
of  Technology;  Associate  Professor  of  Hygiene, 
Tufts  College  Medical  and  Dental  Schools;  Major, 
Sanitary  Corps,  U.  S.  A.  (Reserve).  St.  Louis. 
The  C.  V.  Mosby  Company.  1925.  426  pages.  Illus- 
trated. 8vo.  Cloth.  Price,  $2.50. 

Some  Fundamental  Considerations  in  the  Treatment 
of  Empyema  Thoracis.  By  EVARTS  A.  GRAHAM, 
M.  D.,  Member  of  Empyema  Commission,  U.  S. 
Army;  Professor  of  Surgery,  Washington  Univer- 
sity School  of  Medicine,  St.  Louis,  etc.  This  essay 
was  awarded  the  Samuel  D.  Gross  Prize  of  the 
Philadelphia  Academy  of  Surgery  in  1920.  St. 
Louis.  The  C.  V.  Mosby  Company.  1925.  110 
pages.  Illustrated.  8vo.  Cloth.  Price,  $2.50. 

Methods  in  Surgery.  Used  in  the  Surgical  Divisions 
of  Barnes  Hospital,  St.  Louis  Children’s  Hospital, 
and  Washington  University  Dispensary.  Including 
Outlines  for  Case  History-Taking,  Preoperative  and 
Postoperative  Care  of  Patients,  Routines,  Diets 
etc.  By  GLOVER  H.  COPHER,  M.  D.,  Instructor 
in  Surgery,  Washington  University  School  of  Medi- 
cine, etc.  St.  Louis.  The  C.  V.  Mosby  Company. 
1925.  232  pages.  8vo.  Cloth.  Price,  $3.00. 

Old  and  New  Viewpoints  in  Psychology.  By  KNIGHT 
DUNLAP,  Professor  of  Experimental  Psychology 
in  the  Johns  Hopkins  University.  St.  Louis.  The 
C.  V.  Mosby  Company.  1925.  166  pages.  12mo. 

Cloth.  Price,  $1.50. 

The  Normal  Diet.  A Simple  Statement  of  the  Funda- 
mental Principles  of  Diet  for  the  Mutual  Use  of 
Physicians  and  Patients.  By  W.  D.  SANSUM, 
M.  D„  Director  of  the  Potter  Metabolic  Clinic’ 
Department  of  Metabolism,  Santa  Barbara  Cottage 
Hospital,  Santa  Barbara,  Calif.  St.  Louis.  The 
C.  V.  Mosby  Company.  1925.  72  pages.  Illus- 

trated. 12mo.  Cloth.  Price,  $1.50. 

Transactions  of  the  College  of  Physicians  of  Phila- 
delphia. Third  Series.  Volume  the  Forty-Sixth. 
Philadelphia.  Printed  for  the  College.  1924.  892 

pages.  8vo.  Cloth. 

Smithsonian  Institution,  Bureau  of  American  Ethno- 
logy, Bulletin  78.  Handbook  of  the  Indians  of 
California.  By  A.  L.  KROEBER.  Washington. 
Government  Printing  Office.  1925.  8vo.  995  pages 
and  charts.  Illustrated. 

Thirty-Ninth  Annual  Report  of  the  Bureau  of  Amer- 
ican Ethnology.  To  the  Secretary  of  the  Smith- 
sonian Institution.  1917-1918.  Washington.  Gov- 
ernment Printing  Office.  1925.  Quarto.  636  pages. 
Illustrated. 

Preventive  Medicine.  By  MARK  F.  BOYD.  M.  D., 
C.  P.  H.,  Member  of  Regular  Field  Staff,  Inter- 
national Health  Board  of  the  Rockefeller  Founda- 
tion; formerly  Professor  of  Bacteriology  and  Pre- 
ventive Medicine  in  the  Medical  Department  of  the 
University  of  Texas.  Second  Edition,  Revised. 
Philadelphia  and  London.  W.  B.  Saunders  Com- 
pany. 1925.  8vo.  of  429  pages  with  135  illustra- 
tions. Cloth.  Price,  $4.00  net. 

A Manual  of  Gynecology.  By  JOHN  C.  HIRST,  M.  D, 
F.  A.  C.  S.,  Associate  in  Obstetrics,  University  of 
Pennsylvania,  etc.  Second  Edition,  Revised.  Phila- 
delphia and  London.  W.  B.  Saunders  Company. 
1925.  12mo.  of  508  pages  with  195  illustrations. 

Cloth.  Price,  $3.50  net. 
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Physical  Chemistry  in  Biology  and  Medicine.  By 

J.  F.  McCLENDON,  Ph.  D„  Professor  of  Physio- 
logic Chemistry,  University  of  Minnesota  Medical 
School,  and  GRACE  MEDES,  Ph.  D.,  Assistant 
Professor  of  Physiologic  Chemistry,  University  of 
Minnesota  Medical  School.  Philadelphia  and  Lon- 
don. W.  B.  Saunders  Company.  1925.  Octavo  of 
425  pages,  illustrated.  Cloth.  Price,  $4.50  net. 

A Text-Book  of  General  Bacteriology.  By  EDWIN 
O.  JORDAN,  Ph.  D.,  Professor  of  Bacteriology  in 
the  University  of  Chicago  and  Rush  Medical  Col- 
lege. Eighth  Edition,  thoroughly  revised.  Phila- 
delphia and  London.  W.  B.  Saunders  Company. 
1924.  Octavo  of  752  pages,  fully  illustrated. 
Cloth.  Price,  $5.00  net. 

American  Illustrated  Medical  Dictionary  (Dorland). 

A New  and  Complete  Dictionary  of  the  Terms 
Used  in  Medicine,  Surgery,  Dentistry,  Pharmacy, 
Chemistry,  Nursing,  Veterinary  Science,  Biology, 
Medical  Biography,  etc.,  with  the  Pronunciation, 
Derivation,  and  Definition.  Thirteenth  Edition, 
Revised  and  Enlarged.  Edited  by  W.  A.  NEW- 
MAN DORLAND,  M.  D.,  F.  A.  C.  S.  Philadelphia 
and  London.  W.  B.  Saunders  Company.  1925. 
Large  Octavo  of  1344  pages  with  338  illustrations, 
141  in  colors.  Flexible  binding  $7.00  net;  thumb 
index,  $7.50  net. 

To  those  familiar  with  Dorland’s  Medical 
Dictionary,  the  mere  mention  of  the  fact  that 
a new  edition  has  been  issued  is  sufficient. 
This  book  is  a recognized  authority  in  the 
medical  world  and,  perhaps,  the  most  useful 
book  any  doctor  could  have  in  his  library. 
This  dictionary  includes  much  collateral  in- 
formation of  an  encyclopedic  character,  to- 
gether with  new  and  elaborate  tables  on  arter- 
ies, muscles,  nerves,  veins,  etc.;  of  bacilli,  bac- 
teria, diplococci,  micrococci,  streptococci, 
weights  and  measures,  posologic  tables,  epony- 
mic  tables  of  diseases,  operations,  signs  and 
symptoms,  stains,  tests,  methods  of  treatment, 
etc. 

Since  the  appearance  of  the  last  edition,  there 
has  been  no  let  up  in  the  appearance  of  new 
terms  in  medical  literature,  and  as  a result, 
about  2,500  new  words  make  their  first  appear- 
ance in  this  edition. 

Doctors  in  this  State  will  be  especially  in- 
terested to  learn  that  Dr.  E.  C.  L.  Miller,  of 
the  faculty  of  the  Medical  College  of  Virginia, 
has  been  enegaged  in  the  revision  of  this  dic- 
tionary in  the  fields  of  bacteriology,  immu- 
nology, public  health,  etc.,  as  before.  He  has 
also  made  a painstaking  revision  of  the  terms 
in  pharmacy  and  has  added  notably  to  the 
terminology  of  this  department  of  the  book. 
We  highly  recommend  this  dictionary. 


Tuberculosis  in  Greenland. 

It  is  reported  that  tuberculosis  is  making 


serious  ravages  among  the  natives  of  Green- 
land, where  the  knowledge  of  the  principles  of 
hygiene  is  very  primitive.  A year  ago  a so- 
ciety for  the  relief  of  the  children  of  Green- 
land was  formed  in  Denmark  (to  which  coun- 
try Greenland  belongs),  which  already  has 
5.000  members.  With  the  aid  of  the  Danish 
Ministry  of  the  Interior  and  Health  Service 
and  the  officials  concerned  with  the  govern- 
ment of  the  island  measures  have  been  adopted 
for  the  installation  of  a 20-bed  hospital  for 
tuberculous  children.  The  society  is  also  tak- 
ing measures  for  the  protection  of  orphans  in 
Greenland  and  is  endeavoring  to  find  foster 
homes  for  them. 

The  American  College  of  Radiology  and 

Physiotherapy 

Is  to  hold  its  annual  meeting  in  Chicago, 
October  19-22,  with  headquarters  at  Hotel  La 
Salle.  Members  of  the  Medical  Society  of 
Virginia  are  cordially  invited  to  attend.  Dr. 
Curran  Pope,  of  Louisville,  Ky.,  is  president, 
and  Dr.  R.  W.  Pouts,  of  Omaha,  Nebr.,  sec- 
retary. 

Part-Time  Schools,  New  York. 

According  to  a recent  report,  ninety  thou- 
sand boys  and  girls  between  fourteen  and 
seventeen  years  of  age  are  enrolled  in  part- 
time  schools  in  New  York  State.  Under  the 
law,  children  between  fourteen  and  eighteen 
not  attending  full-time  day  school  must  attend 
part-time  schools  where  these  schools  are  es- 
tablished. There  are  655,000  boys  and  girls  be- 
tween these  ages  in  the  State  and  282,000  are 
outside  the  full-time  schools.  The  law  with 
regard  to  part-time  schools  is  working  well, 
the  director  reports.  It  has  served  to  keep 
many  at  full-time  schools  who  might  otherwise 
have  gone  to  work,  and  has  made  for  better 
enforcement  of  the  compulsory  school  laws. 

Health  Exposition,  Germany. 

A national  exposition  on  health,  social  wel- 
fare, and  physical  training  is  to  take  place  in 
Dusseldorf  in  1926  under  the  auspices  of  the 
National  Government  and  with  the  co-opera- 
tion of  the  State  governments  and  various 
private  organizations.  The  purpose  of  the  ex- 
position is  to  point  out  to  the  German  people 
the  importance  of  proper  care  of  the  health, 
to  enable  them  to  meet  their  obligations  in 
Germany  and  outside  of  it.  More  than  1,000 
specialists  in  various  fields  are  engaged  in  ar- 
ranging for  the  exposition. 
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Editorial 


Comments  on  Treatment  of  Bile  Tract 

Disease. 

As  one  reviews  the  literature  on  liver  and 
bile,  one  is  impressed  with  the  volume  of  work 
done  by  various  research  workers  within  the 
last  few  years.  Some  of  it  seems  reduplication 
of  work  on  questions  apparently  settled,  or, 
at  least,  apparently  accepted  as  settled  by 
physiologists  and  recorded  in  text-books  used 
in  medical  schools.  One  is  also  impressed  with 
the  little  advance  made  beyond  what  modern 
text-books  of  physiology  give.  Really,  one  may 
well  wonder  whether  the  workers  attempting 
to  do  research  have  already  familiarized  them- 
selves with  what  is  considered  to  be  known,  as 
it  is  given  to  medical  students  in  text-books 
on  modern  physiology.  One  may,  therefore, 
well  suggest  to  practicing  physicians  to  read 
carefully  the  phv-siology  of  the  liver  and  gall- 
bladder in  modern  text-books  on  the  subject, 
if  they  are  interested  in  this  important  field  of 
study.  By  reading  works  on  physiology  one 
may  see  the  important  relationship  between 
the  misfunction  and  diseases  of  the  liver  and 
bile  tract,  with  many  problems  of  diagnosis 
necessarily  coming  up  in  the  daily  routine 
practice,  where  digestive  disturbances  and  ab- 
dominal discomforts  are  found. 

Having  done  this,  one  may  naturally  think 
of  the  symptomatology  that  may  arise  or 
eventuate  as  a result  of  the  curtailment, 
abridgment,  perversion  and  suppression  of  the 
physiologic  action  of  the  liver,  and  its  secretory 
and  excretory  juice,  the  bile.  One  may  easily 


conceive  that  the  digestion  of  food  results,  not 
from  the  action  of  the  secretions  of  the  mouth, 
the  stomach  and  the  intestines,  with  acce-sory 
glands,  when  acting  singly,  but  only  when  each 
organ  acts  in  co-operation  and  sequence,  with 
the  others.  When  one  organ  of  the  alimentary 
tract  fails  in  its  function,  compensatory  strain 
is  thrown  upon  the  next  organ  involved  in  the 
process  of  food  digestion.  To  repeat,  when  or- 
gans below  the  stomach,  such  as  the  liver  and 
pancreas,  or  the  ducts  conveying  digestive  fer- 
ments therefrom,  become  so  crippled  as  to  fail 
to  perform  for  a long  time,  essential  parts  of 
digestion,  symptoms  of  disordered  digestion 
necessarily  result. 

Liver  and  Bile 

1.  The  liver  plays  its  foremost  part  in  body 
welfare  in  carbohydrate  metabolism.  The  liver 
stores  glycogen  and  maintains  the  level  of 
blood  sugar  to  meet  requirements  of  body  ac- 
tivity and  heat;  at  the  same  time  it  excretes 
and  secretes  bile. 

2.  The  liver  function  in  protein  metabolism 
is  recognized  and  emphasized  by  physiologists. 
Its  action  on  the  amino-acids — both  the  new 
and  rejected  “building  stones”  of  protein  food 
and  protein  body— is  essential  to  life. 

3.  The  liver  action  on  the  fats  is:  a physio- 
logic one  of  no  mean  importance. 

4.  The  bile  function  of  the  liver  cells  is  an- 
other essential  and  most  spectacular  function 
of  the  liver.  Pouring  out  from  its  cells  500 
c.c.  to  800  c.c.  daily,  bile  is  both  an  excretor}r 
fluid  as  well  as  a digestive  one.  It  has  been 
shown  that  bile  flow  is  essential  to  the  life  of 
the  body ; this  function  of  the  liver  cannot  long 
be  suppressed,  without  death  following.  It 
may  be  obstructed  at  its  outlet  without  im- 
mediate death,  but  if  suppressed  at  its  source, 
life  is  terminated  in  time. 

5.  Bile,  like  urine,  contains  excretory  in- 
gredients; refuse  matter;  end  products  of 
metabolism.  May  it  not  contain  important  end 
products  of  blood  cell,  nervous  tissue  and  fat 
tissue  metabolism  ? 

6.  Bile,  like  pancreatic  juice,  contains  im- 
portant digestive  properties  in  its  action  in 
the  digestion  of  fats  in  the  food;  it  also  acti- 
vates its  companion-gland,  the  pancreas,  to 
secrete  pancreatic  juice,  and  bile  pigment  and 
bile  acids  are  reabsorbed  from  the  intestinal 
fluids. 

7.  Bile  is  secreted  continuously  by  the  liver. 
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but  only  small  amounts  enter  the  duodenum 
during  fasting. 

8.  Bile  is  retained  in  the  common  duct  by 
contraction  of  the  sphincter  of  Oddi,  during 
fasting. 

9.  Bile  produces  a pressure  of  150  mm.  of 
water  at  the  sphincter  of  Oddi  before  escaping 
into  the  duodenum. 

10.  Bile,  during  fasting  (between  meals), 
after  filling  the  common  duct  is  diverted  into 
cystic  duct  to  the  gall-bladder. 

11.  Bile  is  concentrated  and  stored  in  the 
gall-bladder  during  fasting. 

12.  Bile  is  discharged  into  the  duodenum  as 
the  gastric  evacuation  of  chyme  occurs,  after 
meals.  This  is  brought  about  by  the  relaxation 
of  the  sphincter,  as  the  acid  chyme  bathes  the 
ampulla  of  Vater. 

13.  Bile  from  the  gall-bladder,  concentrated, 
then,  through  release  of  pressure  at  the  outlet 
or  by  slight  contraction,  is  expelled  into  the 
common  duct  and  duodenum. 

14.  Bile  in  the  duodenum  activates  pancreas, 
saponifies  fats,  and  is  reabsorbed  by  portal 
blood  and  returned  to  the  liver  for  formation 
of  new  bile. 

Symptoms  of  Disease  of  the  Liver  and  Bile 
Tract 

A.  Without  doubt  the  functions  of  the  stom- 
ach, motor,  sensory  and  secretory,  are  dis- 
ordered when  bile  flow  from  the  liver  becomes 
impaired.  This  is  a common  association : gall 
tract  disease  and  “dyspepsia.” 

B.  In  biliary  disease,  gastric  symptoms  like 
heartburn,  sour  stomach,  eructation,  heaviness 
and  discomfort  in  the  epigastrium  after  eat- 
ing, are  common. 

C.  Tenderness  and  pain  on  pressure  are 
often  found  in  biliary  disease  in  the  “gall- 
bladder region”  and  a boring  pain  under  the 
right  shoulder  blade  is  a frequent  occurrence. 

D.  The  lnrer  may  be  enlarged;  the  patient 
may  be  fat  and  may  suffer  from  abdominal 
gas  detention,  constipation  and  piles.- 

E.  The  patient  may  have  jaundice;  the  stool 
may  be  clay-colored. 

F.  Pain  and  biliary  colic  may  occur. 

G.  In  cirrhoses:  ascites,  hemorrhages,  jaun- 
dice, spleen  enlargement. 

H.  In  infections:  hectic  fever,  jaundice,  en- 
largement. 

I.  In  acute  yellow  atrophy,  carcinoma,  cys- 


tic disease,  syphilis,  splenomegalia,  the  symp- 
toms vary  with  pathology. 

Non-Surgical  Treatment  of  Bile  Tract 
Disease 

In  1919,  Lyon  suggested  a method  of  diag- 
nosis and  treatment  of  diseases  of  the  gall- 
bladder and  biliary  disease  by  a non-surgical 
drainage  with  duodenal  tube.  He  based  his 
investigation  upon  a suggestion  made  by 
Meltzer  (1917),  American  Journal  of  Medical 
Sciences , 153:  469,  in  which  he  says:  “I  make, 
therefore,  the  suggestion  to  test  in  jaundice 
and  biliary  colic  the  local  application  of  a 25 
per  cent  solution  of  magnesium  sulphate  by 
means  of  the  duodenal  tube.  It  may  relax  the 
sphincter  of  the  common  duct  and  permit  the 
ejection  of  the  bile,  and,  perhaps,  even  permit 
the  removal  of  a calculus  of  moderate  size 
wedged  in  the  duct  in  front  of  the  papilla  of 
Vater.” 

In  1922,  Lyon,  having  reported  his  satisfac- 
tory experience  in  the  use  of  this  method  in 
a series  of  papers,  in  which  he  outlined  his 
principles  and  results,  answered  certain  criti- 
cisms of  non-surgical  drainage  in  the  New 
York  Medical  Journal.  In  this  paper  he  an- 
swered the  criticisms  of  Einhorn,  Cooke,  Bas- 
sler,  Bucket  and  Lutz.  Since  then  the  treat- 
ment has  been  questioned  by  surgeons  as  well. 
One  may  say  that  Lyon  appears  to  take  good 
care  of  his  case  in  the  argument.  He  has  con- 
tinued his  use  of  this  treatment  and  it  has 
become  quite  widely  used  with  success  in  cases 
of  cholecystitis,  with  and  without  obstruction, 
and  in  diseases  of  the  liver.  In  the  November  - 
December,  1924,  Therapeutic  Gazette , Lyon 
published  a paper  giving  a summary  of  his 
opinion  and  experience  of  this  treatment  of 
biliary  disease.  Of  536  patients  given  this 
treatment  by  him  in  four  years,  160  were  re- 
ferred for  diagnosis  only,  and  so  his  results 
are  based  upon  376  cases  who  were  treated  by 
“non-surgical  drainage,  combined  autogenous 
vaccines,  colonic  irrigation,  selective  diet,  and 
a minimal  use  of  oral  therapy.” 

Of  the  376  patients  treated,  Lyon  reports 
that  30  per  cent  were  cured  (symptom-free  for 
from  one  to  four  years) ; 51.8  per  cent  were  im- 
proved and  “remain  well  for  periods  longer 
than  one  year;”  9 per  cent  were  50  per  cent 
improved;  all  of  these  were  “chronic;”  2 per 
cent  were  entirely  unimproved ; one  patient 
died  of  heart  failure  during  the  course  of 
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treatment;  7 per  cent  of  the  series  could  not 
be  treated.  Of  the  536  cases  ninety-six  were 
operated  upon,  and  of  this  ninety-six  cases 
fifty-two  had  been  previously  operated  upon, 
before  being  treated  by  Lyon.  These  were  sur- 

gical failures.  ‘‘The  operations  done  in  this 
series  were  as  follows: 

Cholecystectomies  16  cases 

Cholecystotomies  24  cases 

Appendectomies  37  cases 

Gall-stones  removed  17  cases 

Adhesions  released  17  cases 

Gastro-enterostomies  7 cases 

Other  operations  15  cases 

Multiple  operations  20  cases 

Multiple  operations  on  gall 

tract  13  cases 

Total  number  of  operations 

on  52  cases  161  cases 

Total  number  of  abdominal 

operations  on  52  cases 98  cases 

‘‘Of  this  series  of  fifty-two  cases  of  previous 
surgical  failures,  twenty-seven  were  treated  en- 
tirely by  non-surgical  procedures  of  various 
kinds  (drainage,  colonic  irrigation,  physical 
therapy,  vaccines,  diet  and  drugs)  and  the 
average  total  improvement  secured  was  83.6 
per  cent.  Six  cases  could  not  be  traced.” 
Lyon  goes  on  to  say : “It  was  necessary  for 
me  to  send  nineteen  cases  for  further  abdomi- 
nal surgery,  after  a preliminary  period  of 
preparatory  non-surgical  drainage.  Fourteen 
of  the  cases  who  were  followed  up  bv  various 
forms  of  non-surgical  management  secured  90 
per  cent  improvement  over  their  previous  dis- 
ability. Two  cases  are  too  recent  to  tabulate; 
one  could  not  be  traced ; and  two  cases  died. 

“Of  the  total  ninety-six  cases  operated  upon, 
this  second  analysis  concerns  fifty-eight  cases 
personally  studied  pre-operatively,  and  then 
personally  referred  for  surgery.  The  opera- 
tions done  on  this  series  and  the  findings  were 


as  follows: 

Cholecj^stectomies  33  cases 

Cholecystotomies  6 cases 

Cholecystoduodenostomies  ....  2 cases 

Choledoehostomies  2 cases 

Cholecystogastrostomy  1 case 

Duodenduodenostomy  1 case 

Appendectomies  (incidental)  13  cases 

Appendectomies  alone  6 cases 

Gall-stones  removed  19  cases 

Adhesions  released  21  cases 


Gastro-enterostomies  6 cases 

Pyloroplasties 2 cases 


“Of  these  fifty-eight  cases,  fifty  were  pri- 
marily gall-tract  cases.  Most  of  them  repre- 
sented late  pathology,  nineteen  of  which  had 
had  previous  operations  of  the  gall-tract. 
Many  were  distinctly  ‘bad  risk’  patients. 
Forty  per  cent  were  given  a preliminary  period 
of  non-surgical  drainage  with  sufficient  im- 
provement to  later  justify  surgery,  despite 
grave  contraindications.  The  mortality  was  10 
per  cent.  Twenty-eight  per  cent  required  post- 
operative non-surgical  drainage  follow-up 
treatment  to  insure  recovery  from  post-opera- 
tive complications,  chiefly  due  to  residual  duct 
catarrhs  and  infections  not  eradicated  by  surg- 
ery alone.  No  other  method  can  so  well  pre- 
vent post-operative  cholangitis  and  hepatitis.” 

At  the  close  of  his  paper  Lyon  made  the  fol- 
lowing general  statement  concerning  treatment 
of  gall-tract  and  liver  diseases: 

A.  Dietetic  measures  are  necessary  to  cor- 
rect chemistry  of  liver. 

B.  Surgical  corrections  are  necessary  in  es- 
tablished patholgy;  non-surgical  duodenal 
drainage  before  and  after  operation  help  pa- 
tients to  recovery. 

C.  Non-surgical  drainage  of  the  biliary  sys- 
tem includes  the  pancreas  as  well. 

D.  Autogenous  vaccines  help  convalescence. 

E.  Colonic  irrigations  assist  in  detoxicating 
patients. 

F.  Oral  therapy  assists  in  general  daily  re- 
gimen. 

The  New  Pharmacopeia. 

The  tenth  revision  of  the  U.  S.  Pharma- 
copeia was  placed  on  sale  August  15th  last. 
The  new  drug  standards  for  this  country  will 
go  into  effect  January  1,  1926.  The  associa- 
tion of  a committee  of  twenty-one  medical  men 
was  important  in  shaping  the  revision  in  the 
interest  of  the  work  of  the  medical  profession. 
Consequently,  says  The  Journal  of  the  Ameri- 
can Medical  Association , the  new  book  should 
more  nearly  represent  rational  medicine  than 
some  of  the  preceding  revisions  in  which 
pharmacists  and  pharmaceutic  manufacturers 
largely  controlled  the  situation.  An  announce- 
ment in  The  Journal , for  August  29th,  may 
be  read  with  interest: 

“The  United  States  Pharmacopeial  Conven- 
tion met  in  Washington  in  May,  1920,  and  ap- 
pointed a committee  to  revise  the  Pharma- 
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copeia  of  the  United  States.  The  new  Pharma- 
copeia was  placed  on  sale  August  15th ; it  be- 
comes official  January  1,  1926.  The  responsi- 
bility for  the  scope  of  the  new  Pharmacopeia 
was  placed  on  the  twenty-one  members  who 
held  the  degree  of  Doctor  of  Medicine.  Con- 
seqently,  the  new  book  should  more  nearly 
represent  rational  medicine  than  some  of  the 
preceding  revisions  in  which  pharmacists  and 
pharmaceutic  manufacturers  largely  controlled 
the  situation.  From  the  standpoint  of  the 
physician,  the  most  noteworthy  feature  of  this 
revision  is  the  fact  that  but  forty  new  drugs 
and  preparations  wei'e  added,  while  192  have 
been  deleted.  The  additions  are  drugs  which 
give  promise  of  therapeutic  worth : thirty-one 
of  them  already  described  in  New  and  Non- 
official Remedies.  The  omission  of  such  sub- 
stances as  arnica,  calcium  hypophosphite, 
cerium  oxalate,  coriander,  grindelia,  hops,  lac- 
tucarium,  three  lithium  salts,  matricaria, 
prickly  ash,  musk,  parsley,  pepper,  saw  pal- 
metto, stillingia,  sumbul  and  taraxicum  is  a 
distinct  aid  to  scientific  medicine.  The  reten- 
tion of  sarsaparilla  is  to  be  regretted.  An  ef- 
fort has  been  made  to  simplify  the  Latin  titles : 
Examples  are : The  substitution  of  Cincho- 
phenum  for  Acidum  Phenylcinchoninicum ; 
Methenamina  for  Hexamethylenamina ; Liquor 
Pituitarrii  for  Liquor  Hypophysis.  Whereas 
the  present  Pharmacopeia  requires  that  two 
drugs  and  their  preparations  be  standardized 
biologically,  the  new  book  requires  that  eight 
must  be  so  standardized.  The  unit  of  measure- 
ment, the  milliliter  (abbreviation  ‘Mil’),  which 
is  used  in  the  present  Pharmacopeia  has  hap- 
pily been  abandoned  again  and  the  familiar 
cubic  centimeter  (abbreviated  ‘cc.’)  restored.” 


SOME  WAVS  TO  KILL  A MEDICAL  SOCIETY. 

1.  Don’t  go  to  the  meetings. 

2.  If  you  do  attend  a meeting,  find  fault  with  the 

work  of  the  officers  and  members. 

3.  Never  accept  office,  as  it  is  easier  to  criticize 

than  do  things. 

4.  Get  sore  if  you  are  not  appointed  on  a committee, 

but  if  you  are,  do  not  attend  committee  meet- 
ings. 

5.  If  asked  by  the  chairman  to  give  your  opinion 

on  some  matter,  tell  him  you  have  nothing 
to  say.  After  the  meeting,  tell  everyone  how 
things  should  be  done. 

6.  Hold  back  your  dues,  or  don’t  pay  at  all. 

7.  Don’t  bother  about  getting  new  members.  “Let 

George  do  it.” — (Selected.) 


News  Notes 


TO  THE  MEMBERS  OF  THE  MEDICAL 
SOCIETY  OF  VIRGINIA 

The  Richmond  Academy  of  Medicine  extends 
a cordial  invitation  to  all  of  the  members  of 
the  State  Society  to  be  present  at  the  56th 
annual  meeting  to  be  held  in  Richmond,  Octo- 
ber 13  to  16,  inclusive.  The  Committee  hopes 
to  make  this  one  of  the  most  enjoyable  oc- 
casions in  the  history  of  the  Society  and  every 
effort  is  being  made  to  provide  entertainment 
not  only  for  the  members  themselves  but  for 
those  of  their  families  who  may  attend. 

We  have  been  assured  that  a carefully 
selected  scientific  program  is  being  arranged 
and  the  names  of  distinguished  guests  from 
a distance  will  also  appear  on  the  program. 
The  social  entertainment  necessary  to  supple- 
ment the  main  activities  of  the  meeting  will 
be  provided  by  a number  of  committees,  the 
members  of  which  will  cheerfully  co-operate 
in  making  the  entire  meeting  a success. 

Let  each  member  of  the  Society  make  his 
plans  to  be  our  guest  at  this  time.  We  want 
a record-breaking  attendance. 

T.  D.  JONES,  Chairman, 
Committee  on  Arrangements. 


On  To  Richmond! 

Next  month  is  the  time.  Dates  for  the 
annual  meeting  of  the  Medical  Society  of 
Virginia  are  October  13,  14,  15  and  16,  and 
all  members  of  the  Society  should  try  to  attend 
this  meeting,  for  coming  to  Richmond,  is  like 
“coming  back  home”  for  many  of  the  doctors 
in  the  State.  All  members  of  the  Society  are 
urged  to  attend  this  meeting  and  bring  their 
wives  and  daughters.  See  that  your  Society 
has  its  quota  of  delegates. 

Dr.  Thomas  D.  Jones,  Medical  Arts  Build- 
ing, Richmond,  is  general  chairman  in  charge 
of  the  Richmond  meeting.  All  meetings  will 
be  held  in  the  Jelfeerson  Hotel,  headquarters 
for  the  convention.  Attractive  entertainment 
is  being  arranged  for  the  ladies  and  it  is  ex- 
pected that  the  scientific  and  social  features 
will  be  sufficient  to  interest  the  men. 

The  usual  golf  tournament  is  to  be  held  on 
Tuesday,  the  13th,  opening  day  of  the  meet- 
ing—the  first  session  being  that  evening. 
Those  who  wish  to  take  part  in  this  tourna- 
ment should  write  at  once  to  Dr.  E.  H.  Terrell, 
Medical  Arts  Building,  this  city. 

Virginia  now  boasts  a number  of  women  doc- 
tors in  its  membership  and  special  invitation 
is  extended  them  to  attend  this  meeting.  Dr. 
Mary  Baughman  has  been  appointed  a mem- 
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her  of  the  entertainment  committee  that  she 
may  especially  look  out  for  the  women  doctors 
in  attendance  at  this  meeting  and  she  would 
be  pleased  to  get  in  touch  with  each  woman 
doctor  in  the  Society. 

The  Scientific  Exhibit  is  expected  to  be  very 
interesting.  Already  several  individuals  have 
signified  their  attention  of  having  exhibits. 
Among  others  there  will  be  X-ray  lantern 
slides  of  varying  conditions,  drawings  and 
specimens  of  unusual  and  interesting  tumors, 
and  drawings  and  photomicrographs  of  experi- 
mental work.  Dr.  J.  Shelton  Horsley,  chair- 
man of  this  committee,  urges  all  who  care  to 
have  an  exhibit  to  send  their  applications  to 
him  as  soon  as  possible. 

Scientific  exhibits,  as  usual,  will  be  attrac- 
tive and  the  exhibitors  who  have  taken  space 
will  be  interested  in  showing  their  products 
to  the  members  of  the  Society  and  their  friends. 

The  symposium  on  “Puerperal  Infection’1 
should  be  a good  one,  and  the  guests  invited 
by  our  president,  Dr.  Hunter  McGuire,  of  Win- 
chester, will  add  greatly  to  the  interest  of  the 
meeting.  They  are  Drs.  George  E.  de. 
Schweinitz  and  Alfred  Stengel,  of  Philadel- 
phia, and  Dr.  David  S.  Hillis,  of  Chicago. 

We  are  getting  out  of  the  beaten  tracks  this 

O o 

time  and  are  planning  to  have  motion  pictures, 
one  evening.  These  will  be  on  two  good  pro- 
fessional subjects  and  should  prove  a pleasant 
innovation  at  the  meeting. 

You  cannot  afford  to  miss  this  meeting. 
Come  early  and  stay  late ! 

Notice. 

During  the  1919  session  of  the  Medical  So- 
ciety of  Virginia,  a Virginia  Railway  Sur- 
geons’ Association  was  organized.  Since  that 
time  this  Association  has  been  inactive.  Upon 
the  request  of  a large  number  of  Railway  Sur- 
geons of  this  State,  the  President  of  this  As- 
sociation has  called  a meeting  of  the  Railway 
Surgeons  of  the  State  for  the  purpose  of  re- 
organization. 

This  meeting  is  called  during  the  coming 
session  of  the  Medical  Society  of  Virginia  in 
Richmond.  The  meeting  will  be  held  in  the 
room  provided  for  the  House  of  Delegates  at 
2:30  P.  M.  Thursday,  Oct.  15,  1925. 

All  railway  surgeons  of  the  State  are  urged 
to  attend.  By  order  of  the  President. 

E.  L.  Kendtg,  Secretary. 


Late  Vacationists. 

Dr.  J.  A.  Rucker  and  family,  of  Bedford, 
are  home  again  after  a motor  trip  through  the 
mountains  of  North  Carolina. 

Dr.  and  Mrs.  Karl  Blackwell  and  children, 
of  Richmond,  recently  visited  relatives  near 
War  rent  on,  Va. 

Dr.  and  Mrs.  William  Meyer  have  returned 
to  their  home  at  Herndon,  after  a visit  to 
Richmond,  Ocean  View  and  Enfield,  N.  C. 

Dr.  Greer  Baughman  and  daughter,  of  Rich- 
mond, are  home  again  after  a water  trip  to 
Boston,  Mass. 

Dr.  and  Mrs.  H.  E.  Whaley,  Victoria,  were 
recent  visitors  in  Saunton,  Va.,  having  gone 
there  to  attend  the  Whaley-Thomas  wedding. 

Dr.  H.  S.  Belt,  South  Boston,  recently  visited 
a brother  in  New  York  City. 

Dr.  and  Mrs.  E.  G.  Hill,  Richmond,  left 
the  latter  part  of  August  for  a motor  trip 
through  the  Valley  of  Virginia. 

Dr.  H.  P.  Gibson,  Leesburg,  spent  his  vaca- 
tion recently  at  Ocean  City,  Md.,  where  his 
wife  had  been  for  some  time. 

Dr.  and  Mrs.  E.  H.  Terrell  and  daughters 
returned  to  their  home  in  Richmond  the  lat- 
ter part  of  August,  after  a motor  trip  through 
the  New  England  States  and  Canada. 

Dr.  P.  G.  Hamlin,  a member  of  the  staff  of 
the  Epileptic  Colony,  was  a recent  visitor  at 
Eastern  State  Hospital,  Williamsburg,  Va. 

Dr.  Maurice  M.  Lynch,  Jr.,  one  of  the  in- 
terns at  Memorial  Hospital,  Richmond,  recent- 
ly visited  his  parents  at  their  home  in  Win- 
chester, Va.  He  had  as  his  guest  Dr.  John 
Hillsman,  of  Richmond.  Both  are  of  the  ’25 
class,  Medical  College  of  Virginia. 

Dr.  C.  E.  Dyer,  of  Jewell  Ridge,  spent  sev- 
eral days  with  relatives  in  Pulaski,  the  latter 
part  of  August,  when  returning  from  a vaca- 
tion spent  in  Washington,  Baltimore,  New 
York,  and  in  attending  the  American  Legion 
convention  at  Staunton. 

Dr.  Robert  C.  Bryan  has  returned  to  Rich- 
mond, after  spending  his  vacation  with  his 
family  at  Biddeford  Pool,  Maine. 

Dr.  N.  G.  Wilson  and  children,  of  Norfolk, 
were  among  the  late  summer  visitiors  at  Maple 
Shade  Inn.  Pulaski,  Va. 

Drs.  C.  M.  Caravati  and  L.  O Snead,  of 
Richmond,  recently  visited  Dr.  and  Mrs.  R.  F. 
Cline,  at  Winchester,  Va. 

Dr.  and  Mrs.  L.  H.  Apperson,  of  Petersburg, 
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spent  the  month  of  August  with  relatives  at 
Tunstall,  Va. 

Dr.  and  Mrs.  T.  H.  Massey,  Smithfield,  left 
the  end  of  August  for  a motor  trip  to  Wash- 
ington, Niagara  Falls,  and  other  northern 
points. 

Dr.  and  Mrs.  E.  T.  Gatewood  and  children 
have  returned  to  Richmond,  after  spending 
some  time  at  Buena  Vista  Springs,  Pa. 

Dr.  and  Mrs.  M.  H.  Tredway,  Emporia, 
spent  their  vacation  visiting  relatives  and 
friends  at  South  Hill  and  Chatham,  Va. 

Dr.  and  Mrs.  Stuart  McGuire  have  returned 
to  Richmond,  after  a vacation  spent  at  Fisher’s 
Island  and  in  New  York  City. 

Dr.  and  Mrs.  H.  M.  Snead,  of  South  Hill, 
have  been  spending  some  time  at  Fork  Union, 
Va. 

Dr.  and  Mrs.  Warren  Vaughan  and  family 
of  Richmond,  returned  home  early  in  August, 
after  a visit  with  relatives  in  Michigan. 

Dr.  and  Mrs.  Roshier  W.  Miller  and  son, 
Richmond,  have  been  tenting  with  friends  on 
their  lots  at  Rappahannock  Banks,  Va.,  while 
their  cottages  are  being  built. 

Dr.  Meade  S.  Brent,  Petersburg,  visited  his 
former  near  Heathsville,  Va.,  in  August. 

Dr.  J.  B.  Dalton  and  family,  Richmond, 
visited  friends  in  Emporia  during  August. 

Dr.  R.  H.  Woolling,  Pulaski,  spent  some 
time  in  August  in  Richmond,  Va. 

Dr.  W.  C.  Fox’d,  Woodstock,  visited  friends 
in  Chicago,  111.,  during  August. 

Dr.  and  Mrs.  T.  Latane  Driscoll,  Richmond, 
visited  Mrs.  Driscoll’s  parents  at  Scottsville, 
Va.,  in  August. 

Dr.  and  Mrs.  A.  C.  Swimley,  of  Winchester, 
with  a party  of  friends,  took  a motor  trip  to 
Fairport,  N.  Y.,  in  August. 

Dr.  A.  S.  Lilly  and  family,  Richmond,  after 
returning  from  a motor  trip  to  West  Virginia, 
spent  some  time  at  their  summer  home  on  the 
Rappahannock. 

Dr.  E.  R.  Miller,  Harrisonburg,  spent  the 
lxionth  of  August  in  Richmond,  Va.,  and 
Tampa,  Fla. 

Dr.  and  Mrs.  Clifton  Miller,  Richmond,  re- 
turned home  late  in  August  after  a visit  to 
Woodberry  Forest,  Va.,  and  to  Old  Sweet 
Springs. 

Dr.  P.  W.  Boyd  and  daughters,  returned  to 
their  home  at  Winchester,  about  the  middle  of 
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August,  after  a visit  to  Dr.  Hugh  MacLean,  at 
Regina,  Canada. 

Dr.  and  Mrs.  St.  George  T.  Grinnan,  Rich- 
mond, returned  home  the  middle  of  August, 
after  a stay  at  Mountain  Lake,  Va. 

Dr.  David  B.  Lepper,  Smithtield,  of  the  State 
Health  Department,  visited  Waverly,  Va.,  in 
August. 

Dr.  and  Mrs.  Stuart  Michaux  l'eturned  to 
Richmond,  the  latter  part  of  August,  after  a 
visit  to  Hot  Springs,  Va. 

Dr.  Samuel  Maphis,  Warrenton,  recently 
visited  his  sister  at  Edinburg,  Va. 

Dr.  aixd  Mrs.  Lawrence  T.  Price  returned  to 
Richmond  late  in  August,  after  a visit  to  Dr. 
Price’s  former  home  in  Botetourt  County,  Va. 

Dr.  and  Mrs.  W.  S.  Fei’guson,  Lynchburg,  in 
August  went  on  an  automobile  trip  which  took 
them  through  the  White  Mountains  and  into 
Canada. 

Dr.  William  Patterson  returned  to  Rich- 
mond in  August  after  a visit  to  his  farm  at 
Grottoes,  Va.,  and  with  friends  in  Waynesboro, 
Va. 

Dr.  and  Mrs.  W.  O.  Bailey  and  children, 
Leesburg,  spent  part  of  August  at  Ocean  City, 
Md. 

Dr.  and  Mrs.  Frank  K.  Lord,  Richmond,  took 
a motor  trip  last  month  throixgh  the  Valley  of 
Virginia. 

Dr.  and  Mrs.  Charles  C.  Page  returned  to 
their  home  at  Orange,  the  middle  of  August, 
after  a visit  to  Asbury  Park,  N.  J. 

Dr.  I.  C.  Harrison  returned  to  Danville  the 
middle  of  August  after  a visit  to  Richmond 
and  New  York. 

Dr.  and  Mrs.  D.  D.  Talley,  Jr.,  and  Dr.  and 
Mrs.  Robert  S.  Preston,  Richmond,  after  a 
visit  at  Fisher’s  Island,  left  New  York  City, 
the  first  of  September,  for  a two  weeks’  lxxotor 
flip  through  the  Northern  States  and  Canada. 

Dr.  and  Mrs.  J.  R.  Gorman,  Lynchburg, 
have  been  visiting  Mrs.  Gorman’s  parents,  Dr. 
and  Mrs.  J.  H Ferguson,  at  Clifton  Station, 
Va. 

Dr.  and  Mrs.  Charles  V.  Carrington,  Rich- 
mond, spent  some  time  in  August,  cruising  with 
friends  off  the  Maine  coast. 

Dr.  G.  W.  Brown  and  daughter,  of  Willams- 
burg,  spent  the  latter  part  of  August  in  Ashe- 
ville, N.  C. 

Dr.  and  Mrs.  George  B.  Fadeley,  of  East 
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Falls  Church,  recently  visited  relatives  at 
Edinburg,  Va. 

Dr.  and  Mrs.  Emory  Hill  and  Dr.  J.  A. 
White,  Avho  spent  the  summer  abroad,  have  re- 
turned to  their  homes  in  Richmond. 

Dr.  P.  A.  Irving,  Farmville,  recently  at- 
tended the  Bible  lessons  meeting  at  Massanefta 
Spring,  Va. 

Dr.  and  Mrs.  A.  C.  Monroe  and  daughters, 
Richmond,  spent  the  first  part  of  August  at 
Ocean  View  and  Virginia  Beach. 

Dr.  W.  W.  Seward,  Surry,  visited  Buffalo 
Lithia  Springs,  Va.,  in  August. 

Dr.  T.  E.  Hughes,  Richmond,  spent  his  va- 
cation at  White  Sulphur  Spring,  W.  Va. 

Dr.  J.  W.  Walters,  Lynchburg,  recently 
visited  relatives  at  Luray,  Va. 

Dr.  and  Mrs.  Hem-y  A.  Bullock  and  chil- 
dren, Richmond,  returned  home  in  August, 
after  a motor  trip  to  North  Carolina. 

Dr.  and  Mrs.  L.  O.  Vaughan,  Waverly,  went 
by  motor,  in  August,  for  a visit  in  Delaware. 

Dr.  George  Tully  Vaughan,  Washington, 
D.  C.,  visited  friends  at  Amherst,  Va.,  last 
month. 

Dr.  and  Mrs.  John  D.  Foltz,  Richmond,  are 
home  again  after  a visit  to  friends  in  Harrison- 
burg, Va. 

Dr.  Louis  S.  Greene  and  Dr.  John  W.  Burke, 
of  Washington,  D.  C.,  after  returning  from  a 
trip  abroad,  spent  some  time  with  their  fami- 
lies at  Woodberry  Forest,  Va. 

Dr.  Lucy  Hill,  of  the  class  of  ’24,  Medical 
College  of  Virginia,  after  a year’s  internship 
at  St.  Elizabeth’s  Hospital,  Washington,  D.  C., 
is  spending  some  time  with  her  parents,  Dr. 
and  Mrs.  H.  H.  Hill,  of  Locust  Dale,  Va. 

Dr.  and  Mrs.  Emmanuel  Wallerstein.  Rich- 
mond, are  home  again  after  a stav  at  Blowing 
Rock,  N.  C. 

Dr.  and  Mrs.  A.  J.  Hurt  and  daughter,  of 
Chester,  spent  the  month  of  August  on  a motor 
trip  visiting  a number  of  places  in  Florida. 

Dr.  A.  I.  Dodson,  Richmond,  is  home  again 
after  attending  encampment  with  the  National 
Guard  at  Old  Point,  Va. 

Dr.  Joseph  E.  Burns, 

Goldston,  N.  C.,  of  the  class  of  ’23,  Medical 
College  of  Virginia,  is  now  a house  surgeon 
with  the  Willard  Parker  Hospital,  New  York, 
after  completing  a service  at  City  Hospital, 
New  York. 


The  Clinical  Congress  of  the  American  Col- 
lege of  Surgeons 

Will  hold  its  fifteenth  annual  session  at  the 
Bellevue-Stratford  Hotel,  Philadelphia,  Pa., 
October  26-30,  inclusive.  Dr.  Franklin  H. 
Martin,  Chicago,  is  director-general,  and  Dr. 
Rudolph  Matas,  New  Orleans,  La.,  president. 

Married. 

Dr.  Jury  B.  Loving,  New  Goshen,  Ind.,  and 
Miss  Anne  Elizabeth  Harris,  Prospect,  Va., 
September  5.  Dr.  Loving  is  a native  of  Cul- 
peper County,  Va.,  and  a member  of  the  class 
of  ’22,  Medical  College  of  Virginia. 

New  Medical  Officer  in  Charge  at  Oteen. 

Dr.  Edward  P.  Odend’hal,  who  formerly 
practiced  in  Virginia,  has  been  appointed 
medical  officer  in  charge  of  the  U.  S.  Veterans’ 
Bureau  Hospital,  at  Oteen,  N.  C.  He  succeeds 
Dr.  Herbert  E.  Whitledge,  who  will  have  an 
indefinite  leave. 

The  American  Dietetic  Association 

Will  hold  its  annual  convention  at  Edge- 
water  Beach  Hotel,  Chicago,  111.,  October  12- 
15.  inclusive.  The  program  has  been  arranged 
to  include  the  various  branches  of  the  food 
problem. 

Dr.  Henry  A.  Hornthal, 

Of  the  class  of  ’24.  Medical  College  of  Vir- 
ginia, upon  completion  of  his  year  as  house 
surgeon  at  St.  Luke’s  Hospital,  Richmond,  has 
taken  over  the  office  and  practice  of  the  late 
Dr.  Robert  J.  Yates,  at  Potomac,  just  out 
from  Alexandria,  Va. 

The  American  Public  Health  Association 

Will  hold  its  fifty-fourth  annual  meeting 
in  St.  Louis,  Mo.,  October  19-22,  with  Hotel 
Statler  as  headquarters.  For  detailed  infor- 
mation, address  the  secretary,  370  Seventh 
Avenue,  New  York  City. 

Dr.  George  C.  Tyler, 

Who  located  at  Chester,  Va.,  shortly  after 
receiving  his  diploma  in  medicine  from  the 
University  of  Tennesseee,  last  year,  has  moved 
to  Heathsville,  Va.,  where  he  will  continue  the 
practice  of  medicine. 

Dr.  Harry  H.  Ware,  Jr., 

Who  graduated  at  the  Medical  College  of 
Virginia,  last  year  and  later  served  an  intern- 
ship at  Stuart  Circle  Hospital,  Richmond,  is 
noAv  house  doctor  at  the  Neponsit  Beach  Hos- 
pital for  Children,  at  Rockaway  Beach,  N.  Y. 
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Announcement  of  New  Report. 

The  Children’s  Bureau  of  the  United  States 
Department  of  Labor  has  just  issued  a report 
on  “Laws  Relating  to  Sex  Offenses  Against 
Children.”  This  publication  (Number  145) 
includes  abstracts  and  texts  of  State  age-of- 
consent  laws  and  of  laws  relating  to  abduction, 
seduction,  prostitution,  and  to  other  sex 
offenses,  so  far  as  they  concern  minors.  The 
abstract  of  the  laws  was  made  by  Reuben  Op- 
penheimer,  and  their  compilation  was  the  work 
of  Lulu  L.  Eckman.  The  text  of  Federal  laws 
which  have  some  bearing  upon  the  subject, 
such  as  laws  relating  to  the  white-slave  traffic, 
or  to  the  transportation  of  aliens  for  immoral 
purposes,  is  also  included.  Single  copies  of 
this  report  will  be  issued  free  upon  request. 

Dr.  H.  O.  Bell, 

Formerly  medical  inspector  with  Richmond 
Bureau  of  Health,  has  completed  a post-gradu- 
ate course-  at  New  York  Nursery  and  Child’s 
Hospital,  and  is  now  spending  some  time  at 
his  former  home,  Wilmington,  Virginia. 

“The  Navy’s  Human  Problem” 

Is  one  of  a series  of  papers  by  Dr.  W. 
Armistead  Gills,  Richmond,  U.  S.  Navy  (re- 
tired), which  appeared  in  a recent  issue  of 
McN aught's  Monthly.  Other  articles  in  this 
series  are  “Navy  Doctors  and  Sick  Sailors”  and 
“The  Woes  of  Sick  Bluejackets.”  These  articles 
tell  graphically  of  experiences  witnessed  by 
Dr.  Gills  during  his  service  and  are  interesting 
reading. 

Elizabeth  Buxton  Hospital, 

Newport  News,  Va.,  has  issued  its  annual  re- 
port for  1924.  The  report  shows  a variety  of 
work  done  on  1,650  patients.  The  total  num- 
ber of  operations  on  these  patients,  major  and 
minor,  was  1,131.  The  mortality  rate  was  low. 

Dr.  Fravel  Resumes  Work. 

After  an  illness  of  several  months.  Dr.  R.  C. 
Fravel  has  returned  to  Richmond  and  has 
opened  offices  at.  1103  West  Franklin  Street,  the 
home  of  the  late  Dr.  J.  N.  Upshur,  which  Dr. 
Fravel  purchased  this  summer. 

For  the  past  sixteen  years,  Dr.  Fravel  has 
been  associated  with  Dr.  Stuart  McGuire  at 
St.  Luke’s  Hospital.  He  will  continue  to  limit 
his  work  to  general  surgery. 

Randolph  L.  Wood, 

Son  of  Dr.  A.  F.  Wood,  of  Parksley,  Va., 
with  a party  of  friends,  narrowly  escaped 


serious  accident,  this  summer,  when  his  car 
skidded  in  deep  sand  and  ran  into  a telegraph 
pole,  cutting  it  off  twelve  inches  from  the 
ground.  No  one  was  hurt. 

Randolph  entered -the  University  of  Rich- 
mond, this  Fall,  to  take  the  pre-medical  course, 
leading  to  the  study  of  medicine,  which  he  will 
take  up  at  Medical  College  of  Virginia. 

American  Board  of  Otolaryngology. 

The  next  examination  given  by  the  Ameri- 
can Board  of  Otolaryngology  will  be  held  at 
the  Cook  County  Hospital,  Chicago,  on  Octo- 
ber 19,  1925.  x\pplication  should  be  made  to 
the  Secretary,  Dr.  H.  W.  Loeb,  1402  South 
Grand  Bouleveard,  St.  Louis,  Missouri. 

Dr.  J.  B.  DeShazo 

Has  returned  to  his  home  at  Ridgeway,  Va., 
after  taking  a post-graduate  course  in  derma- 
tology, in  New  York. 

Dr.  A.  T.  Sheffield, 

Recently  of  Holland,  Va.,  has  moved  to 
Suffolk,  Va.,  and  has  offices  in  the  American 
Bank  and  Trust  Building,  of  that  place. 

Dr.  J.  S.  Horsley,  Jr., 

Richmond,  recently  underwent  a third  opera- 
tion upon  his  leg  for  an  old  football  injury. 

The  Southern  Medical  Association  Meeting. 

The'  various  committees  appointed  in  con- 
nection with  the  meeting  of  the  Southern  Medi- 
cal Association  in  Dallas,  November  9,  1925, 
report  very  satisfactory  progress. 

It  is  especially  gratifying  to  know  that  the 
hotel  committee  has  already  succeeded  in  hav- 
ing reserved  for  guests  more  than  1,600  rooms 
in  the  leading  and  best  hotels  of  Dallas.  This 
insures  comfortable  and  suitable  hotel  accom- 
modation. no  matter  how  great  the  attendance. 

For  the  first  time  in  its  history,  the  Associa- 
tion will  have  all  its  activities  housed  in  one 
building.  The  new  educational  building  of 
the  First  Baptist  Church  on  the  corner  of  St. 
Paul  and  San  Jacinto  Streets  will  be  completed 
long  before  November  and  will  have  a suffi- 
cient number  of  assembly  halls  for  the  vari- 
ous section  meetings.  The  large  auditorium 
with  its  splendid  acoustics  gives  ample  room 
for  all  general  sessions  and  the  basement  floor, 
easily  accessible,  will  give  more  than  enough 
room  for  all  exhibits,  commercial  and  scientific. 

Clinics  in  all  branches  will  be  conducted  in 
all  Dallas’  splendid  hospitals,  which  contribute 
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largely  to  its  rank  as  a medical  center  of  the 
Southwest.  The  bed  capacity  in  the  larger 
hospitals  alone  is  in  excess  of  1,200.  Over 
$8,000,000.00  has  been  invested  in  the  hospital 
facilities.  Below  is  given  some  data  on  the 
different  institutions  located  in  the  city. 

Baylor  Hospital  and  Medical  School 

The  Baptist  Memorial  Sanitarium  was 
opened  in  1909,  being  enlarged  in  1922  and  the 
name  changed  to  Baylor  Hospital.  It  is  the 
largest  sanitarium  in  the  city,  having  a capac- 
ity of  432  beds.  One  hundred  graduate  nurses 
and  one  hundred  and  sixty-five  training  nurses 
are  employed. 

The  capital  invested  is  in  excess  of  $3,000,- 
000,  the  hospital  being  operated  by  the  Baptist 
denomination  of  Texas. 

While  the  main  plant  of  the  Baylor  Uni- 
versity is  located  at  Waco  the  schools  of 
Dentistry,  Nursing,  Medicine  and  Pharmacy 
are  in  Dallas.  The  enrollment  is  in  the  neigh- 
borhood of  1,000.  The  Medical  Department 
will  be  in  session  during  the  S.  M.  A.  meeting, 
and  all  its  clinics  open  to  visiting  physicians. 

St.  Paul’s  Sanitarium 

This  hospital  was  established  in  1896.  The 
original  capacity  was  210  beds,  but  an  addi- 
tion built  in  1916  increased  the  capacity  to 
300  beds.  Two  hundred  and  fifty  nurses  are 
employed  in  the  sanitarium.  A nurses’  train- 
ing school  is  operated  by  the  Daughters  of 
Charity  of  St.  Vincent  de  Paul  who  are  also 
in  charge  of  the  management  of  the  main  sani- 
tarium. Investments  in  buildings  and  grounds 
are  placed  at  $1,750,000.00 

Dallas  Sanitarium 

The  first  bed  unit  of  this  hospital  is  now  un- 
der construction  and  will  cost  $500,000.  When 
completed  the  hospital  will  contain  500  beds 
and  represent  an  investment  of  more  than 
$1,250,000.  It  was  established  and  will  be 
operated  by  the  North  Texas  Methodist  Con- 
ference. 

Parkland  Hospital 

This  250  bed  hospital  is  operated  by  the 
City-County  Board.  It  was  established  in 
1896.  Ten  graduate  nurses  and  seventy-two 
nurses  in  training  are  employed.  It  is  esti- 
mated that  the  capital  invested  is  in  the  neigh- 
borhood of  $1,000,000.  Dr.  Lane  V.  Cooke  is 
the  superintendent.  A nurses’  training  school 
is  operated  in  conjunction  with  the  hospital. 
At  the  present  time  plans  are  being  made  to 


enlarge  the  school  to  take  care  of  one  hundred 
students. 

Freeman  Memorial  Cltnic 

This  free  clinic  was  first  established  in  the 
basement  of  the  First  Presbyterian  Church,  in 
1921.  In  1924  the  clinic  was  endowed  by  T.  R. 
Freeman  and  a beautiful  building  was  erected 
as  a memorial  to  his  wife  and  son.  The  clinic 
is  absolutely  free  and  handles  an  ever  growing 
number  of  patients.  The  building,  together 
with  the  equipment,  is  valued  at  $100,000. 

Hella  Temple  Childens’  Hospital 

Established  in  1923  by  Hella  Temple  for  the 
treatment  of  crippled  children.  It  contains 
fifty  beds  and  employs  five  registered  nurses, 
fourteen  attendant  nurses  and  twelve  other 
employees.  It  is  supported  jointly  by  Hella 
Temple  and  the  Scottish  Rite  bodies. 

The  Timberlawn  Sanitarium  is  a forty  bed 
hospital  employing  eighteen  nurses  and  treat- 
ing nervous  and  mental  diseases.  It  is  located 
on  the  Orphan’s  Home  Road  and  represents  an 
investment  of  $75,000. 

Medical  Arts  Building 

The  story  of  Dallas  as  a medical  center 
Avould  not  be  complete  without  some  mention 
of  this  nineteen  story  skyscraper,  completed  in 
1924  at  a cost  of  $1,500,000.  It  was  designed 
for  and  is  occupied  by  the  medical  and  dental 
professions.  It  is  of  Gothic  Cross  design,  as- 
suring both  light  and  ventilation  to  every 
office.  At  the  time  the  building  was  erected  it 
was  the  tallest  monolithic  concrete  building  in 
the  world.  About  60,000  patients  visit  this 
building  every  month. 

The  Medical  Profession  of  Dallas  and  of 
Texas  warmly  invites  the  Southern  Doctor  and 
his  wife  to  visit  Dallas  on  November  9,  1925. 

Curtice  Rosser,  M.  D., 

For  the  Publicity  C ornmittee. 

Dr.  Rachel  F.  Weems, 

Medical  College  of  Virginia,  ’24,  spent  the 
summer  at  her  home  in  Ashland,  Va.,  after 
completing  a year’s  internship  at  the  Memorial 
Hospital,  Worcester,  Mass.  She  is  now  located 
at  State  Teachers’  College,  Harrisonburg,  Va., 
as  resident  physician  and  professor  of  health 
education. 

Dr.  Rolston’s  Barn  Struck  by  Lightrirg, 

Dr.  C.  H.  Rolston,  Mt.  Clinton,  Va,,  had  the 
misfortune  to  lose  a big  barn,  the  first  of  this 
month,  when  it  was  struck  by  lightning.  In 
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addition  to  the  building  and  grain,  several  fine 
horses  and  hogs  were  destroyed  in  this  fire. 

Dr.  Q.  H.  Barney, 

Formerly  of  AVardensville,  W.  Va.,  has  lo- 
cated at  Mt.  Sidney,  Va.  Dr.  Barney  gradu- 
ated from  Medical  College  of  ATrginia  in  1916. 

Dr.  E.  D.  Rollins, 

Formerly  of  Gate  City,  Va.,  is  located  at  511 
Shelby  Street,  Bristol,  Tennessee. 

The  Treatment  of  Syphilis. 

A working  monograph  on  the  treatment  of 
syphilis  has  been  prepared  for  the  medical  pro- 
fession by  the  Dermatological  Research  Lab- 
oratories which  will  be  sent  with  the  compli- 
ments of  the  publishers  to  any  physician  re- 
questing a copy.  This  booklet  discusses,  in 
separate  chapters : 

Introduction,  Syphilis  today;  Arsphenamine 
vs.  Xeorarsphenamine;  Sulpharsphenamine ; 
Bismuth  in  Syphilis;  Mixed  Treatment; 
Methods  of  Treatment  in  the  various  stages 
of  the  disease;  Intraspinal  Injections;  Technic 
of  Preparing  Arsphenamine,  Neoarsphena- 
mine,  Sulpharsphenamine,  and  Bismuth;  Pos- 
sible Reactions,  etc. 

Requests  for  this  monograph  should  be  ad- 
dressed either  to  The  Abbott  Laboratories,  Chi- 
cago, or  the  Dermatological  Research  Labora- 
tories, Philadelphia. 

Dr.  R.  A.  Rosser, 

Formerly  of  Portsmouth,  Va.,  is  now  located 
in  Lynchburg,  Va.,  with  offices  at  813  Church 
Street. 

The  American  Roentgen  Ray  Society 

Will  hold  its  annual  meeting  at  the  May- 
flower Hotel,  Washington,  D.  C.,  September 
22-25.  Dr.  Charles  L.  Martin,  of  Dallas,  Texas, 
is  secretary  of  the  Society. 

Two  of  Virginia’s  Public  Health  Men  Move 
to  Florida. 

Dr.  E.  C.  Levy,  one  of  the  acknowledged 
authorities  on  preventive  medicine  in  the 
United  States,  and  for  a number  of  years  di- 
rector of  public  welfare  of  Richmond,  Va.,  has 
accepted  the  position  as  head  of  the  Health 
Department  of  Tampa,  Florida,  and  will  leave 
this  month  to  enter  upon  his  new  duties. 

Dr.  A.  D.  Knott,  county  health  officer  of 
Accomac  County,  Va.,  has  also  resigned  his 
work  in  this  State  to  accept  a similar  position 
at  West  Palm  Beach,  Fla.  Dr.  Knott’s  work 


[September, 

has  been  of  a high  standard,  as  demonstrated 
by  l'esults  obtained. 

We  Are  Getting  Older. 

According  to  the  New  York  State  Depart- 
ment of  Health,  the  population  of  the  State 
of  New  York  is  getting  older.  The  estimated 
average  age  of  the  people  of  that  State  is  now 
thirty  years  and  three  months,  whereas  in  1850 
it  was  twenty- four  years  and  seven  months.  In 
only  twenty  years,  the  expectation  of  life  at 
birth,  in  New  York  State,  has  increased  for 
males  by  seven  j^ears  and  three  months,  and  for 
females  by  six  years  and  five  months,  so  that 
the  expected  age  of  males  at  birth  is  now 
fifty-two  years  and  ten  months,  and  of  females 
fifty-five  years  and  eight  months. 

What  is  true  of  the  average  age  of  the 
people  and  the  expectation  of  life  in  New  York 
is  also  true  of  our  and  other  states,  advances 
in  preventive  and  curative  medicine  having 
been  the  principal  contributory  causes  in  bring- 
ing about  these  results. 

The  Medical  Association  of  the  Valley  of 

Virginia 

Will  hold  its  semi-annual  meeting  in  Win- 
chester, September  24,  Dr.  D.  M.  Kipps,  of 
Front  Royal,  presiding.  Dr.  Alex.  F.  Robert- 
son, Jr.,  Staunton,  is  secretary. 

Dr.  I.  C.  Harrison, 

Danville,  Va.,  has  tendered  his  xesignation 
as  a member  of  the  city  school  board  of  that 
place,  his  reason  being  that  the  duties  of  the 
board  trespassed  too  much  upon  his  profes- 
sional work. 

Dr.  P.  E.  Schools, 

Physician  in  attendance  at  Pine  Camp.  Rich- 
mond’s municipal  tuberculosis  hospital,  has 
been  appointed  head  of  the  institution  and 
will  enter  upon  his  duties  October  1. 

The  National  Recreation  Congress 

Will  hold  its  twelfth  annual  meeting  in 
Asheville,  N.  C.,  October  5-10,  under  the  aus- 
pices of  the  Playground  and  Recreation  Asso- 
ciation of  America.  This  will  be  the  fh'st  time 
the  Congress  has  met  in  the  South  since  the 
meeting  in  Richmond,  Va.,  in  1912,  and  great 
strides  have  been  made  in  the  work  since  that 
time.  Further  information  may  be  obtained 
from  Playground  and  Recreation  Association 
of  America,  315  Foourth  Aenue,  New  York 
City. 

Dr.  Kendig  to  be  Senator. 

Dr.  E.  L.  Kendig,  of  Victoria,  Va.,  has  been 
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declared  Senate  nominee  and  will  represent  the 
Ninth  District  in  the  State  Senate  for  the  next 
two  years. 

Dr.  W.  C.  Harman, 

Dolphin.  Ya.,  was  elected  a member  of  the 
executive  committee  of  the  Brunswick  Post, 
No.  40,  American  Legion,  at  its  annual  meet- 
ing in  Lawrenceville,  in  August. 

Doctors  on  Committees  of  Chamber  of  Com- 
merce. 

The  president  of  the  Staunton  and  Augusta 
County  Chamber  of  Commerce  has  appointed 
the  following  doctors  of  Staunton  to  serve  on 
various  committees  for  the  ensuing  year:  Drs. 
Alex.  F.  Robertson,  Jr.,  M.  J.  Pavn%,  Richard 
P.  Bell.  Kenneth  Bradford,  and  J.  Fairfax 
Fulton. 

Dr.  F.  V.  Fowlkes, 

Well  known  as  the  representative  in  this  sec- 
tion of  Mead  Johnson  Company,  has  moved  his 
home  from  Burkeville,  Ya.,  to  2510  Stuart 
Avenue.  Richmond. 

The  Interstate  Post-Graduate  Assembly  of 
America 

Will  be  held  at  St.  Paul,  Minn.,  October  12- 
16,  inclusive,  with  general  headquarters  for  all 
scientific  sessions  and  exhibits  at  the  St.  Paul 
Auditorium.  Hotel  headquarters  will  be  the 
St.  Paul  Hotel.  Many  distinguished  speakers 
are  on  the  program. 

Dr.  Mary  Baughman, 

Richmond.  Ya.,  announces  removal  of  her 
■offices  to  611  Medical  Arts  Building,  this  city. 

The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  open  competi- 
tive examinations  for  chief  social  worker  (psy- 
chiatric). receipt  of  applications  to  close  Sep- 
tember 29:  and  for  junior  medical  officer,  as- 
sistant medical  officer,  associate  medical  officer, 
medical  officer,  and  senior  medical  officer,  ap- 
plications to  be  rated  as  received  until  Decem- 
ber 30,  1925,  and  for  trained  nurse  (psychia- 
tric). receipt  of  applications  to  close  October 
10.  Information  in  regard  to  the  above  may 
be  obtained  from  the  above  named  Commission. 

Physiotherapeutic  Convention. 

Physicians  are  invited  to  attend  the  fourth 
annual  Physiotherapeutic  Convention  to  be 
held  at  the  Drake  Hotel,  Chicago,  October  12 
to  16,  1925.  Papers  will  behead  and  discussed 
by  leading  physicians  of  National  and  Interna- 
tional reputation  in  this  field.  For  particulars 


see  page  program  in  advertising  section  in  this 
issue.  Demonstrations  and  exhibits  of  the  lat- 
est apparatus  and  methods  employed  in  physio- 
therapy will  be  given. 

Physicians  who  are  in  good  standing  with 
their  State  Medical  Associations  and  can  give 
evidence  of  that  fact  are  invited.  Reservations 
may  be  made  and  programs  obtained  by  ad- 
dressing the  Educational  Department  of  H.  G. 
Fischer  & Company,  2335  Wabansia  Ave.,  Chi- 
cago, Illinois. 

Phvsiciars  Wanted  for  Institutional  Work 

in  Maryland. 

There  are  three  vacancies  for  assistant  phy- 
sicians in  the  Maryland  State  service,  with  ac- 
commodations for  single  men.  Applicants  in- 
terested may  apply  to  the  State  Employment 
Commission,  22  Light  Street,  Baltimore,  Mary- 
land. 

For  Sale. 

Medical  library,  office  and  hospital  equip- 
ment of  the  late  Dr.  W.  W.  Chaffin.  The 
equipment  includes:  Allison  table;  Bausch  and 
Lomb  microscope;  E.  S.  I.  cautery  trans- 
former; electro-diagnostic  out  It;  portable 
operating  table;  specialist  cabinet;  instrument 
cabinets;  Kny-Scheerer  chair;  Max  Woches  & 
Son  air  compressor;  high  tension  intermediate 
X-ray  unit,  which  has  not  been  uncrated; 
basins;  tables;  splints;  instruments,  etc.;  also 
Crown  Victor  vibrator,  and  Powers  and  An- 
derson instrument  sterilizer.  Write  Mrs. 
W.  W.  Chaffin,  Pulaski,  Ya.  (Adv.) 

For  Sale. 

Have  recently  closed  small  private  hospital 
fully  equipped  with  best  material  available. 
Sterilizing  outfit,  adjustable  bedside  tables, 
metal  back  rests,  fracture  cradles  (for  bed 
clothing)  and  other  hospital  and  operating 
room  equipment  to  be  disposed  of  at  greatly 
reduced  prices.  Address  Box  34,  Lynchburg, 
Va.  (Adv.) 

Sanitarium  Building  for  Rent  or  Sale. 

Within  sight  of  the  State  Tuberculosis  Sani- 
tarium, near  Charlottesville,  Ya.,  on  a concrete 
road,  on  a grove  ci*owned  eminence,  is  a large 
brick  residence  which  is  now  for  rent  or  sale. 
This  adjacent  State  Sanitarium  has  usually  a 
waiting  list  of  several  months,  and  consequently 
discharges  all  patients  at  the  first  moment  pos- 
sible; hence  a good  private  tuberculosis  plant 
here  Avould  offer  a a prompt  and  convenient 
initial  aid,  and  a longer  continuation  of  atten- 
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tion,  that  is  often  needed.  This  residence  has 
some  twenty-five  rooms,  hot  water  heat,  etc., 
and  could  easily  give  dining  service  for  a 
hundred,  or  more,  patients,  with  a fine  grove 
and  wide  terraces  for  tents  and  shacks. 

For  details,  write  P.  O.  Box  416,  Charlottes- 
ville, Va. 

Obituary 

Dr.  Robert  Jackson  Yates, 

Of  Potomac,  Arlington  County,  Va.,  died  at 
his  home  at  that  place,  July  8,  at  the  age  of 
sixty-one  years.  Death  was  due  to  Bright’s 
disease.  Dr.  Yates  was  a native  of  Culpeper 
County,  Virginia.  After  graduating  at  Wil- 
liam and  Mary  College,  he  entered  George 
Washington  University  Medical  School,  Wash- 
ington, D.  C.,  and  received  his  degree  in  medi- 
cine from  that  school  in  1907.  Dr.  Yates  was 
a member  of  the  Medical  Society  of  Virginia, 
a Mason,  and  mayor  of  the  town  of  Potomac. 
He  was  also  anesthetist  to  the  Alexandria  Hos- 
pital. He  is  survived  by  his  wife,  one  daughter 
and  three  sons. 

Dr.  Linwood  D.  Batkins, 

Of  Richmond,  Va.,  died  at  a local  hospital, 
August  24,  after  a brief  illness.  His  health 
had  not  been  good  for  sometime  but  his  con- 
dition was  not  regarded  as  serious  until  recent- 
ly. Dr.  Batkins  was  born  in  Richmond  fifty- 
two  years  ago  and  graduated  from  the  Medical 
College  of  Virginia  in  1894.  He  had  served 
as  one  of  the  city’s  physicians  to  the  poor  for 
twenty-eight  years,  and  had  many  friends 
among  those  whom  he  had  served.  He  was  a 
Mason  and  a member  of  his  local  and  State 
medical  societies.  His  wife  and  two  sons  sur- 
vive him. 

Dr.  George  Thomas  Divers, 

Of  Stuart,  Va.,  died  fi'om  apoplexy,  in  his 
hospital  at  Stuart,  on  the  morning  of  August 
29.  Dr.  Divers  was  forty-four  years  of  age 
and  studied  medicine  at  the  Universiay  Col- 
lege of  Medicine,  Richmond,  from  which  he 
graduated  in  1909.  He  was  prominent  in  the 
business  and  profesional  life  of  Stuart  and 
was  physician  in  charge  of  St.  Martin’s  Hos- 
pital at  that  place.  At  the  time  of  his  death, 
Dr.  Divers  was  president  of  the  Patrick-Henry 
Medical  Society.  He  was  also  a member  of 
the  Medical  Society  of  Virginia.  His  wife 
survives  him. 


Dr.  Bernard  W.  Switzer, 

Lexington,  Va.,  died  in  his  home  at  that  place 
September  3,  as  a result  of  heart  disease.  He 
was  born  at  Mt.  Crawford,  Va.,  fifty-six  years 
ago  and,  upon  completion  of  his  academic  edu- 
cation, studied  medicine  at  the  College  of  Phy- 
sicians and  Surgeons,  Baltimore,  from  which 
he  graduated  in  1893.  He  was  a Mason,  a 
member  and  secretary  of  the  Rockbridge 
County  Medical  Society  at  the  time  of  his 
death,  and  had  been  a member  of  the  Medical 
Society  of  Virginia  since  1896.  Dr.  Switzer 
specialized  in  diseases  of  the  eye,  ear,  nose  and 
throat.  He  is  survived  by  his  wife  and  two 
brothers.  • 

Dr.  Patton  Kimbrough  Pierce, 

Eutaw,  Ala.,  died  in  the  hospital  at  Har- 
risonburg, Va.,  August  18,  as  the  result  of  a 
broken  neck  suffered  several  days  prior  to  that 
time,  when  his  automobile  overturned  in 
rounding  a curve  on  the  Elkton  Pike  near 
Harrisonburg.  Dr.  Pierce  was  a native  of 
Alabama  and  thirty  years  of  age.  He  received 
his  medical  education  at  the  University  of 
Virginia,  from  which  he  graduated  in  1921, 
shortly  thereafter  joining  the  Medical  Society 
of  Virginia.  Dr.  Pierce  was  in  Virginia,  visit- 
ing his  wife’s  family  at  Elkton.  His  sister-in- 
law,  who  was  in  the  car  with  him,  was  also 
seriously  injured.  Other  occupants  were  un- 
hurt. Dr.  Pierce  is  survived  by  his  wife, 
formerly  Miss  Helen  Hammer  connected 
with  the  University  of  Virginia  Hospital. 

Dr.  Berton  Osburne  Wire, 

Of  Grundy,  Va.,  died  in  a hospital  at 
Welch,  W.  Va.,  August  25,  from  injuries  sus- 
tained in  an  automobile  accident  a few  hours 
earlier.  Dr.  Wire  was  thirty-three  years  of 
age  and  graduated  from  the  Medical  College 
of  Virginia  in  1915.  His  wife  survives  him. 

Dr.  Herbert  Pennell  Moseley, 

Of  Farmville,  N.  C.,  was  shot  to  death  on 
August  20,  by  a negro,  apparently  drink  crazed, 
when  Dr.  Moseley  went  to  the  home  of  the 
negro  in  response  to  a professional  call.  Dr. 
Moseley,  who  was  thirty-seven  years  of  age, 
graduated  from  the  University  College  of 
Medicine,  Richmond,  in  1912,  following  which 
he  served  an  internship  at  St.  Vincent’s  Hos- 
pital, Norfolk.  He  was  a World  War  veteran 
and  a Shriner.  He  is  survived  by  his  wife. 


Announcing  the  Fourth  Annual 

Physiotherapeutic  Convention 


RRANGEMENTS  have  been  perfected  for  a really  elabo- 
rate Physiotherapeutic  Convention  to  be  held  at  the 
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There  will  be  lectures,  clinics  and  demonstrations,  all  in  charge  of  well-known  physicians  and 
surgeons.  For  purposes  of  demonstration,  carefully  prepared  papier-mache  or  wax  figures  and  models 
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MAIL  THIS  COUPON 

H.  G.  FISCHER  & CO.,  Inc., 

2333-43  Wabansia  Avenue,  Chicago,  Illinois 

Gentlemen:  Please  send  me  the  complete  Program  with  reservation  card  for  the  FOURTH  AN- 

NUAL PHYSIOTHERAPEUTIC  CONVENTION  which  I shall  endeavor  to  attend. 


Name 


Street  City  and  State 


will  be  used,  and  in  some  instances  live 
models  will  be  employed  for  this  purpose. 

The  Convention  will  be  subdivided  into 
the  following  sections: 

Eye,  Ear,  Nose  and 
Throat. 

Gynecology  and  Urology. 


Orthopedics  and  Surgery. 
Dermatology,  including 
Malignancies. 


Neurology. 

Internal  Medicine  and 
Pediatrics. 

Industrial  Physiother- 
apy. 

Miscelaneous  Practice. 


Special  rooms  will  be  provided  on  the 
mezzanine  floor  for  smaller  groups  attend- 
ing clinics  and  round  table  discussions, 
and  for  demonstrations  to  follow  up  in- 
teresting talks  delivered  from  the  plat- 
form. There  will  also  be  clinics  at 
Chicago  hospitals. 

Admission  will  be  by  card  only.  A.  M.  A. 
rules  will  apply  throughout;  either  an 
A.  M.  A.  fellowship  card  or  its  equivalent 
will  ensure  admission.  Arrangements  for 
accommodations,  etc.,  will  be  attended  to 
on  request  by  the  Educational  Depart- 
ment of  H.  G.  Fischer  & Co.,  Inc. 

A record  attendance  is  anticipated. 
There  were  over  seven  hundred  physi- 
cians and  surgeons'  present  at  last  year’s 
Convention,  and  this  year’s  record  will  be 
much  higher.  Those  interested  are  ad- 
vised to  make  plans  now  and 
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DISRAELI  W.  KOBAK,  M.D. 
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Chariton,  Iowa 
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ROYAL  TYPEWRITER 

“ Compare  The  Work” 

New  Catalogue  Mailed  on  Request. 

Royal  Typewriters  For  Rent.  Special  Rates  To  Students. 

ROYAL  TYPEWRITER  CO.,  INC. 

ARCHIE  BARTLETT,  Manager 

737  E.  MAIN  ST.  RICHMOND,  VA. 


Capital  $1,000,000  Surplus  Earned  $1,000,000 

ESTABLISHED  1892 

To  act  as  Executor,  Guardian  and  Trustee 
$25,000,000 

of  investments  held  in  Trust 

Confidential  Interviews  Invited. 


The  most  competent  executor  and  trustee 

- - - - when  an  individual — is  usually  the  least  available.  He  is  too  busy,  or,  having 
reached  middle  life  and  achieved  a successful  career  ...  - desires  to  be  relieved, 

rather  than  burdened  with  additional  cares,  especially  incident  to  the  settlement  of  estates. 
The  TRUST  DEPARTMENT  of  the  Merchants  National  Bank  is  organized  to  assume  just 
such  burdens.  It  has  highly  specialized  facilities  and  broad  experience  for  the  safe  man- 
agement of  your  affairs  after  you  have  gone. 

Our  officers  will  gladly  discuss  with  you  the  importance  of  naming  this  strong  bank 
as  your  EXECUTOR. 

TRUST  DEPARTMENT 

MERCHANTS  NATIONAL  BANK 

of  RICHMOND,  VIRGINIA 

11th  and  Main  Streets — Boulevard  and  Broad — 1307  E.  Brookland  Park  Boulevard. 
Capital,  Surplus  and  Undivided  Profits  Over  $2,400,000.00 

SAFEST  FOR  TRUSTS 
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Calcium  Deficiency 


NOT  ALONE  for  the  creosote 
content  may  CALCREOSE 
be  administered  but  also  for  its  cal- 
j cium  content.  Many  physicians 
are  prescribing  calcium  to  over- 
come a calcium  deficiency. 


CALCREOSE  is  a mixture  of  approximately  equal 
parts  of  creosote  and  calcium  oxid  that  can  be 
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doses  without  apparently  causing  any  gastrointes- 
tinal disturbance;  nor  do  patients  object  to  its 
long  continued  use. 
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INFANT  DIET  MATERIALS 
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Original  Communications 

SIMPLE  GLAUCOMA.* 

By  JOS.  A.  WHITE,  A.  M.,  M.  D.,  Richmond,  Va. 

Professor  of  Ophthalmoloy  and  Oto-Laryngology,  Medical 
College  of  Virginia. 

I have  often  wondered  why  that  form  of 
eye  trouble  with  occasional  and  intermitting 
hypertension  with  all  the  disastrous  results  of 
the  latter  to  vision,  with  no  subjective  symp- 
toms except  gradual  loss  of  sight,  is  called 
simple  glaucoma.  It  certainly  is  anything  But 
a “simple”  affection.  Probably  there  is  no 
more  serious  or  dangerous  disease  that  could 
afflict  an  eye,  or  one  where  the  ultimate  out- 
come, in  most  cases,  is  so  surely  complete 
blindness.  It  is  so  insidious  in  its  approach, 
so  free  from  marked  objective  or  subjective 
symptoms  that  would  herald  its  advent,  that 
the  most  expert  practicing  physicians,  and 
many  ophthalmologists,  would  not  recognize 
it  before  it  is  too  late  to  be  of  service. 

Hence,  we  see  simple  glaucoma  only  when 
it  is  more  or  less  advanced,  when  failing- 
vision  calls  its  victim’s  attention  to  the  fact 
that  there  is  something  the  matter  with  his 
eyes,  often  when  one  eye  is  practically  blind. 
The  attacks  of  eye  discomfort,  intermitting 
periods  of  cloudy  or  misty  vision,  colored 
rings  about  lights,  congestion  about  the  eye- 
ball, which  are  present  in  the  prodromal 
stage  of  congestive  glaucoma,  are  absent,  the 
eyeball  looks  normal,  vision  is  only  slightly 
impaired,  if  at  all,  and  there  is  nothing  to 
awaken  anxiety  in  the  patient  to  make  him 
consult  an  ophthalmologist.  The  pupil  is  not 
dilated  nor  the  anterior  chamber  shallow,  ex- 
cept in  a small  number  of  cases,  and  then  only 
very  slightly,  the  refractive  media  are  clear, 
the  central  vision  may  be  practically  normal, 
even  when  the  field  is  badly  contracted,  and 
the  nerve  decidedly  cupped. 

The  repeated  and  frequent  use  of  the  tono- 
meter will  show  that  at  times  we  find  hyper- 
tension, and  again  normal  tension.  From 

*Read  before  the  Virginia  Society  of  Ophthalmology  and  Oto- 
Laryngology,  Winchester,  Va.,  May  7,  1925. 


some  unknown  cause,  the  eye  changes  so  often 
in  its  intraocular  pressure  that  it  is  somewhat 
bewildering,  but  slowly  and  surely  the  field 
will  contract  and  the  cup  deepen. 

In  most  cases,  none  of  the  special  scotomata 
indicative  of  the  trouble  will  be  found  in 
mapping  the  field,  but  if  we  see  the  case  in 
time,  even  in  its  earliest  development,  the 
diagnosis  can  be  usually  made  clear  by  an  ex- 
pert ophthalmologist,  although  sometimes  it 
is  not  easy. 

Many  of  these  cases  are  seen  only  after  one 
eye  has  been  damaged  to  some  extent,  but  if 
we  do  see  them  in  the  very  earliest  stage,  we 
are  confronted  occasionally  with  some  diffi- 
culty in  diagnosis.  The  ophthalmoscope  does 
not  settle  the  question.  We  often  meet  a 
moderate  cupping  of  the  nerve,  with  little  or 
no  contraction  of  the  field,  and  with  no  varia- 
tion from  normal  in  the  tonometric  readings, 
and  we  sometimes  see  what  looks  like  a deep 
physiological  excavation,  quite  different  from 
the  cupping  of  glaucoma,  and  still  find  other 
evidence  of  glaucoma  in  a typical  contraction 
of  the  field,  and  with  intermittent  periods  of 
tension.  Hence,  we  are  puzzled  to  decide  be- 
tween a commencing  glaucoma,  or  an  atrophic 
process  in  the  nerve.  If  we  can  make  out  a 
Bjerrum  scotoma,  or  Seidel  enlargement  of 
the  blindspot,  we  have  something  to  help  in 
the  diagnosis,  but  how  often  can  we  do  this? 

I must  confess  I am  not  very  expert  in  doing 
this  because  of  the  unsatisfactory  answers  of 
the  patients  when  taking  the  fields,  or  from 
faulty  technique.  But,  when  all  is  said,  and 
the  diagnosis  is  beyond  cavil,  what  advice 
should  we  give  the  patient?  We  know  the 
eventual  bad  outcome  in  nearly  all  cases, 
whether  operated  or  not,  whether  operated  on 
early  or  late.  Medicinal  treatment  locally 
with  myotics  and  dionin,  and,  internally, 
strychnia  and  nitro-glycerine,  will  help  to  put 
off  the  evil  day.  The  operations  most  com- 
monly resorted  to  are  iridectomy,  iridotasis; 
Lagrange  or  trephining  may  do  the  same 
thing,  but  when  it  comes  to  operating  on  a 
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good  seeing  eye,  we  come  to  an  impasse.  The 
sooner  it  is  done,  it  is  claimed  that  there  is 
greater  chance  of  success;  but  when  the  pa- 
tient asks,  “Will  it  stop  the  disease?”  “If  it 
does  not  stop  the  disease,  will  it  defer  the  evil 
day?”  “Is  there  any  risk  to  sight  in  the 
operation?”  What  can  you  say?  Can  you 
truthfully  tell  him  there  is  no  risk,  when  in 
fact,  there  is  a good  deal  of  risk.  If  we  are 
considering  operation,  is  Jackson’s  test  as 
valuable  in  this  form  of  glaucoma  as  in  the 
congestive  types?  I have  used  it  without  any 
increase  in  tension  or  pulsation  of  the  vessels. 
If  there  is  any  rule  about  operation.  I might 
say  that  it  is  advisable  when  myotics  do  not 
keep  down  the  tension.  If  we  operate,  what 
operation  should  be  done?  Iridectomy  is  more 
generally  done,  is  successful  rarely,  is  a detri- 
ment sometimes,  and  occasionally  disastrous 
in  its  consequences.  Trephining  Avith  or  with- 
out iridectomy  gives  no  better  record.  La- 
grange operation  is  probably  more  dependable 
for  arrest  of  the  disease.  Iridotasis  has  had 
very  favorable  reports,  but  like  other  newer 
operations,  as,  for  instance,  Jervey’s,  we  can- 
not tie  to  it  until  several  years  have  passed 
because  cases  operated  on  by  any  method  or 
without  any  treatment  except  myotics  go  along 
for  years  before  becoming  blind,  but  going 
surely  to  that,  goal — only  some  go  faster  than 
others. 

Why  is  it  that  operations  performed  exactly 
alike,  ideally  done,  in  as  far  as  an  operation  can 
be  ideal,  have  such  dilferent  results — in  a few 
cases  all  that  we  could  expect,  buf  in  the 
majority  seemingly  of  no  service  in  arresting 
the  pathological  process?  Is  it  not  due  to 
the  difference  in  the  eyes  operated  on  rather 
than  to  the  difference  in  the  method  of  oper- 
ating? May  not  some  eyes  require  very  little 
wound  filtration  to  reduce  the  tension,  and 
others  abundant  drainage,  and  how  can  we 
differentiate  in  advance?  Is  it  not  because 
the  syndrome  of  glaucoma  simplex  is  protean 
in  its  various  manifestations,  that  whilst  in 
most  cases  the  hypertension  is  more  or  less  the 
predominant  symptom,  there  are  other  causes 
at  work  that  bring  about  disaster  to  sight, 
even  when  we  are  successful  in  reducing  this 
one  symptom  to  a minimum?  In  fact,  I have 
seen  cases  of  an  apparently  glaucomatous  cup 
with  failing  vision  when  I never  found  the 
tension  above  what  we  call  normal.  Does 


this  mean  that  normal  tension  for  some  is  not 
normal  in  others?  Or  that  under  certain  con- 
ditions some  eyes  can  give  all  the  symptoms 
of  glaucoma  simplex  because  of  some  defect 
in  its  structure  and  especially  some  weakness 
about  the  lamina  cribrosa  without  any  mani- 
festations of  so-called  hypertension?  What 
do  we  know  about  glaucoma  simplex  anyhow? 
I have  been  trying  for  thirty  or  forty  years 
to  acquire  some  knowledege  of  the  subject.  I 
have  read  enough  articles  about  it  to  fill  this 
room,  but  they  never  put  into  my  head  a single 
clearly  defined  idea  of  the  exact  cause  of 
glaucoma  simplex,  and  I am  still  groping,  still 
reading. 

Dr.  Verhoef’s  latest  production,  “The 
Pathogenesis  of  Glaucoma,”  is  a masterly  ad- 
dition to  the  subject,  and  whilst  knocking  the 
props  from  under  most  of  the  proposed  ex- 
planations, leaves  us  nothing  definite  to  de- 
pend on  in  this  form  of  glaucoma. 

But  his  reasoning  appeals  to  me.  Briefly, 
it  amounts  to  this:  The  aqueous  is  excreted 
mostly  by  the  ciliary  processes,  and  whilst 
most  of  it  passes  into  the  posterior  chamber 
and  thence  to  the  anterior  chamber  and,  out 
of  the  eye  by  the  anterior  exit  channels,  part 
filters  through  the  vitreous,  as  it  has  been 
demonstrated  that  a free  exchange  of  fluid  be- 
tween the  vitreous  and  the  posterior  chamber 
takes  place  in  the  normal  eye.  Now,  certain 
senile  changes  which  we  do  not  clearly  under- 
stand take  place,  which  cause  an  excess  of 
mucin  (according  to  Verhoef)  to  be  secreted 
into  the  vitreous,  decreasing  its  permeability, 
and  the  permeability  of  the  anterior  hyaloid: 
the  secretion  from  the  ciliary  body  is  ob- 
structed in  its  passage  through  the  vitreous, 
increase  in  its  volume  takes  place,  enough  to 
push  the  lens  forward,  slightly  narrowing  the 
anterior  chamber,  the  iris  is  thrown  against 
the  ligamentum  pectinatum,  anterior  peri- 
pheral adhesions  take  place,  and  the  filtration 
anteriorly  is  obstructed,  resulting  in  plus  ten- 
sion. This  could  occur  independent  of  the 
size  of  the  lens,  for  we  see  glaucoma  simplex 
in  eyes  with  small  as  well  as  large  lenses. 

Granting  this  is  a correct  view  of  the  be- 
ginning of  the  pathological  process,  why  will 
not  energetic  use  of  myotics  in  the  very  earli- 
est stage  prevent  the  formation  of  these  an- 
terior peripheral  adhesions,  by  keeping  the 
iris  root  away  from  the  ligament,  and  thus 
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allow  it  to  perform  its  function  of  excretion? 

There  are  still,  however,  many  things  about 
an  eye  itself  that  we  cannot  explain  satis- 
factorily: there  are  many  other  things  in  the 
relation  of  the  eye  to  the  general  economy, 
and  especially  to  the  vascular  and  nervous  sys- 
tem, that  are  practically  unknown,  and  these 
latter  may  have  a very  important  bearing  on 
the  production  of  this  peculiar  affection.  These 
unknown  factors  in  each  case  (possibly  a laAV 
unto  itself)  may  have  a powerful  influence  on 
the  results  of  the  most  masterly  done  opera- 
tion, and  make  or  mar  it. 

I read  occasionally  reports  of  Wonderful  re- 
sults from  operative  procedures  in  this  trou- 
ble, but  mv  experience  has  not  given  me  any 
confidence  in  my  ability  to  equal  them,  any 
more  in  the  future  than  in  the  past.  I am  of 
the  opinion  many  of  these  cases  were  early 
stages  of  congestive  glaucoma.  Years  ago,  I 
was  enthusiastic  about  operations  in  glau- 
coma. and  I have  done  many,  but  as  I saw 
more  of  these  cases  and  watched  them  longer, 
I lost  my  enthusiasm,  and  have  become  rather 
pessimistic.  If  operation  is  ever  to  do  any 
real  and  lasting  good,  it  should  be  done  as  a 
preventive  means,  when  the  eye  is  still  sound 
in  practically  every  way,  but  who  will  take 
the  risks  of  operation,  even  as  small  as  these 
may  he,  on  a sound  eye?  I have  seen  an  at- 
tack of  glaucoma  follow  an  iridectomy  when 
there  were  no  symptoms  to  call  attention  to 
its  previous  existence.  Possibly,  some  of  you 
may  have  had  the  same  experience.  But  after 
the  field  begins  to  contract,  however  slightly, 
and  the  lamina  cribrosa  to  yield  to  the  intra- 
ocular pressure,  operation  does  not  offer  much 
more,  if  any  more,  than  local  and  internal 
treatment.  I believe  if  I were  a victim  of  this 
disease,  I would  decline  operation  and  trust 
to  local  treatment. 


To  exemplify  the  above  remarks  of  S'mple  Glau- 
coma, I selected  eight  cases  from  among  the  many 
of  what  I had  kept  records,  exhibited  the  field  charts, 
gave  the  treatment  and  the  final  results  in  each  case. 
Comparing  the  results  I found  them  so  contradictory 
that  one  is  rather  confused  in  arriving  at  any  satis- 
factory conclusion  as  to  what  to  do  in  any  given  case. 
One  operated  on  by  me  fifteen  years  ago  still  retains 
normal  vision.  Another,  who  declined  operation  nine 
years  ago,  has  kept  good  sight  under  myotics.  One 
who  was  already  blind  in  one  eye,  and  on  which  I 
did  an  iridotasis  with  satisfactory  cosmetic  effect, 
kept  good  vision  for  four  years  under  myotics,  but 
on  a European  trip  two  years  ago  was  persuaded  to 
have  a trephining  done  and  in  less  than  a year  was 


blind.  Had  he  stuck  to  the  local  treatment  I believe 
he  would  be  seeing  today. 

Another  came  to  me  in  1916,  nearly  blind  in  one 
eye  and  good  sight  in  the  other.  Under  myotics  the 
sight  continued  good  for  four  years.  Late  in  1920, 
this  case  went  to  New  York  and  a Lagrange  was 
done.  The  sight  was  good  until  February,  1925,  when 
the  field  began  to  contract  again  and  the  vision  to 
deteriorate. 

Another  very  recent  case  in  a woman  under  forty 
years  of  age,  one  eye  V-20/200  and  the  other  20/15, 
was  advised  to  use  myotics  a while,  but  she,  too, 
went  to  New  York,  had  an  iridectomy  done  on  the 
bad  eye  and  a combined  iridectomy  and  trephining 
on  the  good  eye.  In  less  than  a year  the  bad  eye 
retained  the  same  sight,  the  good  one  was  reduced 
to  20/30  with  a contracting  field  and  a bad  outlook. 

One  of  the  cases  has  been  under  observation  four 
years.  When  I first  saw  him  the  diagnosis  was  clear 
and  I advised  operation  on  the  eye  first  affected.  I 
did  an  iridectomy  and  the  vision  remained  normal 
for  two  years  and  then  gradually  reduced  to  20/50, 
and  reading  No.  2 type  what  it  is  today.  The  other 
eye  remained  normal  under  myotics,  although  both 
fields  are  somewhat  contracted, 

I am  unwilling  to  advise  operating  on  the  second 
eye.  At  times,  both  eyes  show  a slight  increase  in 
tension  but  rarely  above  30. 

I could  have  shown  many  more  paralleling  these 
in  results,  but  the  greater  the  number  the  more  un- 
certain the  conclusion  to  be  drawn  as  to  which  to 
advise,  operation  or  myotic  treatment.  Whichever 
we  may  advise,  if  the  ultimate  outcome  is  bad,  we 
wish  we  had  done  the  other.  In  fact,  the  majority 
of  these  cases  eventually  go  blind  and  the  last  word 
has  yet  to  be  said  about  the  treatment  of  simple 
glaucoma,  but  I believe,  from  my  experience,  that 
the  odds  are  in  favor  of  the  treatment  by  myotics 
in  delaying  the  evil  day. 

Sometimes  myotics  will  not  reduce  the  tension  suf- 
ficiently or  contract  the  pupil  as  they  should,  and 
such  cases  require  some  operative  procedure.  Others 
change  and  show  symptoms  of  congestion,  etc.,  and 
these  also  require  operation. 
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PATHOGENESIS  AND  CHOICE  OF 
OPERATION  IN  DIFFERENT  TYPES 
OF  GLAUCOMA.* 

By  WILLIAM  ZENTMAYER,  M.  D„  Philadelphia,  Pa. 

Few  surgeons  in  this  country  operate  upon 
a sufficient  number  of  glaucoma  cases  to  de- 
cide from  their  own  experience  alone  what 
should  be  the  operation  of  choice  in  the  vari- 
ous types  of  this  disease.  Furthermore,  in  the 
type  in  which  controversy  is  active,  and  often 
acrimonious,  the  course  of  the  disease  is  chronic 
and  the  cases  pass  from  under  our  observation, 
so  the  end  results  of  any  operative  procedure 
are  frequently  unknown  to  the  surgeon.  In 
coming  to  a decision  we  are  therefore  com- 
pelled to  study  the  concensus  of  opinion  and 
the  statistics  of  those  whose  judgment  we  re- 

*Read  by  invitation  before  the  meeting  of  the  Virginia  Society 
of  Oto-Laryngology  and  Ophthalmology,  in  Winchester,  Va., 
May  7,  1925. 
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spect,  and  to  scrutinize  with  the  utmost  care 
the  claims  naturally  aroused  by  paternity  of 
certain  operations.  Moreover,  we  will  be  in- 
fluenced by  the  views  we  adopt  as  to  the  patho- 
genesis of  the  disease. 

Medicine  seems  not  to  have  escaped  the  ten- 
dency of  the  times  to  attack  the  old  order  and 
overthrow  what  appeared  to  rest  on  a firm 
basis.  This  is  illustrated  in  the  recent  views 
which  have  been  advanced  concerning  the  se- 
cretion and  filtration  of  the  fluids  of  the  eye, 
and  the  attitude  toward  the  older  theories  re- 
garding the  pathogenesis  of  glaucoma.  For 
instance,  Magitot  believes  that  the  aqueous 
humor  is  of  the  same  nature  as  the  cerebro- 
spinal fluid  and  therefore  quite  different  from 
the  lymph  of  the  eye,  with  which  it  never 
mixes  nor  comes  into  direct  contact.  The  eye 
possesses  independent  lymph  channels  for  the 
anterior  and  posterior  segments.  The  aqueous 
is  secreted  at  the  beginning  of  life  by  special 
neuroglial  cells  and  is  replaced  by  a process 
of  dialysis  from  other  glial  cells.  He  denies 
its  origin  from  the  ciliary  body.  The  purpose 
of  the  choroid  is  the  maintenance  of  the  nor- 
mal tonus  of  the  eye.  He  does  not  believe  in 
the  perpetual  secretion  of  the  aqueous  or  its 
escape  at  the  angle  of  filtration. 

For  this  reason,  I would  like  to  present  that 
which  to  me* seems  rational  in  the  light  of  what 
is  known  regarding  the  pathology  and  patho- 
genesis of  the  disease,  and  which  has  influenced 
me  in  my  choice  of  operations. 

Tt  has  always  seemed  to  me  that  in  con- 
sidering the  pathogenesis  of  primary  glau- 
coma not  enough  stress  has  been  placed  upon 
what  we  know  of  the  underlying  causes  of 
certain  secondary  glaucomas.  In  almost  all 
secondary  glaucomas  we  have  positive  evidence 
that  the  increase  in  intraocular  tension  is 
caused  b}?  closure  of  the  filtration  angle.  One 
need  but  instance  glaucoma  following  per- 
forating wound  of  the  cornea,  ulceration  of 
the  cornea  with  prolapse  of  the  iris,  disloca- 
tion of  the  lens,  wounds  of  the  lens,  intumes- 
cent  cataract.  Secondarv  glaucoma  arising  in 
the  course  of  cyclitis  or  intraocular  tumors  is 
caused  indirectly  by  the  same  mechanism.  All 
this  is  presumptive  evidence  that  the  cause 
which  operates  to  produce  hypertension  in 
such  eyes  acts  to  produce  it  in  primary  glau- 
coma. 

The  outstanding  etiologic  factor  in  primary 
glaucoma  is  age.  Advanced  age  is  associated 


with  sclerotic  processes  not  only  in  the  ves- 
sels but  in  the  fibrous  coats  and  their  exten- 
sions, the  sclera,  cornea  and  pectinate  liga- 
ment— with  these  changes  we  find  a volumetric 
increase  in  the  lens.  The  second  important 
etiologic  factor  is  hyperopia  with  its  hyper- 
trophied ciliary  bocty  and  an  eye  whose  di- 
mensions are  relatively  small  as  to  the  size 
of  the  adult  lens. 

It  is  not  necessary  here  to  explain  how  these 
conditions  operate  to  interfere  with  the  egress 
of  fliiids  from  the  anterior  filtration  channels 
of  the  eye.  That  they  do  so  there  can  be  no 
doubt,  and  I believe  it  to  be  the  way  in  which 
glaucoma  may  be  induced. 

I would  not  have  it  inferred  that  I believe 
the  etiology  of  glaucoma  to  be  as  simple  as 
this.  That  there  are  many  underlying  dis- 
turbances which  play  an  important  role  in  the 
disease  is  certain,  but  the  cause  of  the  hyper- 
tension is  most  surely,  in  most  cases  of  pri- 
mary glaucoma,  to  be  found  in  the  retention 
of  the  fluids  of  the  eye. 

The  important  exciting  causes  are  mental 
and  physical  exhaustion  from  various  causes 
operating  upon  the  vasomotor  control  of  the 
eye  and  the  rest  of  the  body. 

Operations. 

In  the  choice  of  an  operation  in  a given 
case  of  glaucoma,  two  important  points  are 
to  be  considered,  the  type  of  glaucoma  and 
the  stage  of  the  disease.  If  we  hold  to  the 
old  Anew  that  the  cause  of  ocular  hypertension 
is  a blocking  of  the  normal  anterior  channels 
of  filtration,  then  we  will  select  that  opera- 
tion which  best  opens  up  these  channels. 

Acute  Glaucoma. 

That  a basal  iridectomy  can  do  this  in  acute 
congestive  glaucoma  we  have  ample  anatomic 
proof.  That  it  is  permanent  and  effective 
time  has  shown.  The  success  of  the  operation 
is  probably  due  to  the  fact  that  because  of  the 
pain  and  the  greatly  impaired  vision  we  see 
and  operate  upon  these  cases  before  adhesions 
have  formed  in  the  vicinity  of  the  filtration 
angle.  That  the  result  is  usually  permanent 
may  be  due  to  the  fact  that  there  is  some  acute 
disturbance  of  metabolism  or  A’asomotor  con- 
trol which  precipitates  the  attack,  and  that 
subsequent  systemic  disturbances  of  this  na- 
ture, which  doubtless  occur,  fail  to  produce 
hypertension  because  of  the  permanent  open- 
ing up  of  filtration  bv  the  iridectomy. 
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No  other  operation  is  to  be  thought  of  in  the 
treatment  of  this  type  of  idiopathic  glaucoma. 
As  to  the  time  at  which  the  operation  should 
be  done  there  may  be  a difference  of  opinion. 
We  know  that  the  first  attack  of  glaucoma 
even  in  non-opera  ted  cases  often  passes  off 
without  leaving  permanent  impairment  of 
visual  function.  As  an  immediate  iridectomy 
is  often  difficult  to  perform  and  is  accompanied 
by  some  hazard  because  of  the  exceedingly  high 
tension.  I often  delay  operation  until  an  at- 
tempt has  been  made  to  reduce  the  tension  by 
the  frequent  use  of  eserine,  morphia,  hot 
stupes  and  purges.  If  the  pain  subsides  and 
the  tension  diminishes  the  operation  can  be 
postponed  until  conditions  are  more  favorable. 
If  the  case  is  of  the  fulminating  tj7pe  immedi- 
ate operation  must  be  risked,  as  permanent 
blindness  may  result  if  the  exceeding  high 
tension  is  not  at  once  relieved. 

Subacute  Glaucoma. 

Many  of  the  cases  of  subacute  congestive 
glaucoma  that  we  see  have  existed  for  some 
time  before  they  come  for  treatment  and  this, 
together  with  the  fact  that  they  often  present 
evidences  of  an  actual  low  grade  inflammation, 
makes  it  difficult  to  free  the  iris  at  its  base  by 
an  iridectomy.  They  are  therefore,  in  my 
opinion,  best  treated  by  the  formation  of  a 
filtering  scar  or  a cyclodialysis. 

Chronic  Simple  Glaucoma. 

We  come  now  to  a consideration  of  the  type 
in  the  treatment  of  which  there  exists  great 
difference  of  opinion,  not  only  as  to  whether 
miotics  or  operation  should  be  employed,  but 
as  to  the  proper  operative  procedure  when  this 
is  the  mode  of  treatment  decided  upon.  I 
should  like  to  digress  to  state  my  views  re- 
garding the  indication  and  value  of  the  mio- 
tic treatment.  Expressed  in  general  terms, 
miotics  may  be  tried  in  all  cases  where  the 
tension  does  not  range  above  thirty  and  in 
all  cases  in  patients  over  sixty  years  of  age, 
in  private  practice.  In  dispensary  practice,  ex- 
cept in  patients  with  moderate  tension  or  over 
sixty-five  years  of  age,  some  form  of  opera- 
tion is  the  only  safe  procedure.  Another  class 
of  patients  requiring  operation  are  those  who 
cannot  be  seen  at  regular  intervals  for  check- 
ing up  the  progress  of  the  disease.  Miotics 
may  be  continued  so  long  as  tension  is  kept  at 
the  upper  limit  of  normal  (to  borrow  an  ex- 
pression of  Dr.  Weeks) , the  pupil  is  controlled 


the  peripheral  field  holds,  and  no  scotoma  ap- 
pears in  the  central  area.  Some  cases  of 
chronic  simple  glaucoma  in  young  people 
seem  self-limited. 

All  the  operations  commonly  in  use  which 
more  or  less  permanently  reduce  the  tension 
in  chronic  simple  glaucoma  are  concerned  with 
the  iris,  and  this  probably  results  in  freeing 
some  portion  of  the  filtration  angle.  Accord- 
ing to  Holth,  who  is  a strong  supporter  of  the 
operation  introduced  by  Herbert  and  named 
by  Borthen  iridotasis,  the  mechanism  of  the 
procedure  is  a stretching  of  the  iris  with  a 
consequent  thinning  of  its  base  in  that  por- 
tion of  the  membrane  opposite  the  incarcera- 
tion. Some  believe  its  effect  to  be  due  to  filtra- 
tion at  the  site  of  the  scar  while  others  attri- 
bute it  to  atrophy  of  the  ciliary  processes  over 
that  portion  of  the  ciliary  body  concerned  in 
the  operation.  Cyclodialysis  can  scarcely  be 
considered  as  exerting  a permanent  effect  on 
hypertension,  but  it  may  be  repeated. 

The  operation  of  peripheral  iridotomy,  de- 
vised by  Curran,  has  gained  some  advocates. 
It  is  based  on  his  view  that  glaucoma  is  caused 
by  a too  close  contact  of  the  sphincter  of  the 
iris  with  the  anterior  capsule  of  the  lens,  pre- 
venting the  aqueous  in  the  posterior  chamber 
from  finding  its  wav  into  the  anterior  cham- 
ber. Granted  that  this  is  the  cause — the  con- 
dition can  be  relieved  as  well  by  an  iridectomy 
with  less  danger  and  the  further  advantage 
that  the  result  is  more  likely  to  be  permanent 
and  more  effectual. 

In  the  great  majority  of  cases  of  chronic 
simple  glaucoma  it  is  possible  up  until  an  ad- 
vanced stage  of  the  disease  to  open  up  the 
natural  channels  of  filtration,  and  the  opera- 
tion of  choice  should  be  the  one  which  accom- 
plishes this  most  effectually  and  permanently ; 
and  properly  performed  iridectomy  meets  these 
requirements.  As  is  well  known,  and  empha- 
sized by  Collins,  a wound  of  the  iris  made 
under  aseptic  precautions  and  kept  bathed 
with  aqueous  humor,  never  forms  granulating 
tissue,  the  cut  surface  remaining  always  open; 
this  applies  also  to  the  corneal  and  sclero- 
corneal  tissue.  Because  of  this  we  secure  by  a 
complete  iridectomy  more  extensive  opening 
of  the  other  channels  of  egress  for  the  aqueous 
humor  than  we  do  by  a small  peripheral  basal 
iridectomy. 

An  extremely  narrow  anterior  chamber  can 
no  more  be  considered  an  obstacle  to  the  per- 
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forming  of  iridectomy  in  chronic  simple  glau- 
coma than  in  the  acute  type,  in  which  we  all 
do  iridectomies.  In  old  cases  of  chronic  simple 
glaucoma  where  prolonged  contact  of  the  iris 
with  the  cornea  has  resulted  in  true  adhesions, 
and  where  the  iris  is  degenerated,  it  is  diffi- 
cult at  all  times,  and  impossible  sometimes,  to 
get  a basal  iridectomy.  In  such  cases  the 
Elliott  operation,  by  securing  vicarious  drain- 
age. may  be  performed. 

Have  we  sufficient  evidence  to  substantiate 
the  claim  that  in  cases  where  the  scotomatous 
areas  approach  fixation  the  Elliott  operation 
does  not  endanger  fixation?  If  we  have,  this 
would  seem  to  be  a valid  claim  for  its  em- 
ployment, although  it  is  probably  true,  as 
Weeks  states,  that  this  area  will  be  ultimately 
lost  whatever  the  operation.  At  present  con- 
vincing evidence  is  wanting.  However,  since 
the  question  is  still  open,  I am  in  the  habit  of 
doing  sclero-corneal  trephining  when  this  type 
of  scotoma  is  present. 

The  objections  to  the  Elliott  operation  are 
that  iritis  too  frequently  results,  that  second- 
ary changes,  usually  in  the  development  of 
lenticular  opacities,  sometimes  occur  either 
immediately  after  the  operation  or  much  later, 
—probably  the  result  of  hvpotonus, — that  re- 
duction in  tension  is  not  always  permanent 
and.  lastly,  that  late  infections  relatively  fre- 
quently occur.  These,  I think,  more  than 
counterbalance  the  undoubted  brilliant  results 
sometimes  obtained  in  widening  the  field  of 
vision  and  improving  central  vision. 

Iridotasis  is  growing  in  favor.  This  is 
probably  due  to  its  ease  of  performance  and 
freedom  from  danger  of  injury  to  the  lens. 
Its  effect  on  tension  is  satisfactory.  Even 
when  the  technique  is  perfect  the  danger  of 
secondary  infection  and  sympathetic  inflamma- 
tion is  considerable.  Up  to  the  present  I re- 
call but  one  reported  instance  of  late  infection, 
but  very  few  operations  of  this  type  have  been 
performed.  Had  it  been  done  as  often  as  has 
trephining  it  probably  would  occur  frequently 
enough  to  constitute  a serious  objection.  It 
may  be  of  interest  to  note  that  in  two  of  my 
cases  where  the  iris  slipped  partially  back 
into  the  anterior  chamber,  so  that  the  only 
effect  was  to  make  a long  vertically  oval 
pupil,  the  effect  on  the  tension  was  good. 

In  congenital  glaucoma  the  cause  of  the 
hypertonus  is  again  an  obstruction  to  the 
egress  of  the  fluids  of  the  eye  from  the  an- 


terior filtration  channels.  Usually  this  is  due 
to  a partial  or  complete  absence  of  Schlemm's 
canal,  though  other  causes  are  atypical  de- 
velopment of  the  cribriform  ligament  (Col- 
lins), and  prenatal  inflammation  resulting  in 
adhesion  between  the  iris  and  cornea.  Be- 
cause of  this  and  also  because  of  the  great  dis- 
tention of  the  ocular  tissues  we  have  an  entirely 
different  problem  to  meet  from  that  of  primary 
glaucoma.  Iridectomy  is  only  safe  in  the  very 
beginning  of  the  disease,  and  trephining  has 
not  proved  satisfactory.  Repeated  posterior 
sclerotomy  offers  the  best  hope  of  arresting 
the  disease. 

To  cover  the  subject  assigned  me  and  yet 
not  make  the  paper  too  long,  I shall  but  briefly 
refer  to  certain  types  of  secondary  glaucoma. 

The  hypertension  which  often  complicates 
obstruction  to  the  central  vein  of  the  retina  is 
difficult  to  combat,  but  the  condition  does  not 
seem  to  me  to  be  quite  so  hopeless  as  stated  by 
some  surgeons.  Owing  to  the  vascular  degen- 
eration any  operative  procedure  which  brings 
about  a sudden  lowering  of  the  tension  is 
fraught  with  danger.  Theoretically  (and 
practically,  as  proven  in  two  cases  of  my  own) 
cyclodialysis  is  the  logical  operation,  as  the 
lowering  of  the  tension  by  this  method  is  quite 
gradual,  forty-eight  hours  often  elapsing  be- 
fore the  maximum  effect  is  reached.  When 
this  has  been  attained  an  iridectomy  may  be 
done. 

Secondary  glaucoma  often  occurs  in  serous 
uveitis,  especially  during  the  use  of  a cyclo- 
plegic.  It  is  due  to  an  alteration  in  the  com- 
position of  the  aqueous  and  the  deposition  of 
fibrin  and  pigment  in  the  spaces  of  Fontana 
and  while  transient  interferes  with  the  use  of 
the  much  needed  cycloplegic.  Fortunately  it 
is  readily  controlled  by  a paracentesis  of  the 
anterior  chamber,  the  small  corneal  wound 
being  kept  open  by  the  daily  introduction  of 
the  point  of  a spatula. 

In  occlusion  of  the  pupil  early  iridectomy 
may  be  successful  in  lowering  the  tension,  but 
where  iris  bombe  has  developed  transfixion  of 
the  bulging  iris  with  a narrow  cataract  knife 
offers  the  best  hope  of  success. 

In  traumatic  cataract  the  swollen  cortical 
should  be  evacuated. 

1506  Spruce  St. 

Discrssiox  of  Papers  by  Dus.  White  and  Zentjiayeh. 

Dr.  Harry  Graclle,  Chicago:  It  is  with  great  hesi- 

tation that  one  rises  to  discuss  papers  by  Dr.  White 
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and  Dr.  Zentmayer,  especially  if  one  permits  him- 
self to  differ  even  in  some  minor  points.  When 
men  of  their  capability,  experience,  and  erudition 
speak  upon  a subject,  there  is  but  little  left  for 
one  to  add. 

It  would  seem  as  though  Dr.  White  were  ultra- 
pessimistic  as  to  the  ultimate  outcome  of  all  cases 
of  glaucoma  simplex.  Undoubtedly,  there  is  a large 
proportion  of  cases  of  a malignant  character  that 
lead  to  eventual  blindness  regardless  of  the  char- 
acter of  treatment  and  the  best  medicinal  and  surgi- 
cal treatment  merely  postpone  the  days  of  total 
blindness  somewhat.  But  on  the  other  hand,  there 
is  a fair  sprinkling  of  cases  that  respond  fairly 
well  to  miotic  treatment  for  a time  and  then  grad- 
ually begin  to  depreciate  slightly  in  vision,  and 
visual  fields  to  run  an  intra-ocular  tension  that  is 
just  slightly  above  what  is  regarded  as  the  upper 
limits  of  normal.  Such  cases  are  good  surgical 
risks  and  most  frequently,  a technically  well  exe- 
cuted operation  will  aid  miotics  in  maintaining 
vision  until  the  end. 

The  indication  for  operation  in  such  cases  must 
be  based  upon  the  gradual  loss  of  vision;  upon  the 
gradual  decrease  in  the  visual  fields  without  acute 
or  prominent  scotomatous  areas;  upon  the  gradually 
progressive  cupping  of  the  optic  discs;  upon  the 
curve  of  intra-ocular  tension  that  remains  persist- 
ently above  26  to  28  m m.  Hg.  and  refuses  to  de- 
crease more  than  five  millimeters  of  mercury  under 
vigorous  massage,  and  upon  failure  of  the  tension 
to  undergo  a marked  reduction  when  adrenalin  is 
injected  subconjunctivally. 

The  operation  of  choice  falls  into  one  of  three 
classes  and  must  be  decided  upon  by  the  afore- 
mentioned indications.  The  first  type  of  operaMon 
is  one  that  aims  to  restore  the  normal  outlet  of 
the  intra-ocular  fluids  and  is  best  illustrated  by  the 
classical  iridectomy.  The  second  type  aims  to  alter 
the  intra-ocular  outlet  of  the  fluids  in  a way  that 
is  not  yet  clearly  understood:  the  cyclodialysis  and 
the  Curran  peripheric  iridotomy  are  of  this  type. 
The  third  type  aims  to  establish  an  extra-ocular 
outlet  for  the  intra-ocular  fluids,  usually  by  sub- 
conjunctival fistulization  and  is  best  illustrated  by 
the  Elliott  trephining  operation  or  the  iridotasis. 

Dr.  Charles  A.  Young.  Roanoke:  I have  used  adren- 
alin both  sub-conjunctivally  and  on  pledgets  of 
cotton,  in  the  upper  fornix,  as  recommended  by  Dr. 
Gradle,  and  found  that  it  reduced  tension  in  the 
majority  of  instances  from  15  to  20  degrees,  on  Mc- 
Lean Instrument,  but  could  not  see  that  it  in  any 
way  aided  in  the  treatment  of  the  disease  as  its 
action  was  seemingly  very  transient.  I would  like 
to  know  what  success,  if  any,  Drs.  Zentmayer  and 
White  have  obtained  from  the  use  of  this  drug. 


THE  SURGICAL  TREATMENT  FOR 
HYPERTHYROIDISM.* 

By  ROBERT  LEE  PAYNE,  M.  D„  F.  A.  C.  S„  Norfolk,  Va. 
Surgeon,  St.  Vincent's  Hospital. 

This  is  a big  broad  subject  and  will  be  found 
difficult  to  cover  in  a paper  which  the  limited 
time  of  this  meeting  will  permit. 

It  is  interesting  to  look  back  over  one’s  ex- 
perience with  the  treatment  of  the  thyroid 
gland  and  to  note  how  readily  history,  both 

* ,*,Rej?d  in  a symposium  on  Thyroid  Disease  before  the  Nor- 
folk County  Medical  Society,  March  9.  1925. 


medical  and  surgical  relating  to  this  gland, 
repeats  itself.  In  the  earlier  years  of  thyroid 
surgery  practically  all  cases  that  we  saw  came 
late  for  operation.  Late  operations  con- 
tributed largely  to  a high  mortality  and  this 
in  turn  created  the  vicious  circle  in  surgery  in 
which  a high  mortality  made  in  turn  a late 
operation. 

There  is  no  study  more  interesting  than  the 
problem  of  the  thyroid,  but  the  dictum  of 
Kocher  must  always  be  kept  in  mind,  that  it 
is  not  necessary  for  the  medical  man  to  act 
surgically,  but  it  is  always  necessary  for  him 
to  think  surgically  and  in  this  connection 
Guerry  has  aptly  pointed  out  that  it  is  not 
necessary  for  the  surgeon  to  act  medically  but 
very  essential  that  he  think  medically.  We 
may  probably  ask  what  benefit  the  patient  may 
get  from  the  surgical  treatment  of  thyroid  dis- 
ease. In  every  case  of  hyperthyroidism,  pro- 
vided the  case  is  handled  intelligently  by  both 
surgeon  and  -internist,  the  patient  may  expect 
an  immediate,  prompt,  and  almost  always  com- 
plete relief  from  his  or  her  symptoms.  In  ad- 
dition, if  all  focal  infections  are  eradicated, 
all  intoxications  are  eliminated,  and  pyschic 
disturbances  are  put  under  control,  the  late 
results  following  treatment  directed  to  the  thy- 
roid may  universally  expect  to  be  good.  If 
not  entirely  good,  there  will  usually  be  a very 
marked  improvement.  Not  only  does  opera- 
tion in  hyperthyroidism  offer  considerable  less 
risk  for  life  than  that  contributed  by  the  dis- 
ease, but  there  is  also  a relief  following  the 
operation  which  is  decidedly  more  prompt 
than  that  following  the  long  uncertain  rest 
cure.  More  important,  operative  treatment 
cuts  short  the  progressive  deterioration  of  the 
vital  organs,  principally  the  heart,  liver  and 
kidneys,  giving  immense  advantage  to  the  pa- 
tient, for  if  the  rest  cure  fails  to  relieve,  the 
amount  of  progressive  damage  to  vital  organs 
will  probably  be  increasing  during  the  period 
of  rest  cure.  Surgery  in  conjunction  with 
medical  advice  from  a real  internist  offers  a 
primary  mortality  of  around  2 per  cent,  85  per 
cent  of  complete  and  symptomatic  cures,  about 
7 per  cent  received  marked  benefit,  and  only 
a small  number,  about  5 per  cent,  apparently 
are  not  helped.  Taking  into  account,  there- 
fore, the  slight  primary  mortality  and  the  im- 
mediate promising  and  remote  results,  we  may 
consider  that,  in  hyperthyroidism,  what  is 
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necessary  for  cure  is  like  that  in  appendicitis 
entirely  dependent  upon  a proper  diagnosis. 

There  are  six  pathological  conditions  of  the 
thyroid  gland  which  are  amenable  to  surgical 
interference,  the  most  important  of  these  being, 
of  course,  the  exophthalmic  type  of  goitre. 
Next  in  importance  is  the  adenoma  with  hy- 
perthyroidism. Third,  the  diffuse  colloid  goi- 
tre, which  often  obtains  a great  size,  is  often 
serious  and  sometimes  produces  grave  pressure 
symptoms.  Fourth,  we  have  the  adenoma  with- 
out toxic  properties.  Fifth,  thyroiditis;  and, 
finally,  malignancy. 

Exophthalmic  Goitre. 

This  is  a constitutional  disease  which  is  prob- 
ably due  to  an  excessive  abnormal  secretion, 
having  a peculiar  nervous  syndrome — exoph- 
thalmos, an  increased  metabolic  rate  with  the 
accompanying  secondary  manifestations  and 
showing  pathologically  a diffuse  hypertrophy 
and  hyperplasia.  The  condition  is  often  se- 
vere, of  overwhelming  intensity,  beginning 
abruptly  and  terminating  fatally  in  a few 
months.  This  acute  condition,  however,  will 
often  be  followed  by  a remission,  which  may 
last  for  many  months,  only  to  be  followed 
again  by  another  exacerbation  of  even  greater 
severity.  At  times,  however,  the  onset  is  ex- 
tremely gradual  and  the  disease  may  run  a 
prolonged  mild  course  with  very  little  varia- 
tion. 

We  do  not  know  the  cause  of  exophthalmic 
goitre  but  the  pathology  of  this  condition  is 
definitely  known,  and  is  always  a constant 
hyperthrophy-hyperplasia.  All  the  evidence 
points  to  an  excessive  amount  of  secretion  from 
this  gland,  and  all  methods  of  treatment  sur- 
gically aim  to  diminish  the  output  of  the  gland 
by  a reduction  of  its  nerve  and  blood  supply 
by  either  surgical  ablation  or  by  some  form 
of  treatment  such  as  radiation  or  the  injections 
of  boiling  water,  which  will  destixty  the  sub- 
stance of  the  gland.  It  has  always  been  con- 
sidered necessary  to  preserve  a sufficient 
quantity,  of  the  normal  gland  to  carry  on  the 
normal  functions  incident  to  the  welfare  of 
the  patient.  In  certain  stages,  particularly 
the  acute  toxic  exacerbations  of  the  disease, 
the  removal  of  the  gland  is  attended  with 
great  danger;  particularly,  danger  is  encoun- 
tered immediately  preceding,  during  or  follow- 
ing a crisis,  and  in  such  instances  it  is  always 


best  to  withhold  radical  surgical  procedures, 
substituting  for  them,  on  the  other  hand, 
radium,  the  injections  of  boiling  water,  or  liga- 
tions of  one  or  both  lobes.  The  improvement 
in  the  patient  after  conservative  preparatory 
measures,  coupled  with  proper  long  rest,  serves 
to  make  the  radical  thyroidectomy  possible 
with  a far  greater  degree  of  safety  than  would 
otherwise  have  been  possible.  Some  of  these 
cases  remain  apparently  well,  but  the  major- 
ity without  major  thyroidectomy  suffer  re- 
lapses sooner  or  later. 

In  the  earlier  surgery  of  this  gland,  it  was 
a custom  to  do  only  a partial  removal  of  one 
or  both  lobes,  but  today  the  routine  operation 
for  the  removal  of  goitre  is  even  more  radical, 
consisting  of  a more  or  less  double  resection 
of  the  thyroid  gland,  with  an  effort  to  pre- 
serve only  a small  portion  of  the  posterior  por- 
tion of  each  lobe,  equivalent  to  one-sixth  of 
the  normal  gland. 

Given  a case  of  exophthalmic  goitre,  if 
properly  handled,  we  should  expect  relief  in 
80  per  cent  of  all  cases,  and  the  failure  to  cure 
these  conditions  by  surgery  may  be  attributed 
to  one  of  three  causes : 

First,  incomplete  removal  of  the  hyper-se- 
creting gland. 

Second,  delay  of  the  patient  in  seeking  sur- 
gical relief  until  visceral  changes  have  taken 
place,  and, 

Third,  the  failure  to  eliminate  the  various 
foci  of  infection  after  the  operation. 

Adenoma  With  Hyperthyroidism. 

This  is  a definite  clinical  entity  and  must 
not  be  confused  with  the  exophthalmic  type  of 
goitre.  The  condition  develops  insidiously 
and  without  apparent  cause,  not  only  develop- 
ing gradually  but  progressively.  It  is  par- 
ticularly in  this  type  that  iodine  is  so  danger- 
ous, as  well  as  radiation  therapy,  for  the  symp- 
toms may  be  induced  abruptly  by  the  adminis- 
tration of  iodine  to  a patient  with  a simple 
adenoma  and  without  hyper-secretion.  The 
clinical  picture  often  resembles  that  of  the 
syndrome  of  cardiovascular  disease,  and  on 
account  of  the  slow  and  progressive  onset  the 
patient  does  not  realize  the  gravity  of  his  con- 
dition. The  heart  shows  great  irregularity  or 
symptoms  of  decompensation  take  place.  Con- 
sequently, owing  to  the  delay  in  coming  to 
operation,  these  cases  often  develop  advanced 
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visceral  changes  which  materially  add  to  the 
risk  of  operation  and  interfere  materially 
with  the  possibility  of  cure  afterwards.  It  is 
true  that  the  successful  removal  of  a toxic  ade- 
noma is  usually  followed  in  about  two  weeks 
by  the  complete  disappearance  of  the  hyper- 
thyroid  symptoms,  but  it  is  hard  to  cure  the 
changes  in  the  liver,  heart  and  kidneys  which 
may  have  taken  place  before  the  patient  came 
for  diagnosis  and  proper  treatment.  I con- 
sider the  toxic  adenoma  the  most  treacherous 
of  all  types  of  pathology  found  in  the  thyroid, 
for  the  exophthalmic  type  is  so  much  more 
outspoken,  whereas  we  are  often  led  into 
iodine  or  using  X-ray  and  radium  for  the 
smooth  symmetrical  enlargement  of  the  thy- 
roid, thinking  it  to  be  the  exophthalmic  type 
of  hyperplasia,  when,  in  reality,  after  the 
hyperplasia  is  reduced  by  radium  therapy, 
there  will  be  found  a definite  adenoma  at  the 
bottom  of  the  toxic  symptoms  which  in  turn 
are  invariably  made  worse  by  anj^  form  of 
treatment  other  than  surgical  eradication. 

The  simple  adenomas  are  a distinctly  simple 
■problem,  occurring  either  as  single  or  multiple 
masses,  and  usually  come  late  in  the  second 
and  third  decade  of  life.  The  symptoms  pro- 
duced are  usually  the  result  of  the  pressure 
of  the  growth  on  the  surrounding  structures 
and  vary  according  to  size  and  location  of 
the  tumor.  Adenoma  attain  great  size  and 
a goodly  portion  of  them  project  below  the 
sternum  and  become  intrathoracic.  In  the 
Innsbruck  Clinic  at  Frieburg,  out  of  1,473 
cases  of  thyroid  disease,  487  or  32  per  cent 
were  found  to  be  intrathoracic,  that  is,  a 
greater  proportion  of  the  enlargement  was 
below  the  level  of  the  clavicle.  Symptoms 
produced  are  great  shortness  of  breath,  with 
an  apparently  small  tumor,  marked  displace- 
ment of  the  trachea  and  signs  of  pressure  on 
the  great  veins  of  the  neck  that  cannot  be  ex- 
plained by  any  visible  tumor.  The  neck  veins 
fill  from  below  when  they  are  emptied  by  the 
finger,  and  the  arm  veins  do  not  empty  when 
the  arm  is  held  high.  There  may  be  paralysis 
of  the  recurrent  nerve  or  sympathetic  paraly- 
sis with  a regression  of  the  eyeball,  contracted 
pupil  or  ptosis,  all  from  unusual  pressure. 
Sometimes  surgical  removal  of  these  cases  is 
more  difficult  than  the  recognition  of  the  dis- 
ease. 


Diffuse  Colloid  Goiter. 

This  is  the  commonest  enlargement  of  the 
gland,  is  usually  physiologic  in  character  and 
occurs  principally  in  adolescence.  According 
to  the  work  of  Marine,  it  is  well-established 
that  iodine  insufficiency  is  the  causative  fac- 
tor, and  that  not  only  occurrence  of  this  con- 
dition but  also  the  enlargement  itself  can  be 
overcome  by  proper  administration  of  iodine. 
The  goitre  is  unassociated  with  symptoms 
other  than  those  incident  to  pressure,  but 
when  the  enlargement  develops  in  a young 
girl  of  unstable  nervous  mechanism  her  symp- 
toms are  often  mistaken  for  the  hyperthy- 
roidism of  the  exophthalmic  type.  In  many 
instances  the  two  conditions  may  be  readily 
separated,  but  in  many  cases — especially 
where  the  neurotic  tendencies  are  over-marked 
— it  becomes  extremely  difficult  by  clinical 
means  to  ascertain  the  difference  between  the 
two  diseases.  It  ‘is  in  such  conditions  that 
repeated  basal  metabolic  readings  contribute 
wonderfully  to  the  accuracy  of  diagnosis. 
The  metabolism  rate  of  the  patient  with  col- 
loid goitre  would  be  normal  or  slightly  sub- 
normal. while  that  of  the  patient  with  the 
toxic  type  of  enlargement  is  always  above 
normal.  Unless  the  enlargement  of  the  col- 
loid type  is  associated  with  masses  suggest- 
ing adenoma  or  the  dimensions  become  so 
great  as  to  give  pressure  symptoms,  surgery 
is  not  indicated.  On  the  other  hand,  diffuse 
colloid  goitre  will  usually  disappear  spon- 
taneously around  the  twenty-fifth  year,  but  it 
can  be  induced  to  go  away  by  the  proper  ad- 
ministration of  iodine  or  thyroxin.  After  tbe 
gland  has  thus  been  made  to  retrogress,  iodine 
should  actually  be  given  as  a preventive  meas- 
ure to  prevent  a recurrence  of  the  enlarge- 
ment. Where  pressure  symptoms  are  a fac- 
tor, then  surgery  should  be  chosen,  and  in  this 
condition  the  operative  risk  is  never  over  1 
per  cent,  and  is  usually  around  one-half  of 
1 per  cent.  This  non-surgical  aspect  of  col- 
loid goitre  is  important  when  compared  with 
simple  adenoma,  which  may  become  toxic, 
and  should  always  be  removed  by  surgical 
methods  though  simple  at  the  time  of  recog- 
nition. 

Thyroiditis. 

Thyroiditis  is  a rather  uncommon  condi- 
tion, but  I have  been  fortunate  enough  to  see 
two  definite  cases  of  thyroiditis  upon  which 
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operation  was  done,  the  diagnosis  being  con- 
firmed in  the  laboratory. 

There  are  two  types  of  inflammation,  the 
non-tubercular  and  the  tubercular.  In  the 
simple  inflammation  there  is  usually  a his- 
tory preceding  of  an  acute  infection  of  the 
nose  or  throat,  and  most  of  these  types  un- 
der rest  and  ice-cap  go  to  an  early  resolution. 
They  sometime  stimulate  the  parenchyma  of 
the  gland  sufficiently  to  produce  a hyper-se- 
cretion, and  this  is  followed  by  the  toxic 
symptoms  we  so  commonly  see  in  hyperthy- 
roidism. Sometimes  the  inflammatory  pro- 
cess. whether  it  be  tubercular  or  non-tubercu- 
lar. so  completely  destroys  all  of  the  secreting 
structure  of  the  gland  that  a myxedema  re- 
sults. I have  never  seen  this  complication, 
but  in  one  of  my  cases  there  was  such  a com- 
plete involvement  of  both  lobes  of  the  gland 
that  we  thought  the  growth  was  malignant 
because-  of  its  stony  hardness.  At  operation 
apparently  the  entire  structure  of  both  lobes 
consisted  of  calcareous  deposits  which  gave 
the  classical  feeling  of  bone  in  the  throat.  This 
we  interpreted  as  being  the  terminal  stage  of 
tubercular  thyroiditis. 

The  other  case  of  thyroiditis,  which  was 
operated  upon  by  us,  was  also  hard  but  had 
only  scattered  areas  of  calcareous  deposits  in 
the  lobes.  While  surgery  is  indicated  in  the 
tubercular  and  suppurative  types  of  thy- 
roiditis. the  mild  or  simple  types  often  resolve 
without  operation.  But  the  most  important 
thing  to  be  remembered  in  connection  with  all 
early  inflammations  of  the  thyroid  gland  is 
the  relationship  of  the  tonsils,  teeth  and  sinu- 
ses, for  in  these  locations  principally  are 
found  the  focus  that  is  causing  the  condition. 

Malignancy  of  the  Thyroid. 

Malignancy  of  the  thyroid  gland  is  not 
common,  and  I find  seven  cases  in  my  series 
of  thyroid  operations.  Sarcoma  and  carci- 
noma are  the  commonest  types  of  malignancy 
found,  but  malignant  adenoma  and  malignant 
papilloma  have  been  frequently  reported. 
When  the  malignancy  in  the  gland  invades 
the  capsule,  the  diagnosis  can  readily  be 
made,  but  otherwise  the  diagnosis  of  malig- 
nancy of  the  thyroid  cannot  be  made  until 
the  tissue  is  examined  in  the  laboratory.  Wide 
surgical  removal  followed  by  extensive  radium 
or  X-ray  treatment  is  the  only  hope  to  offer 


these  patients,  and  even  at  the  best  the  prog- 
nosis is  not  good.  Herbst,  in  the  study  of 
a series  of  207  cases  of  malignancy  of  the 
thyroid,  reported  no  cures  in  the  sarcoma 
cases,  5 per  cent  of  cures  in  the  carcinoma 
cases,  20  per  cent  of  five  year  cures  in  the 
malignant  adenoma  cases,  and  33  per  cent  five 
year  cures  in  the  malignant  papilloma  cases. 
In  all  of  our  cases  we  have  used  radium  ex- 
cept in  the  first  three,  and  all  of  them  have 
died  within  eighteen  months  from  the  time 
of  first  coming  under  observation.  In  the  last 
three  and  one-half  years  I had  fifty-one  cases 
of  thyroid  disease  to  treat  surgically;  two  of 
these  were  malignant  and  were  not  operated 
upon,  forty-nine  had  thyroidectomies  with  the 
loss  of  one  patient  during  the  first  twenty- 
four  hours  following  opeeration  from  hyper- 
thyroidism. In  this  locality  it  would  seem  the 
exophthalmic  and  toxic  adenoma  predomi- 
nate, for  in  this  small  series  we  only  saw  five 
colloid  goitres  and  four  mixed  colloid  and 
adenomas  which  required  operation,  though 
showing  no  toxic  symptoms.  In  the  handling 
of  the  toxic  thyroid,  I know  no  study  in  my. 
work  that  is  more  interesting  and  fascinating, 
and  yet  with  every  case  I am  more  thoroughly 
convinced  of  the  old  dictum,  “Experience  is 
the  best  teacher.”  A competent  evaluation  of 
the  patient’s  symptoms  and  general  condition 
is  worth  as  much  to  the  thyroid  surgeon  as 
all  of  the  pet  methods  of  diagnosis. 

In  closing,  I would  like  to  make  a brief  com- 
ment on  the  question  of  basal  metabolism  read- 
ings. While  I put  a great  deal  of  faith  on 
this  question  of  metabolic  rate  as  a contribut- 
ing point  in  diagnosis,  at  the  same  time  we 
do  not  take  this  as  an  inflexible  guide  for 
operation,  for  so  many  conditions  must  be 
considered  other  than  the  metabolic  rate  of 
the  individual  patient.  For  instance,  the 
metabolic  rate  does  not  tell  us  whether  there 
is  an  impending  or  actual  acidosis  present.  It 
does  not  tell  whether  the  patient  is  worn  out 
from  loss  of  sleep  or  what  is  his  degree  of 
prostration.  It  does  not  give  any  informa- 
tion regarding  the  condition  of  the  kidneys, 
nor  does  it  help  us  much  in  estimating  the 
amount  of  nervous  instability.  We  get  from 
it  no  guide  as  to  the  amount  of  degeneration 
of  the  liver.  It  does  not  help  us  in  evaluating 
the  strength  of  the  myocardium  and  it  tells 
us  nothing  of  the  psychic  state.  It  does  not 
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<rive  us  any  insight  into  the  question  of  blooil 
pressure,  which  is  often  important,  and  it 
does  not  help  us  in  determining  whether  the 
patient  is  suffering  from  great  weakness  and 
emaciation,  or  whether,  as  a result  of  the 
prolonged  toxemia,  the  patient  is  unduly  old 
from  a visceral  point  of  view.  As  a general 
rule,  I like  to  see  the  basal  metabolism  rate 
about  35  or  lower,  but  we  have  operated  suc- 
cessfully in  some  cases  in  which  the  meta- 
bolism rate  has  been  as  high  as  75.  I believe 
every  enlargement  of  the  thyroid  should  have 
one  or  more  basal  metabolism  readings  made 
upon  them,  and  I do  not  think  the  medical 
treatment  of  any  thyroid  condition  should  be 
condoned  without  the  check  of  frequent  meta- 
bolic readings  on  the  case. 

805  Medical  Arts  Building. 


POST  OPERATIVE  CARE  OF  THYROID 
CASES  AND  SOME  OF  THE  MORE 
COMMON  COMPLICATIONS.* 

By  CHARLES  CARROLL  SMITH,  M.  D.,  F.  A.  C.  S.. 

Norfolk,  Va. 

The  modern  surgical  treatment  of  thyroid 
cases  has  justified  its  soundness  by  lowering 
both  mortality  and  morbidity.  The  principles 
underlying  this  success  naturally  fall  into 
three  groups  or  stages. 

1.  Proper  preparation  and  conservative  se- 
lection of  time  and  type  of  operative  pro- 
cedure. 

2.  Judgment  and  good  technique  on  the 
part  of  the  surgeon  and  anesthetist. 

3.  Personal  constant  and  intelligent  care,  of 
the  post-operative  difficulties. 

The  relative  value  of  these  subdivisions  of 
treatment  is  debatable,  but  certain  it  is  that 
no  other  surgical  condition  makes  a more 
urgent  demand  for  close  co-operation  as  well 
as  individual  responsibility  on  the  part  of 
those  to  which  these  stages  of  the  treatment 
are  relegated. 

Post-operative  cases  of  toxic  thyroids  may 
at  times  show  such  lightning-like  changes  and 
so  many  trying  complications  that  success  in 
no  small  measure  depends  on  having  an  ex- 
perienced personnel  constantly  on  guard. 
Both  literally  and  figuratively,  it  is  of  in- 
estimable value  to  have  a trained  finger  on 
the  pulse  at  all  times. 

The  thyroid  gland  is  normally  in  close  re- 

*Read  in  a symposium  on  Thyroid  Disease  before  the  Nor- 
folk County  Medical  Society,  March  9,  1925. 


hition  to  the  trachea,  great  vessels,  and  nerves 
of  the  neck,  and  when  greatly  enlarged  may 
rest  on  the  pleural  dome  or  even  encroach  on 
the  oesophagus.  The  difficulties  and  compli- 
cations that  follow  its  removal  are  those  of 
any  surgical  procedure,  edema,  hemorrhage, 
or  sepsis — differentiated,  however,  in  their 
manifestations  and  dangers  by  the  anatomical 
location  of  the  gland  and  the  consequent 
structures  involved.  The  key-note  of  treat- 
ment, according  to  Crile,  is  anticipation,  since 
to  be  of  value  the  treatment  must  be  timed 
ahead.  Dilatory  tactics  are  not  for  this  type 
of  case.  I am  sure  the  excellent  results  ob- 
tained by  men  who  do  a great  number  of 
thyroids  is  no  doubt  in  a large  measure  due 
to  intuition,  if  you  please,  to  so  designate  that 
vague  extra  sense  that  develops  with  experi- 
ence. Of  special  importance,  however,  is  a 
thorough  knowledge  and  understanding  of 
the  preoperative  characteristics  of  each  in- 
dividual case  that  we  may  be  better  able  to 
anticipate  just  what  that  individual  is  apt  to 
do.  Of  no  less  importance  is  an  understand- 
ing of  the  operative  procedure,  difficulty  m 
controlling  bleeding,  size  of  the  gland'  re- 
moved and  the  amount  of  cavity  consequently 
left,  the  smoothness  of  the  anesthesia  and  con- 
dition in  which  the  patient  left  the  table. 

Proper  post-operative  care  begins  on  the 
table  with  the  application  of  a snug,  smooth 
dressing  held  in  place  with  adhesive  and  re- 
inforced in  our  cases  with  a small  roll  of 
gauze,  15  by  15  mesh  to  the  inch,  and  of  suffi- 
cient width  to  make  a wide  collar  applied  to 
conform  to  the  neck  by  a series  of  spiral  re- 
verse folds.  No  detail  is  too  small  to  demand 
its  share  of  attention;  therefore,  you  will 
pardon  mention  of  such  obvious  things  as  care 
in  removing  patient  from  table  and  guarding 
against  exposure.  All  thyroid  cases  show 
some  degree  of  hyperhidrosis  and  a change  of 
the  wet  clothes  should  be  one  of  the  first  at- 
tentions rendered  when  your  patient  is  re- 
turned to  the  darkened  room  and  left  in  the 
care  of  a cheerful,  efficient  and  tactful  nurse. 

The  patient  is  propped  on  pillows  just  as 
soon  as  practical  and  kept  in  a semi-recum- 
bent position,  for  in  this  position  breathing 
is  easier  and  wound  drainage  is  facilitated. 
Most  patients  fall  into  a restful  sleep,  which 
continues  from  three  to  six  hours.  This  is 
contrary  to  the  behavior  of  those  distressing 
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cases  that  do  badly  from  the  start  on  account 
of  damage  to  the  large  internal  organs  more 
extensive  than  could  be  determined  before 
operation.  These  cases  do  not  rest  easily  and 
often  die  in  this  stage,  the  first  six  hour 
period. 

Ice-bags  are  applied  to  the  head  and  pre- 
cordia  if  there  is  much  toxemia.  Tap  water 
is  given  b}7  rectum  soon  after  the  patient  is 
returned  to  bed,  1,000  c.c.  stat .,  and  500  c.c. 
every  four  hours.  All  postoperative  cases 
need  fluids,  and  the  thyroid  case,  instead  of 
being  an  exception,  should  be  an  exaggeration 
of  the  rule.  If  moi'e  fluids  are  needed,  a bi- 
lateral hypodermoclysis,  according  to  Bart- 
lett. is  given,  1,000  c.c.  each  of  normal  saline 
containing  sufficient  novocain  to  make  a 1/32 
per  cent  solution,  the  purpose  of  the  novo- 
cain beino;  to  lessen  the  discomfort  and  thus 
allow  large  quantities  to  be  given.  In  addi- 
tion, water  by  mouth  is  given  as  soon  as  pos- 
sible and  as  freely  as  it  can  be  handled  by  the 
case  in  hand.  By  maintaining  the  body 
fluids,  we  hasten  elimination  of  waste  prod- 
ucts and  the  internal  oxidation  processes,  and 
reduce  to  a minimum  the  intracellular  acidosis 
which  Crile  has  advanced  as  largely  respon- 
sible for  nausea  in  these  cases.  Vomiting  may 
occur  at  frequent  intervals  for  the  first 
twent}7-four  hours,  and  rarely  may  persist  for 
the  first  two  days,  but  a return  to  normal 
equilibrium  of  body  fluids  will  usually  control 
all  cases. 

Next  in  importance  to  fluids,  we  find  a rest- 
ful and  comfortable  condition  of  the  patient 
to  be  much  desired.  There  is  some  dissension 
of  opinion  in  regard  to  the  value  of  morphia, 
some  men  minimizing  its  use  on  the  claim  that 
it  ties  up  secretions,  and  others  being  of  the 
opinion  that  it  prolongs  nausea,  but  we  have 
found,  like  Crile,  that  to  alleviate  pain  and 
secure  absolute  quiet  “morphia  is  the  sine  qua 
non”  The  idea  is  to  induce  mental  quietude 
on  the  part  of  the  patient  with  tranquil  sub- 
mission or,  to  quote  Crile  once  more,  to  main- 
tain a state  of  negativity.  Sufficient  morphia 
should  be  given  to  keep  the  patient  quiet  and 
to  prevent  any  acceleration  of  the  pulse  from 
muscular  activity  or  emotional  squalls.  In 
keeping  with  this  effort  at  quietude,  we  feel 
that  all  visitors  should  be  excluded  for  some 
days,  though  at  times  the  perturbed  and  wild- 
ly acthTe  mind  of  a toxic  case,  especially  in 


the  case  of  young  girls,  can  be  calmed  and 
soothed  by  the  presence  of  a sensible  mother 
or  close  friend. 

The  dressing  is  not  disturbed  except  for 
some  unusual  occurrence  until  the  day  after 
the  operation;  then  it  is  done  gently  and  with 
as  few  frills  as  possible.  At  the  end  of  forty- 
eight  hours  the  small  silk  skin  sutures  are  re- 
moved, the  drain  lifted  or  removed,  and  the 
patient  perhaps  propped  up  a little  higher. 
All  drainage  is  removed  on  the  third  or  fourth 
postoperative  day  as  a rule.  An  enema  is 
given  on  the  second  or  third  day,  and  two 
drachms  of  licorice  powder  on  the  night  of 
the  third  or  fourth  day  unless  contraindi- 
cated, as  in  grave  toxic  cases.  Cereals  and 
starchy  foods,  carbohydrates  and  easily  di- 
gested soft  foods  ai’e  given  early,  since  we 
must  remember  that  metabolism  is  acceler- 
ated in  these  cases. 

Our  patients  are  up  on  a back-rest  in  bed 
fairly  early,  but  we  make  no  effort  to  hurry 
convalescence  by  getting  them  out  of  bed  as 
soon  as  they  are  able,  and  the  more  toxic  the 
case  the  longer  the  rest  in  bed.  It  is  impos- 
sible to  maintain  the  passiveness  of  mind  de- 
sirable if  the  patient  is  soon  to  become  vitally 
interested  in  the  daily  happenings  of  a gen- 
eral hospital. 

Hemorrhage  after  thyroid  operations  gen- 
erally may  be  attributed  to  bleeding  from  the 
superior  pole,  the  longitudinal  veins  just  un- 
der the  skin,  or  from  the  wound  margins. 
Hemorrhage  from  the  superior  thyroid  artery 
is  a serious  condition  and  requires  immediate 
attention;  it  usually  occurs  in  the  first  thirty- 
six  hours.  A large  hematoma  forms  under 
the  ribbon  muscles  and  symptoms  of  tracheal 
pressure  and  respiratory  obstruction  may 
rapidly  appear.  The  wound  must  be  opened 
widely,  the  bleeding  point  isolated  and  tied 
with  a ligature  stitch.  Hemorrhage  may  oc- 
cur from  this  same  source  after  infection  and 
sloughing  of  the  artery,  and  in  such  a case  it 
may  be  necessary  to  prolong  your  dissection 
to  clean  tissue  for  a safe  ligature.  Packing 
and  pressure  or  conservative  measures  are 
dangerous  in  this  type  of  bleeding. 

Hemorrhage  from  the  longitudinal  veins 
is  far  less  serious.  It  is  fairly  safe  in  the 
absence  of  a large  hematoma  and  freedom 
from  the  tracheal  pressure  to  treat  expect- 
antly with  ice-bags  and  a snug  dressing. 
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However,  a bleeding  point  properly  tied  gives 
the  surgeon  a more  comfortable  night.  Bleed- 
ing from  the  skin  edges  is  easily  controlled 
by  a wound  clip  or  a properly  placed  stitch. 
Packing  for  hemorrhage  in  thyroids  should 
be  restricted  to  cases  whose  condition  is  such 
that  more  exact  control  is  not  possible. 
Transfusions  are  a great  help  at  times  and 
should  be  used  promptly  when  indicated. 

At  any  time  after  the  third  day  on  after 
operation  collection  of  serum  may  appear  in 
the  wound,  a complication  of  rather  common 
occurrence  due  to  the  wide  dissection  neces- 
sary. This  serum  varies  in  amount  from 
small  blebs  in  the  line  of  suture  that  can  be 
eradicated  by  a small  puncture  with  the  point 
of  the  dressing  scissors  to  a large  serous  exu- 
date that  should  be  opened  and  drained  with 
a small  piece  of  rubber  tissue. 

Frank  infections  in  our  experience  are 
fortunately  rare,  but  where  you  are  accus- 
tomed to  doing  thyroids  under  local  anes- 
thesia with  gas  analgesia  they  will  at  times 
occur  from  a temporarily  excited  patient  up- 
setting your  sterile  field  by  moving  the  head 
or  even  clutching  at  the  neck  with  improperly 
fastened  hands.  In  twenty-four  to  thirty-six 
hours  after  operation  the  neck  may  be  thick- 
ened and  edematous  from  the  jaw  to  the 
wound  or  to  the  clavicle.  Swallowing  is  diffi- 
cult, breathing  interfered  with,  and  talking 
becomes  an  effort  although  the  patient  be  in 
good  voice.  At  times  the  edema  will  subside 
in  a few  days  without  special  treatment  and 
with  no  further  trouble.  It  may  go  on  to  be 
followed  by  local  heat,  pain,  and  redness  with 
a rise  in  temperature  and  leucocytes.  In  such 
cases  the  wound  should  be  opened  widely  and 
drained.  Hot  moist  dressings  and  the  wound 
kept  open  with  gauze  are  advisable.  We  are 
now  using  a gentian  violet  1-5,000  or  1-10,000 
in  treating  infected  wounds,  and  one  case  of 
thyroid  infection  did  well  enough  for  us  to 
look  with  favor  on  this  agent  as  an  adjunct 
in  treating  such  cases. 

Particular  care  should  be  exercised  that  an 
infection  does  not  extend  to  the  cellular  tis- 
sue of  the  superior  mediastinum  and  produce 
mediastinitis,  a grave  and  usually  fatal 
complication.  Mediastinitis  is  generally  pre- 
ceded by  a brawny  induration  of  the  neck, 
and  there  is  difficulty  in  swallowing  and 
breathing  which  is  not  relieved  by  free  open- 


ing of  the  wound.  The  infection  is  often  low 
grade;  there  is  a persistent  slight  elevation 
of  temperature  and  rapid  pulse,  and  the  pa- 
tient gradually  fades  out  in  spite  of  all  treat- 
ment. Mercurochrome  intravenously  is  cer- 
tainly worthy  of  a trial  in  this  type  of  infec- 
tion. 

The  presence  of  mucus  from  tracheitis  is 
at  times  a trying  complication.  It  can  be 
much  minimized  by  proper  regard  for  the  pre- 
tracheal fascia  during  the  operative  proce- 
dure. When  it  does  occur  the  patient  can 
often  be  made  more  comfortable  by  loosening 
the  drain,  changing  the  position,  rearranging 
a dressing  too  snugly  applied,  or  having  her 
inhale  steam,  either  plain  or  impregnated  with 
the  fumes  from  compound  tincture  of  benzoin. 
The  electric  suction  can  be  used  to  relieve  the 
patient  of  the  tough  stringy  mucus  which 
accumulates  in  the  throat. 

Tracheitis  is  frequently  accompanied  by 
stridor  which  is  both  inspiratory  and  expira- 
tory and  is  accompanied  or  followed  by  ex- 
pectoration of  mucus.  This  may  be  due  to  a 
simple  tracheitis  and,  if  so,  clears  up  with 
the  tracheitis.  If  due  to  injury  to  the  recur- 
rent laryngeal  nerve,  it  is  treated  expectantly 
except  for  the  administration  of  sedatives  to 
produce  relaxation  and  to  quiet  the  patient. 
If  the  stridor  persists  and  there  is  enough  ob- 
struction to  cause  the  patient  great  fatigue, 
cyanosis  may  ensue  and  a tracheotomy  is  in- 
dicated. This  procedure  is  apt  to  be  too  long- 
delayed  for,  when  needed,  it  should  be  done 
when  cyanosis  begins  and  is  often  of  no  avail 
in  the  late  stages.  With  the  nitrous  oxide 
oxygen  apparatus,  oxygen  under  pressure  may 
be  used  to  dilate  a collapsed  trachea  at  will 
and  this  once  dreaded  complication  is  now 
little  feared. 

The  heart  is  affected  in  practically  all  cases 
of  hyperthyroidism.  Deavor  states  that  all 
expectation  centers  upon  the  heart  in  the 
treatment  of  goitre,  but  Crile  is  of  the  opinion 
that  heart  complications  are  rarely  serious 
and  usually  very  amenable  to  treatment. 
When  there  is  any  postoperative  sign  of  need 
for  cardiac  stimulation,  the  preoperative 
course  of  digitalis  therapy  is  repeated.  If 
it  cannot  be  taken  by  mouth,  we  use  the 
aqueous  solution  hypodermically.  In  many 
cases,  however,  we  have  found  that  small  doses 
of  morphia  are  of  as  much  value  to  the  fail- 
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ing  myocardium  as  digitalis.  During  the  first 
few  hours  after  a thyroidectomy  there  may 
develop  a bradycardia  due  to  vagus  stimula- 
tion. It  is  of  interest  only  that  it  may  be 
properly  accounted  for  and  readily  clears  up 
in  a few  hours  without  special  treatment. 

Injury  to  one  of  the  recurrent  laryngeal 
nerves  at  operation  is  a complication  to  be 
avoided  by  careful  and  proper  technique. 
Serious  injury  to  both  nerves  should  not  oc- 
cur. Paralysis  of  both  nerves  is  a distressing 
condition  and  treatment  is  both  difficult  and 
uncertain. 

The  accentuation  of  all  the  toxic  symptoms 
of  hyperthyroidism  is  a complication  that 
formerly  was  well-known  in  all  thyroid 
clinics.  Proper  preparation  and  judicious 
surgical  procedure,  especially  in  regard  to 
the  open  treatment  of  the  wound  in  toxic 
cases,  has  materially  reduced  the  number  of 
thyroid  storms.  Occasionally  a mistake  in 
judgment  of  the  amount  of  operative  pro- 
cedure a patient  can  stand  or  a case  demand- 
ing some  interference  in  spite  of  toxicity  will 
lead  us  to  face  this  complication.  The^e 
storms  are  of  two  types:  The  first  is  char- 
acterized by  an  exaggeration  of  some  or  all 
the  toxic  symptoms;  the  nervous  symptoms 
are  severe,  there  are  tremors,  twitehings  and 
muscular  activity,  the  patient  cannot  rest. 
The  facies  are  anxious,  the  features  show 
strain,  the  eyes  are  staring,  the  skin  hot  and 
moist  with  perspiration,  and  the  temperature 
elevated  from  one  to  four  or  five  degrees. 
The  treatment  of  this  type  can  be  summarized 
as  morphia,  fluids  and  ice.  Morphia  is  given 
in  sufficient  dosage  to  keep  the  patient  quiet. 
Fluids  are  given  freely  b)'  mouth,  rectum, 
subcutaneously  and  at  times  intravenously. 
Up  to  this  time  ice  has  been  used  about  the 
neck  and  precordia,  but  now  the  patient  must 
be  surrounded  with  it.  Ice-bags  are  applied 
to  both  sides  of  the  lower  extremities,  to  the 
front  and  side  of  abdomen,  to  the  back  of 
neck,  the  forehead  and  the  vertex;  only  the 
thorax  is  omitted.  Blood  transfusion  has 
been  advocated  since  it  not  only  supplies  new 
healthy  blood  but  dilutes  the  existing  toxe- 
mia; we  have  never  found  this  to  be  necessary 
provided  the  fluid  intake  is  sufficient. 

The  second  type  of  thyroid  storm  is  marked 
by  depression  and  resembles  surgical  shock. 
The  pulse  rate  is  high  and  the  temperature  is 


elevated,  but  the  patient  shows  no  exaggera- 
tion of  nervous  symptoms.  Often  she  is 
aroused  with  difficulty,  lies  quietly  with  eyes 
closed,  her  face  is  pallid,  the  skin  is  hot  but 
does  not  leak  perspiration.  The  treatment  of 
this  type  requires  no  morphia  but  does  call 
for  increased  fluids  as  outlined  in  the  other 
type. 

Iodine  in  our  hands  has  not  given  the  uni- 
formly good  results  that  have  been  reported 
in  recent  literature.  Perhaps  enthusiasm  has 
led  us  to  use  it  injudiciously  or  ill-advisedlv, 
and  more  experience  in  its  use  will  be  pro- 
ductive of  better  results.  Certainly  Plum- 
mer’s investigations  are  encouraging  in  regard 
to  the  exophthalmic  type. 

Myxedema  and  tetany  when  they  do  occur 
require  thyroxin  and  calcium  lactate  re- 
spectively; response  to  such  treatment  is  satis- 
factory in  both  cases. 

We  think  it  wise  to  impress  thyroid  cases 
of  toxic  and  exophthalmic  type  with  the  fact 
that  they  are  not  to  expect  entire  relief  from 
local  or  general  symptoms,  that  the  real  pur- 
pose of  the  operation  is  to  prolong  life  and 
prevent  further  damage  to  the  heart  and 
nervous  system.  True  exophthalmic  goitre  is 
probably  never  completely  cured  since  irrep- 
arable damage  to  vital  structures  has  already 
occurred.  Tact  must  be  used  in  explaining 
such  things  to  your  patient,  for  great  harm 
can  be  done  to  the  over-taxed  nervous  sys- 
tem of  such  cases  by  too  much  and  too  frank 
pessimism. 

The  condition  of  patients  weeks  and  months 
after  operation  is  of  interest,  and  toxic  cases 
should  be  followed  for  at  least  a year  as  a 
routine.  Wo  request  the  patient  or  the  phy- 
sician in  charge  to  report  her  condition  at  the 
end  of  the  first  and  third  months,  and  when- 
ever it  is  possible  we  strive  to  have  basal 
metabolism  rates  charted  at  the  end  of  six 
months  and  the  year.  Thyroidectomizecl  pa- 
tients should  be  returned  to  the  care  of  an 
internist  or  the  family  physician,  for,  though 
the  source  of  the  toxic  secretion  has  been  re- 
moved with  the  thyroid,  a regimen  of  rest, 
psychotheraphy,  directed  diet,  removal  of  all 
causes  of  mental  or  physical  disturbances,  and 
symptomatic  drugs  are  required  to  restore  the 
patient  to  the  status  of  a useful  individual. 

That  the  patient  may  co-operate  with  the 
attending  physician  along  these  lines,  it  is 
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helpful  for  them  to  leave  the  hospital  with 
definite  instructions  as  to  their  future  con- 
duct ancl  mode  of  living.  Some  such  dec- 
alogue as  the  one  employed  by  Ochsner 
answers  this  purpose,  and  I will  close  with 
such  of  these  as  we  deem  important : 

1.  Avoid  all  excitement  or  irritation,  like 
attending  receptions,  shopping,  church  work 
and  politics.  If  anything  happens  to  annoy 
you,  put  it,  off  for  a week. 

2.  You  should  get  an  abundance  of  rest  by 
going  to  bed  early  and  taking  a nap  after 
luncheon. 

3.  You  should  have  an  abundance  of  fresh 
air  at  night;  consequently,  you  should  sleep 
with  wide  open  windows,  or  on  a sleeping 
porch. 

4.  You  should  take  nothing  that  irritates 
the  nervous  system,  like  tea,  coffee  or  alcohol. 
Of  course,  you  should  not  use  tobacco  in  any 
way. 

5.  You  should  eat  very  little  meat.  If  you 
are  very  fond  of  meat,  take  a little  beef,  mut- 
ton, or  breast  of  chicken,  or  fresh  fish  two 
or  three  times  a week. 

6.  You  should  drink  a great  deal  of  milk 
or  eat  things  that  are  prepared  with  milk, 
such  as  milk  soup,  milk  toast,  etc. ; also  cream 
and  buttermilk  are  especially  good  for  you. 

7.  You  should  eat  an  abundance  of  cooked 
fruits  and  cooked  vegetables,  or  very  ripe  raw 
fruits,  or  drink  fruit  juices  prepared  out  of 
ripe  fruit. 

8.  You  should  eat  eggs,  bread,  butter,  toast, 
rice  and  cereals. 

9.  You  should  drink  an  abundance  of  good 
water,  or,  if  this  is  not  available,  you  should 
boil  your  drinking  water  for  twenty  minutes 
or  drink  distilled  water. 
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THE  DIAGNOSIS  IN  TOXIC  THYROID 
DISEASE." 

By  ROBERT  CAMDEN  WHITEHEAD.  M.  D„  Norfolk.  Va. 

In  investigating  a case  of  suspected  thy- 
roid toxemia,  the  question  is  not  primarily, 
has  the  patient  exophthalmic  goitre  or  thy- 
roid adenoma  with  hyperthyroidism,  but  is 
the  patient  suffering  from  a toxemia  refera- 
ble to  the  thyroid  gland.  In  cases  of  long 
standing,  with  manifest  thyroid  enlargement, 
with  exaggerated  symptoms  of  thyroid  in- 
toxication, the  answer  is  readily  given.  But 
these  advanced  cases  constitute  bad  surgical 
risks  and  offer  little  hope  of  successful  treat- 
ment by  other  measures,  because  of  the  de- 
generative  processes  that  have  developed  in 
other  organs.  A larger  percentage  of  correct 
diagnoses  in  the  early  stages  would  materially 
aid  in  further  reducing  the  low  mortality  rate 
already  obtained  by  the  splendid  surgical 
technique  that  has  been  developed.  This  can 
be  done  only  by  constantly  carrying  in  mind 
the  possibility  of  the  presence  of  thyroid  dis- 
ease and  the  careful  and  complete  investiga- 
tion of  all  suspicious  cases  that  come  under 
our  care. 

The  classification  of  diseases  of  the  thyroid 
gland  as  laid  down  by  Plummer  is  now  gen- 
erally accepted  and  has  removed  a world  of 
so-called  confusing  monumental  nomencla- 
ture. He  classifies  diseases  of  the  thyroid 
gland  as  follows  : 

1.  Diffuse  colloid  goitre. 

2.  Adenomatous  goitre  without  hyperthy- 
roidism. 

3.  Adenomatous  goitre  with  hyperthy- 
roidism. 

4.  Exophthalmic  goitre. 

5.  Myxedema. 

6.  Cretinism. 

7.  Childhood  myxedema. 

8.  Thyroiditis. 

9.  Malignant  disease  of  the  thyroid  gland. 

Of  these,  the  exophthalmic  goitre  and  the 

adenomatous  goitre  with  hyperthyroidism  are 
the  principal  toxic  diseases.  Thyroiditis  fre- 
quently produces  toxemia  with  all  its  symp- 
toms, including  increased  basal  metabolic 
rate.  In  such  a case  the  picture  so  closely  re- 
sembles exophthalmic  goitre  that  the  latter 
is  the  diagnosis  made  and  the  true  condition 
is  discovered  in  the  pathological  laboratory. 

‘Read  in  a symposium  on  Thyroid  Disease  before  the  Nor- 
folk County  Medical  Society,  March  9,  1925. 
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The  same  is  true  of  malignancy  of  the  thy- 
roid, which  is  frequently  accompanied  by  in- 
creased glandular  activity.  Boothby  states 
that  it  cannot,  under  these  conditions,  be  posi- 
tively differentiated  from  chronic  diffuse  non- 
febrile  thyroiditis.  The  diagnosis  is  estab- 
lished by  surgical  exploration  and  pathologi- 
cal examination. 

The  general  symptom  picture  of  adenoma 
with  hyperthyroidism  and  that  of  exophthal- 
mic goitre  closely  resemble  each  other,  because 
in  both  there  is  an  increased  thyroid  activity. 
This  picture  Boothby  states  is  the  resulting- 
secondary  manifestation  of  an  increased  rate 
of  basal  metabolism.  This  increased  rate,  in 
the  case  of  adenoma,  is  due  to  an  abnormally 
high  concentration  of  thyroid  in  the  circula- 
tion. 

In  the  exophthalmic  goitre  there  is  increased 
concentration  plus  some  abnormality  of  the 
thyroid  secretion.  Eighty  per  cent  of  all  cases 
occur  in  females.  In  a series  of  1,402  cases 
of  both  types  reported  by  Boothby,  the  aver- 
age age  of  36G  cases  of  toxic  adenoma  was 
forty-eight  years,  the  youngest  being  under 
nineteen  and  the  oldest  seventy-nine  years.  In 
the  1,036  cases  of  exophthalmic  goitre  the 
average  age  was  thirty-seven  years,  the  young- 
est being  nine  years  and  the  oldest  sixtj7-nine 
years.  In  714  cases  under  forty  years  of  age 
the  goitre  of  the  exophthalmic  type  greatly 
predominated.  Between  the  ages  of  thirty 
and  forty  the  percentage  was  13  per  cent 
adenoma  and  87  per  cent  exophthalmic.  This 
ratio  was  gradually  reduced  as  ages  increased 
until  above  sixty  years  the  ratio  became  < i 
per  cent  adenoma  to  23  per  cent  exophthalmic. 
There  is  a striking  difference  in  the  duration 
of  the  goitre  in  the  two  types.  The  average 
duration  of  the  goitre  in  the  adenomatous 
cases,  before  coming  to  examination,  was 
eighteen  years.  In  the  exophthalmic  goitre  it 
was  4.2  years. 

The  onset  of  the  disease  is  usually  gradual 
and  the  exact  date  of  the  beginning  of  symp- 
toms uncertain.  Two  or  three  years  previous 
to  coming  for  examination  the  patient  notices 
that  she  is  more  nervous  than  formerly  and 
more  easily  excited.  In  the  early  stages  of 
the  disease  there  is  a sense  of  well-being  and 
enthusiasm  for  woi'k,  but  she  is  unable  to 
maintain  either  mental  or  physical  effort  for 
any  length  of  time.  There  is  the  history  of 


excellent  appetite,  but  the  patient  notices  that 
in  spite  of  taking  abundantly  of  food  she 
steadily  loses  weight  and  strength.  There  is 
a sense  of  giving  away  of  the  knees.  The  skin 
is  moist  and  warm  with  a tendency  to  sweat- 
ing, especially  of  the  palms  and  over  the 
epigastrium.  The  pulse  is  rapid  and  the 
heart’s  action  heavier ; especially  is  this 
noticed  on  going  up  stairs;  at  a later  stage 
there  is  reported  palpitation  while  at  rest. 
The  history  is  that  just  before  coming  for 
examination  there  was  a marked  exaggera- 
tion of  symptoms  possibly  accompanied  by 
enlargement  of  the  goitre.  There  is  a moder- 
ate tremor  and  dyspnea  on  exertion. 

The  above  symptom  picture  is  that  of  hy- 
perthyroidism as  found  in  cases  of  adenoma- 
tous goitre.  If  the  case  is  one  of  exophthal- 
mic goitre  the  subjective  symptom  will  in- 
clude, in  addition  to  the  above,  attacks  of 
nausea,  vomiting  and  diarrhea  without  appar- 
ent cause,  possibly  jaundice,  irregular  or  sup- 
pressed menstruation,  nervous  and  possibly 
mental  symptoms  of  varying  degree.  In- 
somnia is  frequently  complained  of,  as  is  also 
cramping  of  the  hands  and  feet.  There  is 
increased  irritability  and  altered  disposition. 
In  advanced  cases  there  may  be  a history  of 
various  psychoses,  phobias  and  obsessions  and 
the  maniac  depressive  state.  The  acute  mania, 
which  frequently  is  a terminal  symptom,  is 
attributed  to  a sudden  and  intense  thyro- 
toxicosis. 

Examination. 

Physical  examination  will  show  a poorly 
nourished  patient,  weak  but  very  alert  and 
bright.  The  skin  is  warm  and  moist.  The 
palms  are  usually  damp  and  cold.  The  hair 
is  poorly  nourished  and  there  may  be  bald- 
ness. Pigmentation  is  not  uncommon,  usual- 
ly of  the  face,  neck,  nipples,  and  the  flexures 
of  the  arms  and  thighs.  This  in  some  cases 
may  be  very  deep,  resembling  Addison’s  dis- 
ease. 

The  eye  symptoms  are  of  the  greatest  im- 
portance. In  exophthalmic  goitre  there  is 
more  or  less  prominence  of  the  eyes,  and  in 
advanced  cases  they  may  be  pushed  almost 
out  of  the  orbit;  under  such  circumstances 
there  is  apt  to  develop  ulceration  of  the  cor- 
nea due  to  drying,  as  the  lids  never  entirely 
cover  the  eye-ball.  The  degree  of  exoph- 
thalmos may  be  anywhere  between  a slight 
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prominence  and  the  grave  condition.  It  is  to 
be  remembered,  in  border  line  cases,  that 
some  people  have  rather  prominent  eyes  who 
have  nothing  wrong  with  their  thyroid  gland, 
and  that  a diagnosis  is  not  to  be  made  from 
this  symptom  alone. 

There  are  many  eye  signs  all  based  upon 
this  condition : Graefe’s  sign — the  lids  fail 
to  follow  in  a normal  manner,  when  the  eye 
ball  is  rotated  downward;  Dalrymple’s  sign — 
the  palpebral  fissure  is  wider  open  than  nor- 
mal; Stellwag's  sign — infrequent,  irregular 
and  incomplete  winking;  Mobius’  sign — in- 
sufficient power  of  convergence  for  near  ob- 
jects; Joffroy’s  sign — when  the  head  is  bowed 
and  the  patient  asked  to  look  up  without 
changing  the  position  of  the  head,  the  fore- 
head is  not  wrinkled,  as  occurs  in  health. 
These  signs  are  all  due  to  the  eye  condition 
and  are  commonly  associated  together. 

The  teeth  are  usually  bad  and  undergo 
rapid  decay.  The  thyroid  gland  is  usually 
onh^  moderately  increased  in  size. 

In  adenomatous  goitre  there  is  an  unsvm- 
metrical  enlargement  consisting  either  of  a 
single  small  adenoma  or  a large  mass  of  sev- 
eral small  tumors  grouped  together.  Boothby 
states  that  the  small  single  adenoma  is  very 
apt  to  produce  hyperthyroidism,  while  the 
larger  cystic  colloid  type  of  adenoma  does 
not. 

The  enlargement  in  exophthalmic  goitre  is 
smooth  and  symmetrical,  and  generally  in- 
volves both  lobes.  It  is  usually  greater  in  the 
right  lobe,  due  to  hypertrophy  and  hyper- 
plasia of  the  entire  gland. 

In  the  latter  type  of  goitre  a bruit  is  heard 
over  the  thyroid  vessels.  In  adenoma  this  is 
generally  absent,  occurring  in  only  4 per  cent 
of  cases  according  to  the  reports  of  the  Mayo 
Clinic.  This  murmur  is  systolic  in  time,  or 
continuous,  and  may  be  accompanied  by  ex- 
pansile pulsation  and  thrill. 

The  circulatory  derangements  are  among 
the  most  constant  manifestations.  The  pulse 
rate  is  usually  rapid  and  was  formerly  sup- 
posed to  be  always  increased  in  frequency, 
but  since  being  checked  by  basal  metabolic 
reading,  it  has  been  discovered  that  there  is 
a small  percentage  of  cases  in  which  the  pulse 
rate  is  not  increased,  though  in  the  majority 
the  basal  metabolism  rate  and  pulse  are  in- 
creased in  direct  proportion.  Sturges  and 


Thompson  of  the  Peter  Bent  Brigham  Hos- 
pital state  that  the  resting  pulse  rate  and  the 
basal  metabolic  rate  in  hyperthyroidism 
show  a fairly  constant  relationship  in  a high 
percentage  of  cases.  In  a study  of  496  cases, 
determination  of  basal  metabolism  on  154 
cases  of  hyperthyroidism  showed  a pulse  rate 
of  90  or  more  associated  with  a basal  meta- 
bolism rate  of  plus  15  per  cent  or  more  in 
84  per  cent.  In  seventy  cases  in  which  the 
basal  metabolic  rate  fell  to  normal,  there  was 
a corresponding  decline  of  the  pulse  to  90  or 
lower  in  only  78  per  cent.  Fifty-two  cases 
on  which  a number  of  basal  metabolism  read- 
ings were  taken  showed  a correspondence  of 
pulse  and  basal  metabolic  rate  in  85  per  cent. 
In  106  cases  reported  by  the  same  authors 
suffering  from  various  diseases  in  which  basal 
metabolic  rate  was  normal,  a pulse  frequency 
exceeding  90  occurred  only  five  times.  This 
is  believed  by  the  authors  to  be  a point  in 
dilferentation  in  nervous  patients  presenting 
symptoms  suggestive  of  hyperthyroidism, 
since  the  above  studies  show  that  a resting 
pulse  below  90  is  seldom  and  below  80  rarely 
associated  with  an  increased  basal  metabolic 
rate. 

The  cardiac  action  is  increased  in  strength 
as  well  as  rate,  the  apex  beat  is  more  visible 
and  may  be  foimd  to  the  left  mid-clavicular 
line.  The  area  of  cardiac  dullness  may  be 
increased  1 or  2 c.m.  to  the  right.  There  is 
a precordial  heave,  with  possible  movement  of 
the  thoracic  wall,  all  of  which  shows  that  dila- 
tation has  occurred.  As  a rule  the  rhythm  is 
regular,  but  in  grave  cases  various  arrhy- 
thmias are  observed  and  murmurs  are  heard 
at  apex  and  base.  The  heart  sounds  are  loud. 
There  may  be  vasomotor  disturbances,  as 
pruritus,  urticaria  and  dermographia.  These 
symptoms  are  so  much  in  evidence,  so  domi- 
nate the  picture,  that  a diagnosis  of  grave 
cardiac  disease  is  often  made,  overlooking  en- 
tirely the  underlying  causation,  the  thyrotoxi- 
cosis. 

Blood  Pressure. 

Phillips  of  the  Crile  Clinics  states  that  the 
blood  pressure  in  toxic  goitre  resembles  that 
seen  in  aortic  regurgitation,  viz.,  an  increased 
SA7stolic  and  a low  diastolic  pressure,  the  pulse 
pressure  being  increased  above  the  normal 
limits.  Plummer  found  that  27  per  cent  of 
patients  over  forty  years  of  age  suffering  with 
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toxic  adenoma  had  a systolic  pressure  of  100 
or  more.  Boothby  claims  that  hypertension  is 
very  rare  in  exophthalmic  goitre  and  that  if 
hypertension  exists,  as  is  evidenced  by  a high 
diastolic  pressure,  the  evidence  is  in  favor  of 
adenomatous  type.  Our  limited  experience 
has  been  somewhat  different.  A\  ith  the  ex- 
ception of  one  case,  complicated  by  pregnancy 
and  nephritis,  in  which  the  systolic  pressure 
was  over  200,  our  cases  have  shown  both  a 
low  systolic  and  and  a low  diastolic  pressure, 
usually  around  110 — GO.  The  tremor  of  toxic 
goitre  is  a variable  one.  It  may  be  so  lorce- 
ful  as  to  be  annoying,  and  involve  not  only 
the  hands  but  the  head,  or  so  slight  as  to  be 
discovered  with  difficulty.  It  is  involuntary 
and  about  eight  or  nine  to  the  second. 

Laboratory  Investigation. 

The  laboratory  examinations  of  the  blood 
and  urine  show  practically  no  abnormalities. 
There  may  be  a transient  glycosuria,  which 
Boothby  states  occurs  in  only  2 per  cent  of 
cases.  Albuminuria,  if  present,  is  due  to 
causes  other  than  the  thyrotoxicosis.  There 
are  several  tests  for  aiding  in  the  diagnosis  of 
toxic  disease  of  the  thyroid  gland,  the  best 
known  being  the  basal  metabolic  rate  and  the 
Goetsch  test.  There  is  also  the  thyroid  feed- 
ing test.  Packages  for  this  purpose  may  be 
purchased,  consisting  of  twelve  capsules,  di- 
vided into  three  sets  of  four  capsules  each  of 
one-half  or  two  grains  for  a three  day  course. 
There  is  a chart  for  reading  the  pulse  five 
times  daily.  A positive  reaction  consists  in 
the  developing  of  symptoms  of  hyperthyroid- 
ism. When  these  symptoms  become  mani- 
fested. the  test  is  to  be  discontinued  at  once. 
This  test  should  not  be  used  in  case  of  out- 
spoken hyperthyroidism.  The  Goetsch  test, 
the  injection  of  five  mil.  of  1 to  1,000  adrena- 
lin in  solution  results  in  an  increase  of  pulse 
and  blood  pressure  of  ten  points;  increased 
respiration,  sensations  of  heat  and  cold, 
nervousness  and  emotionalism.  The  inten- 
sity of  the  reaction  is  in  direct  proportion  to 
the  degree  of  toxicity  and  lasts  for  one  and 
one-half  hours.  Dr.  Crile  states  that  it  is 
positive  in  85  per  cent  of  cases.  That  it  is 
distressing  to  the  patient  is  positive,  and  is 
with  difficulty  administered  a second  time. 
If  negative,  there  is  little  or  no  reaction. 

Loewi’s  mydriasis  adrenalin  test  consists  in 
the  instillation  of  one  or  two  drops  of  stand- 


ard adenalin  solution  into  the  conjunctival 
sac,  which  causes  the  pupil  to  dilate  in  one- 
half  hour,  lasting  for  one  and  one-half  hours. 
Sugar  tolerance  test  is  based  on  the  lo\v  sugar 
tolerance  of  thyroid  intoxicated  cases.  These 
case  tests  are  not  now  widely  used. 

The  most  important  of  all  laboratory  pro- 
cedures in  cases  of  suspected  hyperthyroidism 
is  the  estimate  of  the  basal  metabolic  rate,  as 
most  of  the  tests  and  diagnostic  signs  of  these 
diseases  have  been  checked  by  and  valued  ac- 
cordingly as  they  have  coincided  with  the 
found  rate  of  basal  metabolism.  This  knowl- 
edge of  the  basal  metabolic  rate  is  not  only  of 
value  in  diagnosis,  but  also  in  prognosis  and 
as  a check  on  the  efficiency  of  remedial  agents 
used.  When  clinical  calorimetry  was  first 
introduced  and  variation  in  the  basal  meta- 
bolic rate  found  in  many  different  diseases, 
it  was  thought  that  this  laboratory  procedure 
would  have  a very  broad  field  in  general  medi- 
cal diagnosis,  but  as  time  passed  and  knowl- 
edge increased  it  was  shown  that  in  diseases 
other  than  those  of  the  thyroid  gland  the 
findings  were  not  sufficiently  consistent  to  be 
of  real  value,  so  that  at  the  present  time  the 
estimate  of  the  basal  metabolic  rate  is  con- 
fined almost  entirely  to  disease  of  the  thyroid 
gland.  To  be  of  real  value  these  readings 
should  be  as  nearly  perfectly  correct  as  a per- 
fect technique  can  make  them,  ‘and  all  the 
necessary  requirements  must  lie  carefully 
carried  out.  The  sources  of  error  may  be  di- 
vided into  two  groups — those  due  to  error  of 
the  technician  and  instrument,  and  those  due 
to  faulty  preparation  of  the  patient.  Errors 
of  the  first  class  are  easily  located  and  easily 
prevented  by  proper  care  and  attention,'  as 
the  procedure  is  quite  a simple  one.  On  the 
other  hand,  a perfect  preparation  of  the  pa- 
tient, especially  in  cases  of  high  toxicity,  is  a 
difficult  proposition.  The  patient  should  be 
without  food  for  twelve  hours,  free  from 
muscular  activity  for  the  same  length  of  time, 
and  as  free  from  mental  activity  and  excite- 
ment during  this  period  as  she  can  be  made. 

It  is  the  custom  of  some  to  take  the  rate  in 
the  post-absorptive  period  after  one  hour 
bodily  rest  and  in  some  cases  the  patient  comes 
to  the  doctor’s  office  for  this  purpose.  This 
I am  certain  is  an  insufficient  time  to  eliminate 
the  effect  of  muscular  activity.  The  late  Dr. 
Hough  once  told  me  that  it  was  impossible  to 
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accomplish  the  desired  purpose  in  this  length 
of  time.  McCleod  requires  fifteen  hours’  rest 
before  the  reading  is  taken,  the  patient  sleep- 
ing in  the  calorimeter. 

Dr.  Boothby  in  a personal  letter  stated  that 
in  5 per  cent  of  all  cases  a period  of  four  to 
five  days’  hospitalization  would  be  required 
before  correct  reading  was  obtained. 

The  influence  of  mental  excitement  is  diffi- 
cult to  estimate  and  still  more  difficult  to 
eliminate.  In  order  that  this  influence  shall 
be  removed,  it  is  necessary  that  the  patient 
be  left  alone  and  be  as  quiet  as  possible.  Thi-i 
is  best  accomplished  at  night  when  the  patient 
is  asleep  and  in  a hospital.  We  have  found 
that  preparation  for  the  taking  of  the  basal 
metabolic  rate  is  best  made  by  having  the 
patient  spend  the  night  in  the  hospital  in  a 
private  room.  Under  these  circumstances,  we 
have  muscular  rest  for  twelve  hours,  as  nearly 
as  possible  freedom  from  mental  activity  and 
excitement,  and  assurance  that  the  patient  has 
had  no  food  during  this  time.  This  latter  is 
by  no  means  assured  when  the  patient  spends 
the  night  at  home : further,  the  break  of  the  rest 
period  and  mental  excitement  of  going  to  the 
doctor’s  office  absolutely  breaks  the  technique 
of  preparation.  Let  me  impress  the  im- 
portance of  this.  An  erroneous  high  reading 
mav  lead  to  measures  beinof  instituted  which 
may  result  in  the  reduction  of  a normal  thy- 
roid activity. 

Dr.  Boothby  says  that  unfortunately  the 
clinical  value  of  the  basal  metabolic  rate  may 
become  discredited  in  some  localities  through 
failure  to  carry  out  all  technical  and  physio- 
logic details  necessary  for  an  accurate  read- 
ing. It  is  now  the  general  opinion  that  there 
can  be  no  hyperthyroidism  without  an  in- 
crease in  the  rate  of  basal  metabolism. 

In  the  examination  of  1,111  cases  of  toxic 
adenoma  at  the  Mayo  Clinic,  the  basal  meta- 
bolic rate  was  found  above  normal  in  100  per 
cent.  In  2,969  cases  of  exophthalmic  goitre 
the  basal  metabolic  rate  was  above  normal  in 
98  per  cent,  and  the  remaining  2 per  cent 
came  under  observation  during  periods  of  re- 
mission. 

The  above  figures  show  that  an  increase  in 
basal  metabolic  rate  is  practically  always 
present  in  the  toxic  thyroid  disease;  neverthe- 
less, a diagnosis  should  not  be  made  from  this 
alone,  though  it  is  strong  presumptive  evidence, 


until  all  other  sources  of  possible  increase  have 
been  eliminated,  or  other  evidences  of  thyroid 
involvement  brought  to  its  support. 

The  X-ray  is  not  without  its  value  in  these 
investigations,  as  the  picture  will  show  defi- 
nite enlargement  of  the  gland,  and  under  the 
fluoroscope  the  mass  rising  and  falling  with 
swallowing  is  almost  pathognomonic.  It  will 
also  reveal  the  presence  of  sub-sternal  goiter. 

Differentiation. 

The  diff'erentation  of  these  two  toxic  thy- 
roid diseases  is  not  difficult.  The  absence  of 
exophthalmos  and  the  eye  sign  is  almost  char- 
acteristic of  toxic  adenoma.  The  blood  pres- 
sure, if  high,  points  to  adenoma;  if  low,  to 
exophthalmic  goitre.  The  palpation  of  the 
gland  reveals  the  presence  of  the  tumor  and 
the  asymmetry  of  the  enlargement  on  the  one 
hand,  and  the  smooth  symmetrical  hyper- 
trophy on  the  other.  The  question  of  age  and 
duration  of  the  disease  will  also  assist  in  dis- 
tinguishing the  two  types.  The  small  per- 
centage of  cases  without  visible  thyroid  en- 
largement and  the  circulatory  symptoms  will 
point  toward  serious  cardiac  disease.  Here 
the  basal  metabolic  rate  is  of  value,  though  it 
must  be  borne  in  mind  that  cardiac  decom- 
pensation gives  an  increase  in  the  basal  meta- 
bolic rate  in  76  per  cent  of  cases,  as  reported 
by  Hamburger  and  Levi,  Peabody,  Wentworth 
and  Barber.  In  the  latter  disease  the  in- 
creased rate  is  in  direct  proportion  to  the  de- 
compensation, and  will  not,  therefore,  be  high 
unless  the  decompensation  is  far  advanced. 
It  must  also  be  remembered  that  myocardial 
degeneration  is  one  of  the  results  of  prolonged 
toxic  thyroid  disease.  Such  cases  illustrate 
the  necessity  of  careful  and  complete  investi- 
gation. 

The  loss  of  weight  and  strength  may  sug- 
gest tuberculosis,  and  a transient  glycosuria 
may  be  responsible  for  the  diagnosis  of  dia- 
betes. The  proper  investigation  of  the  case 
should  make  elimination  of  these  diseases 
fairly  easy. 

Increased  tendency  to  fatigue  and  loss  of 
strength,  together  with  tremor,  vasomotor  dis- 
turbances and  the  nervous  and  emotional 
symptoms  of  thyrotoxicosis,  bring  into  the 
field  of  differential  diagnosis  those  ever-pres- 
ent bug-bears,  psychoneurosis  and  neuro-cir- 
culatory  asthenia.  Here  the  rate  of  basal 
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metabolism  is  of  the  utmost  value,  for  these 
cases  have  a normal  basal  metabolic  rate.  The 
gastric  crisis  of  exophthalmic  goitre  may  lead 
to  a suspicion  of  acute  abdominal  trouble. 

A neurotic  patient  with  large  colloid  goitre 
may  present  symptoms  closely  resembling  a 
thyroid  intoxication.  If  these  manifestations 
are  due  to  a neurosis,  the  basal  metabolism 
will  be  normal  or  below. 

Finally,  in  the  diagnosis  of  toxic  thyroid 
disease,  both  direct  and  differential,  no  one 
symptom  or  sign,  and  no  special  laboratory 
procedure  should  be  considered  as  pathogno- 
monic. By  careful  grouping  of  all  the  findings 
and  through  investigation  of  all  suspicious 
cases,  early  diagnosis  will  be  achieved  and 
proper  treatment  instituted  before  gross  dam- 
age has  been  done  to  the  vital  structures. 

805  Medical  Arts  Building. 


MODERN  VIEWS  ON  DISEASES  OF  THE 
THYROID  GLAND,  WITH  SPECIAL 
REFERENCE  TO  HYPOTHYROID- 
ISM AND  HYPERTHYROIDISM.* 

By  J.  SHELTON  HORSLEY,  M.  D.,  Richmond,  Va. 

The  diseases  of  the  thyroid  gland  have  al- 
ways been  peculiarly  interesting  because  of 
the  greatly  varying  forms  they  may  assume. 
From  a large  benign  adenoma  weighing-  sev- 
eral  pounds  but  causing  no  symptoms,  except 
from  mechanical  weight  and  pressure,  to  the 
small  toxic  thyroid  adenoma  is  a far  cry.  In 
the  latter  instance  the  growth  produces 
marked  constitutional  symptoms  which  are 
well  known.  No  benign  tumor  elsewhere  in 
the  body  gives  intrinsically  constitutional 
symptoms.  The  hyperplasia  of  the  thy- 
roid gland  constituting  a diffuse  hypertrophy 
that  might  be  called  a kind  of  work  hyper- 
trophy gives  rise  to  symptoms  similar  to  those 
of  a toxic  thyroid  adenoma.  This  type  of 
hyperthyroidism,  termed  variously  exophthal- 
mic goiter,  Graves’  disease,  Fla  jam’s  disease, 
Parry’s  disease  and  Basedow’s  disease,  has  ex- 
cited the  interest  of  many  of  the  outstanding 
figures  in  the  medical  profession.  The  oppo- 
site of  this  condition  is  hypothyroidism.  Dur- 
ing the  early  professional  career  of  Osier  one 
of  the  pieces  of  research  work  that  he  often 
admiringly  referred  to  was  the  discovery  of 

•Read  before  the  Southwestern  Virginia  Medical  Society  at 
Mountain  Lake,  Va.,  August  27,  1925. 

•From  the  Surgical  Department  of  St.  Elizabeth’s  Hospital, 
Richmond,  Va. 


cretinism  and  the  various  forms  of  myxedema 
which  arise  from  the  deficiency  of  thyroid  se- 
cretion. 

These  two  extremes,  then,  excessive  thyroid 
secretion  and  deficient  thyroid  secretion,  cover 
a multitude  of  varying  symptoms,  and  while 
the  typical  cases  are  easy  of  recognition,  the 
mild  cases  often  escape  notice.  The  large 
simple  adenoma  may  predispose  to  either  hy- 
perthyroidism or  to  hypothyroidism.  Some- 
times the  adenomas  degenerate  and  absorption 
of  their  products  gives  symptoms.  Occasion- 
ally, too,  pressure  from  a simple  adenoma  may 
cause  hypertrophy  of  other  portions  of  the 
gland  which  will  then  produce  an  excessive 
amount  of  secretion;  though  the  usual  effect 
of  such  pressure  is  diminished  secretion. 

Malignant  tumors  of  the  thyroid  may  run 
a rather  rapid  course,  but  are  difficult  to  de- 
tect in  their  incipiency.  In  a case  of  mine 
the  patient  was  referred  to  me  after  the  can- 
cer had  persisted  in  the  left  thyroid  lobe  for 
several  years  and  had  caused  paralysis  of  the 
vocal  cord  on  the  left  side  by  pressure  on  the 
left  recurrent  laryngeal  nerve.  In  this  in- 
stance the  growth  had  infiltrated  the  sterno- 
mastoid  muscle,  and  sections  taken  at  an  ex- 
ploratory operation  showed  a very  highly 
differentiated  type  of  tumor  with  acini  almost 
resembling  normal  thyroid  tissue  growing 
into  the  muscle.  This,  of  course,  indicated  a 
mild  cancer  which  would  coincide  with  the 
history  of  several  years’  standing.  The 
growth  was  so  extensive  that  radical  opera- 
tion could  not  be  done,  but  radium  needles 
were  inserted  and  deep  X-ray  treatment  was 
given  with  much  temporary  benefit.  On  the 
right  side,  however,  there  was  apparently 
still  sufficient  thyroid  tissue  to  prevent  symp- 
toms of  hypothyroidism. 

The  various  stages  of  hyperthyroidism  have 
been  fully  considered  by  many  observers,  and 
the  study  of  this  condition  has  been  greatly 
helped  by  tests  for  basal  metabolism.  The  mild 
types  of  hyperthyroidism  seem  to  have  been 
recognized,  though  comparatively  little  atten- 
tion has  been  paid  to  mild  hypothyroidism. 
One  of  the  best  pieces  of  work  on  thyroid  dis- 
eases for  several  years  has  been  done  by  Dr. 
W.  H.  Higgins,  head  of  the  Medical  Depart- 
ment of  St.  Elizabeth’s  Hospital,  on  the  mild 
type  of  hypothyroidism.  In  a paper  read  before 
the  Section  on  Medicine  at  the  meeting  of  the 
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American  Medical  Association  in  May,  1925, 
Dr.  Higgins  reported  a very  interesting  study 
of  this  condition.  Some  of  these  patients 
came  originally  for  surgical  treatment  and 
after  being  examined  both  from  a general  sur- 
gical standpoint  by  me  and  urologically  by 
Dr.  Dodson,  we  could  find  nothing  to  account 
for  the  vague  symptoms.  Careful  medical 
observation  by  Dr.  Higgins  together  with  ac- 
curate basal  metabolism  tests  often  demon- 
started  hypothyroidism,  and  proper  treatment 
frequently  afforded  relief.  The  symptoms 
were  not  those  usually  considered  typical  of 
a hypothyroid  condition.  Several  of  the  pa- 
tients, for  instance,  were  rather  thin.  None 
of  them  had  a slow  pulse.  In  all  of  them  the 
basal  metabolism  varied  from  minus  11  to 
minus  25. 

Dr.  Higgins  finds  that  a different  syndrome 
presents  itself  in  the  milder  forms  of  hypo- 
thyroid conditions  from  what  would  be  ex- 
pected from  our  knowledge  of  the  well  de- 
veloped cases.  Dryness  of  the  skin  and  the 
hair  are  common  to  both  tArpes,  but  in  the 
series  of  twenty-three  cases  it  was  present  in 
a little  more  than  one-half.  Higgins  noted  a 
premature  wrinkling  of  the  forehead,  which 
may  have  some  diagnostic  bearing.  Nervous- 
ness of  a local  nature  was  found  to  be  one  of 
the  most  frequent  complaints.  In  some  pa- 
tients there  was  a tingling  of  the  extremities, 
or  constriction  about  the  head.  In  others 
there  was  depression,  emotionalism,  or  other 
evidence  of  a neurosis.  These  symptoms  are 
usually  considered  indicative  of  a hyperactive 
gland,  and  are  commonly  not  expected  in 
hypothyroid  states.  In  fourteen  of  the  twenty- 
three  histories  there  were  vague  pains,  which 
constituted  the  chief  symptoms  in  the  illness 
of  the  patients.  The  pain  was  often  referred 
to  the  abdomen  and  seemed  to  be  a source 
of  considerable  annoyance.  It  is  such  patients 
that  without  careful  examination  may  be  sub- 
mitted to  an  operation  which  cannot  do  any 
good  if  there  is  no  abdominal  pathology  pres- 
ent, and  which  undoubtedly  may  do  much 
harm.  The  pain  seems  to  bear  no  particular 
reference  to  any  organ  or  nerve  distribution, 
and  this  is  a characteristic  feature.  Consti- 
pation, headache  and  localized  edema  Avere  ob- 
serA’ed  by  Higgins  in  many  of  these  cases. 
The  edema  occurred  in  seven  patients.  In  six 
it  represented  a slight  pitting  of  the  ankles, 


a certain  tightness  of  the  fingers,  and  a moder- 
ate fullness  of  the  eyelids.  Obesity  is  rela- 
tively uncommon  in  these  patients,  and  under- 
weight  is  not  infrequently  found.  Incipient 
hypothyroidism,  according  to  Higgins,  is 
commonly  found  in  Avomen  around  the  meno- 
pause, and  apparently  bears  some  relation  to 
the  activity  of  the  ovaries. 

Hyperthyroidism,  especially  mild  hyper- 
thyroidism, lias  been  more  fully  studied  by 
various  observers  than  hypothroidism.  The 
symptoms  of  marked  exophthalmic  goiter 
with  flushing  of  the  skin,  a rapid  pulse,  the 
venous  thrill  over  the  thyroid  gland,  promi- 
nent eyes,  and  congestion  of  the  conjunctivae 
are  Avell  known.  The  milder  types,  however, 
are  sometimes  puzzling,  and  it  is  in  these 
cases  that  a basal  metabolism  gives  valuable 
information. 

In  the  Virginia  Medical  Monthly,  March, 
1925,  appeared  a paper  of  mine  on  operations 
on  the  thyroid  gland  which  Avas  read  before 
the  Medical  Society  of  Virginia  the  preced- 
ing October.  In  it  Avere  reviewed  the  opera- 
tions on  the  thyroid  gland  at  St.  Elizabeth’s 
Hospital  for  the  year  ending  October  10,  1924. 
At  |hat  time  Ave  followed  rather  closely  the 
Crile  technic  in  ligating  the  superior  thyroid 
arteries  as  a preliminary  step  in  operations 
for  hyperthyroidism.  Often  both  superior 
thyroids  were  tied  at  intervals  of  a week  or 
more,  and  a partial  thyroidectomy  was  done 
a few  months  later. 

In  the  paper  mentioned  I reported  thirty- 
five  operations  performed  upon  tAventy-one 
thyroid  patients.  Ten  of  the  cases  Avere  simple 
adenomas  or  colloid  goiter,  and  eleven  were 
hyperthyroid  cases,  tAventy-four  operations 
being  done  on  eleven  hyperthyroid  patients. 
There  Avere  no  deaths.  We  have  not  secured 
ultimate  results  in  them  all,  but  apparently  an 
of  these  patients  have  been  greatly  benefited 
and  many  are  practically  well.  One,  for  in- 
stance, gained  fifty-four  pounds  in  about  four 
months  from  the  time  of  the  thyroidectomy. 
Her  pulse  came  doAvn  from  120  when  she  en- 
tered the  hospital  to  72  a few  months  later. 

Since  reading  this  paper  we  haATe  had  eleven 
neAv  thyroid  cases  and  one  recurrence.  Seven 
Avere  cases  of  hyperthyroidism,  Avhich  includes 
toxic  adenomas,  and  five  Avere  simple  colloid 
goiters  or  simple  adenomas.  There  Avere  seA^en- 
teen  operations  on  twelve  patients.  In  only 
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one  of  these  cases  were  the  thyroid  arteries 
ligated.  This  was  early  in  February,  1925. 
Sinch  that  time  we  have  done  no  ligations.  All 
of  these  patients  had  a satisfactory  recovery, 
making  a total  since  October  8,  1923,  of  fifty- 
two  operations  on  thirty-two  consecutive  pa- 
tients without  a death. 

The  principles  of  gentleness  and  of  careful 
technic,  as  elaborated  by  Crile,  are  most  valua- 
ble and  are  strictly  followed.  It  is  important, 
however,  to  remember  that  the  technic  of  any 
clinic,  no  matter  how  successful,  should  not 
be  blindly  adopted.  It  seems  to  me  that  a 
combination  of  the  administration  of  Lugol’s 
solution  with  Crile’s  gentleness  and  care  in 
the  thyroidectomy  makes  an  ideal  procedure 
in  the  therapy  of  hyperthyroidism.  The  pa- 
tient is  operated  upon  under  ethylene  anes- 
thesia, usually  in  the  operating  room,  though 
when  the  operation  is  in  several  stages  some 
of  the  stages  are  done  in  the  patient’s  bed. 

Treatment  for  a typical  case  of  hyperthy- 
roidism would  be,  first  of  all,  admission  to 
the  hospital  and  a careful  study  by  the  medi- 
cal department,  which,  of  course,  includes  a 
basal  metabolism  test.  The  general  condition 
of  the  patient  and  the  rate  of  the  basal  meta- 
bolism influence  us  in  the  decision  about 
operation.  If  the  case  is  comparatively  mild 
and  yet  operation  seems  advisable,  it  is  done 
in  four  or  five  days.  If  severe,  the  patient  is 
kept  in  bed  for  several  weeks.  In  the  mean- 
time, Lugol’s  solution  is  given,  about  twenty 
to  thirty  drops  a day.  In  some  cases  of 
hyperthyroidism  apparently  from  toxic  ade- 
noma Lugol’s  solution  seems  to  benefit;  in 
others  it  is  not  helpful.  We  give  it  in  all 
cases  and  discontinue  it  in  those  it  does  not 
help  after  two  or  three  days.  The  patient 
remains  as  quiet  as  possible  in  bed  and  takes 
an  abundance  of  water  and  milk.  An  ice-cap 
is  placed  over  the  neck,  one  over  the  heart, 
and  sometimes  on  the  head.  The  usual  pre- 
liminary hypodermic  and  ether  jacket  are 
used  several  days  before  the  operation.  The 
operation  is  done  as  early  in  the  morning  as 
possible.  The  patient  is  brought  quietly  to 
the  operating  room  with  the  face  covered  and, 
preferably,  with  light  cotton  stuffed  in  the 
ears.  This  preliminary  preparation  of  cover- 
ing the  face  and  stuffing  the  ears  with  cotton 
is  done  for  several  days  before  operation. 
Ethylene  is  given  on  the  stretcher,  and  the  pa- 
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tient,  when  partly  under  the  anesthetic,  is 
removed  to  the  operating  table. 

The  area  of  operation  is  injected  rather 
freely  with  a solution  of  one-half  of  one  per- 
cent novocain  made  up  in  Ringer’s  solution 
from  freshly  distilled  water.  The  technic  of 
Crile  is  followed,  making  the  incision  slightly 
curved  downward  from  the  sternomastoid 
muscle  on  one  side  to  a corresponding  point 
on  the  other.  The  lower  portion  of  the  in- 
cision comes  to  about  one  and  one-half  inches 
above  the  sternum.  The  flaps  are  dissected 
up  and  doAvn,  and  moi’e  novocain  is  injected. 
The  ribbon  muscles  are  split  longitudinally 
from  the  larynx  to  the  sternum.  The  thyroid 
isthmus  is  divided  in  the  midline  almost  to  the 
trachea.  On  the  right  side  the  isthmus  is 
dissected  from  the  trachea  for  about  three- 
fourths  of  an  inch,  and  the  dissection  is  car- 
ried along  the  upper  border  of  the  thyroid, 
where  the  attachments  to  the  region  of  the 
larynx  are  clamped  and  divided.  After  mo- 
bilizing the  right  lobe  in  this  manner,  par- 
ticularly after  freeing  the  upper  attachments, 
it  comes  easily  into  the  wound.  The  vessels 
are  clamped  along  the  outer  margin  of  the 
thyroid  and  the  thyroid  lobe, . being  thus 
blocked  off  vascularlv,  is  dissected  from  its 
outer  margin  to  the  trachea.  With  the  finger 
on  the  trachea  and  the  under  portion  of  the 
isthmus  freed  from  the  trachea,  the  general 
direction  of  the  dissection  can  be  readily 
governed.  In  this  way  a thin  layer  of  thyroid 
tissue  is  left  covering  the  recurrent  laryngeal 
nerve  and  the  tissues  around  it.  The  clamped 
vessels  are  quickly  controlled  by  whipping 
over  two  or  three  bleeding  points  at  a time 
with  plain  catgut  in  a needle. 

If  the  patient  is  not  doing  well  during  the 
operation,  the  wound  is  packed  with  gauze 
wrung  out  of  a 1-10,000  solution  of  acrifla- 
vine,  and  the  patient  is  returned  to  bed  after 
removing  only  one  lobe.  About  two  days 
later  the  other  thyroid  lobe  is  removed  and 
the  wound  closed,  or,  if  the  patient’s  condi- 
tion is  not  satisfactory  after  the  removal  of 
the  second  lobe,  acri flavine  packing  is  again 
inserted  and  the  wound  closed  later  at  a 
third  operation.  If  the  packing  be  left  too 
long,  suppuration  is  prone  to  occur.  When 
the  packing  is  removed  it  should  be  done  with 
great  care.  Peroxide  of  hydrogen  is  freely 
applied  to  the  packing.  We  sometimes  leave 
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small  tubes  in  so  the  peroxide  of  hydrogen 
can  he  introduced  in  this  way. 

The  absence  of  unnecessary  trauma  and 
stopping  the  operation  at  any  point  at  which 
the  patient  seems  to  he  decidedly  growing 
worse,  are  valuable  points  in  this  technic. 
Of  course,  it  requires  good  teamwork,  and 
particularly  skillful  anesthesia,  hut  with  these 
conditions  some  cases  of  hyperthyroidism  that 
are  apparently  hopeless  by  other  procedures 
can  often  he  saved. 

The  postoperative  treatment  consists  in  quiet, 
an  abundance  of  water,  and  ice-caps.  A cer- 
tain amount  of  Lugol’s  solution  may  also  he 
given  if  the  stomach  can  retain  it,  though,  if 
the  patient  has  taken  Lugol’s  solution  before 
the  operation,  it  will  not  he  necessary  to  push 
it  so  strenuously  afterwards.  Recently,  we 
have  given  glucose  intravenously.  This  seems 
to  be  established  on  principles  that  would  be 
helpful  in  the  postoperative  treatment  of  any 
advanced  case  of  hyperthyroidism.  Possibly 
I can  best  illustrate  by  reporting  a case : 

The  patient,  V.  B.,  a white  girl,  twelve  years 
of  age,  and  the  youngest  case  of  marked 
hyperthyroidism  that  I have  seen,  was  ad- 
mitted to  the  hospital  with  typical  exophthal- 
mic goiter.  Her  symptoms  began  about  a 
year  before  admission,  and  for  a while  under 
careful  treatment  by  her  family  physician 
they  improved.  About  two  months  before 
admission  she  had  some  gastro-intestinal  up- 
set. and  the  hyperthyroid  symptoms  became 
much  more  pronounced.  On  admission  to 
the  hospital  her  pulse  coidd  not  be  accurately 
counted,  it  was  around  170.  It  is  recorded  in 
the  chart  as  She  was  placed  on  ice- 

caps, Lugol’s  solution  and  quiet,  and  her 
pulse  ranged  from  130  to  148  for  the  follow- 
ing ten  days.  After  that  for  two  days  it  came 
down  to  118,  and  when  she  was  asleep  it  would 
occasionally  drop  to  100.  She  was  operated 
upon  the  fifteenth  day  after  admission  to  the 
hospital.  The  right  thyroid  lobe  was  re- 
moved, employing  the  technic  which  has  been 
described.  The  pulse  was  rather  rapid,  and 
after  removing  the  right  lobe  the  wound  was 
packed  with  acriflavine  gauze.  The  follow- 
ing day  her  temperature  reached  103.  Her 
pulse  was  very  rapid  and  running  in  char- 
acter. A vein  was  opened  and  an  intravenous 
cannula  inserted,  and  10  per  cent  glucose  in 
Ringer’s  solution  made  with  freshly  distilled 


water  was  introduced  into  the  vein.  She  had 
about  2,500  c.c.  of  this  in  twenty-four  hours. 
Within  fifteen  minutes  after  administering 
this  solution  her  pulse  became  more  regular 
and  was  about  145.  Two  days  after  the  first 
operation  most  of  the  left  lobe  was  removed. 
The  intravenous  solution  was  then  continued 
for  two  days,  and  three  days  after  the  second 
operation  her  pulse  was  124  and  her  tempera- 
ture 99.  She  made  a smooth  convalescence. 

The  intravenous  glucose  seems  a valuable 
addition  to  the  postoperative  therapy.  These 
patients  burn  up  a quantity  of  carbohydrates, 
and  if  they  cannot  secure  carbohydrates  they 
use  tissue  cells.  By  supplying  abundant  glu- 
cose the  necessary  fuel  is  furnished  and  the 
tissues  are  protected.  Water  itself,  of  course, 
is  important,  but  water  with  glucose,  and  es- 
pecially in  Ringer’s  solution  introduced  con- 
tinuously into  the  vein  with  little  or  no  pain, 
is  a most  helpful  after-treatment. 

These  things  have  changed  my  whole  atti- 
tude toward  surgery  of  hyperthyroidism 
within  the  last  few  years.  Formerly,  I 
dreaded  to  see  a case.  The  old  method  of 
watchful  -waiting  till  a so-called  cycle  was 
over  seems  indefinite  and  vague,  and  fre- 
quently after  doing  a beautiful  operation  the 
patient  died  from  acute  hyperthyroidism. 
When  every  vessel  is  individually  clamped 
and  tied  and  the  wound  accurately  sutured, 
the  operation  appeals  too  much  to  the  ana- 
tomical and  mechanical  sense  and  biologic 
principles  may  be  neglected.  The  methods  of 
Crile  with  gentleness,  quickness,  a minimum 
of  trauma  and  the  ability  to  stop  the  opera- 
tion on  a hyperthj7roid  patient  at  any  point 
at  which  the  patient’s  resistance  seems  too 
much  taxed,  have  converted  what  was  former- 
ly an  annoying  problem  into  one  of  the  most 
satisfactory  chapters  of  surgery. 

617  T Vest  Grace  Street. 


DISEASES  OF  TEETH  OF  SCHOOL  CHIL- 
DREN. THREE  YEARS’  OBSERVATION. 
THE  REMEDY.* 

By  ROYAL  T.  SOMERS,  D.  D.  S.,  Norfolk,  Va. 

Dental  Surgeon  St.  Vincent’s  Hospital. 

I esteem  it  a great  pleasure  and  privilege  to 
have  been  invited  to  address  you  this  evening, 
and  especially  so  since  my  subject  is  one  in 

*Read  before  the  Norfolk  County  Medical  Society,  May  25, 
1925. 
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which  all  of  us  are  so  vitally  interested.  Please 
be  assured  that  I appreciate  the  honor. 

In  the  preparation  of  this  paper,  many 
authorities  have  been  consulted.  Their  names 
were  intentionally  omitted  from  the  text  in 
order  to  avoid  diverting  from  the  subject  it- 
self. Credit,  however,  is  hereby  given  whole- 
heartedly to  those  whose  work  has  inspired  the 
feeble  efforts  expressed  in  these  pages. 

One  of  the  most  important  problems  con- 
fronting the  civilized  nation  today  is  the 
maintenance  of  public  health.  This  is  not  a 
problem  peculiar  to  the  present  generation. 
It  involves  a situation  which  has  been  com- 
bated since  the  earliest  days  of  civilization. 
History  tells  us  that  the  primitive  tribes  which 
could  best  cope  with  the  problem  of  keeping 
their  individuals  in  good  physical  condition 
emerged  as  leaders  in  their  struggles  for  exist- 
ence and  supremacy  with  neighboring  tribes. 
We  need  but  a glance  at  the  Egyptian,  Greek 
and  Roman  achievements,  and  a consideration 
of  the  underlying  principle  of  their  superiority, 
to  determine  that  the  superior  body  and  mind 
are  the  fundamental  factors  in  their  achieve- 
ments. The  early  civilization  along  the  Nile 
fell  because,  during  its  era  of  prosperity,  it 
deviated  from  its  ideal  mode  of  living.  This 
is  repeatedly  seen  throughout  the  history  of 
man  in  his  struggle  for  superiority. 

If  we  analyze  the  life,  habits  and  nutriment 
of  a Spartan,  Athenian,  Roman.  Macedonian,' 
or  any  other  subject  of  a great  race  at  the 
time  when  it  was  at  the  zenith  of  its  power,  we 
find  that  each  led  a comparatively  simple  life, 
with  cleanly  habits,  plenty  of  outdoor  exercise 
and,  above  all,  a simple  diet.  These  three  fac- 
tors constituted  the  whole  secret  of  a successful 
and  healthy  life,  and  it  is  with  the  latter 
subject  that  I intend  to  deal  in  the  following 
paragraphs. 

Diseases  of  Children’s  Teeth 

Since  this  is  a very  broad  subject,  it  will  be 
necessary  for  me  to  present  it  only  in  a gen- 
eral way.  Caries  is  the  most  prevalent  and 
common  malady  with  which  we  have  to  deal. 
It  begins  in  the  mouths  of  children  a few 
months  after  the  teeth  erupt  and  continues  un- 
til they  are  lost;  influenced  greatly  by  diet, 
habits  and  environment.  Malnutrition  is  the 
most  predisposing  cause. 

Dr.  McCollum,  one  of  the  best  known 
authorities  on  diet-  and  malnutrition  writes : 

“Malnutrition  is  not,  as  many  have  hitherto 


believed,  ordinarily  the  secondary  result  of 
these  physical  defects  which  the  clinic  seeks  to 
remedy,  but  it  is  the  primary  cause  from  which 
those  physical  defects  generally  arise.  Fur- 
thermore, the  present  widespread  view  that  the 
most  important  task  in  hand  is  the  medical 
treatment  of  those  children  in  whom  clinically 
discernible  defects  exist  is  a mistaken  one. 
First  in  importance,  from  both  the  standpoint 
of  the  physically  defective  child  and  that  of 
the  national  welfare,  is  the  establishment  of 
nearly  as  possible  with  the  scientific  pre- 
cision necessary  to  insure  optimal  well-being.” 
The  clinic  should  occupy  second  place  in  the 
scheme  of  human  betterment. 

Since  malnutrition  produces  deficiency  dis- 
eases and  the  right  kind  of  nutriment  de- 
velops healthy  individuals,  is  it  not  our  duty 
and  our  obligation  to  future  generations  to 
place  these  facts  before  the  parents  for  the  bet- 
terment of  the  growing  young? 

What  is  wrong  with  civilized  man  as  an  ani- 
mal? Has  he  not  both  the  medical  and  den- 
tal professions  working  for  him  to  prevent 
these  diseases  and  defects?  Yes,  but  we  have 
all  strayed  so  far  from  the  fundamentals  of 
natural  living  that  the  combined  knowledge  of 
all  the  scientists  does  not  keep  us  well,  and 
does  not  prevent  disease.  The  practice  of  pre- 
vention is  so  closely  associated  with  disease 
itself  that  we  have  come  to  believe  in  vaccina- 
tion as  the  natural  preventive  of  smallpox,  in 
cod-liver  oil  as  the  logical  preventive  for 
rickets,  in  pastuerization  as  the  natural  method 
of  securing  safe  milk,  in  early  orthodontia  as 
the  preventive  for  malocclusion,  and  in  exten- 
sion of  the  cavity  walls  of  a carious  tooth  to 
the  sound  enamel  structure  as  dental  prophy- 
laxis. 

Valuable  as  these  procedures  are,  we  are 
forced  to  the  realization  that  not  one  of  them 
is  truly  preventive.  The  fundamental  truth 
which  we  have  lost  sight  of  is  the  inherent 
ability  of  the  body  cells,  under  normal  condi- 
tions, to  build  perfect  structures,  and  to  es- 
tablish and  maintain  a natural  immunity  to 
disease.  What  must  these  cells  have  to  build 
a perfect  structure?  The  human  body  is  made 
up  of  sixteen  elements,  and  all  animal  and 
vegetable  life  contains  the  same  sixteen  ele- 
ments and  even  the  soil  is  similarly  composed, 
so  that  only  by  the  most  perverse  and  un- 
natural methods  of  preparing  food  can  the 
human  animal  escape  being  perfectly  nour- 
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ished.  It  is  man’s  perversion  of  his  natural 
food  supply  which,  in  my  judgment,  is  the 
cause  of  90  per  cent  of  our  physical  defects. 

In  the  formation  of  the  human  embryo  the 
cells  must  get  their  building  material  from  the 
blood  of  the  mother,  and  the  mother’s  blood 
must  obtain  the  sixteen  life  elements  from  the 
food  she  eats.  She  must  get  them  from  her 
daily  dietary,  for  if  this  fails  to  supply  the 
elements  necessary,  her  bones,  her  teeth  and 
other  tissues  will  be  robbed  of  calcium  and 
other  elements  to  maintain  the  developing 
child.  Dentists  are  all  familiar  with  the  de- 
terioration of  tooth  structure  during  preg- 
nancy, and  this  is  only  one  of  the  many  un- 
fortunate conditions  developing  through 
ignorance  of  correct  diet.  The  crowns  of  de- 
ciduous teeth  are  formed  when  the  baby  is 
born  and  the  cusps  of  the  six-year  molars  are 
in  process  of  formation.  Who  made  them? 
The  mother,  from  the  food  she  ate  during  the 
prenatal  period.  Did  her  food  supply  perfect 
building  materials  for  teeth?  Not  if  she 
consumed  the  usual  American  diet  of  meat, 
boiled  potatoes,  white  bread,  white  sugar,  pas- 
tries, tea  and  coffee.  These  common  foods  are 
practically  calcium  free  and  her  child  cannot 
possibly  have  sound  deciduous  teeth  without 
calcium  and  phosphorus.  We  are  trying  to 
stop  dental  caries  at  the  wrong  end.  We  must 
get  to  the  source,  which  is  during  the  prenatal 
and  pre-school  life.  If  you  build  a house,  and 
put  it  on  a weak  foundation,  if  you  substitute 
inferior  materials  in  the  construction  of  it, 
you  will  expect  to  have  a leaky  roof,  defective 
plumbing  and  other  troubles.  If  we  try  to 
build  a child’s  body  by  substituting  refined 
and  demineralized  products  for  Nature’s  food, 
we  can  expect  the  very  defects  which  inevitably 
develop. 

Show  me  the  deciduous  teeth  of  a child  and 
I will  tell  you  the  condition  of  the  osseous 
tissue  of  that  child.  The  factors  which  govern 
the  calcification  of  the  teeth  also  govern  the 
calcification  of  the  bone,  and  I believe  that 
a defect  like  carious  teeth  can  never  exist  as 
the  sole  imperfection  in  an  otherwise  healthy 
body.  There  is  not  a tissue  in  the  entire  body 
that  can  be  constructed  or  maintained  without 
the  mineral  elements  in  proper  physiological 
balance.  The  perversion  of  the  physiological 
balance  found  in  the  natural  foods  can  result 
in  an  imperfect  structure  of  any  organ,  includ- 
ing teeth.  If  there  is  one  message  that  I can 


bring  you,  it  is  to  urge  you  to  consider  that 
imperfect  tooth  structure  does  not  occur  as  a 
single  defect,  but  that  it  is  the  index  to  the 
structure  of  the  other  tissues  and  organs  in 
the  body.  This  viewpoint  places  a tremendous 
responsibility  upon  the  dental  profession — it 
means  education  of  the  public  not  only  to  in- 
sure perfect  tooth  structure,  but  a sound  and 
healthy  body  as  well.  What  must  we  teach 
regarding  prenatal  diet?  It  can  be  made  so 
simple  that  any  one  can  understand  it. 

The  truth  about  diet  should  be  spread  by 
every  dentist  whenever  opportunity  presents. 
The  introduction  of  courses  in  dietetics  into 
the  public  school  curriculum  will  provide  the 
largest  field  for  improving  the  present  condi- 
tions. Every  girl  going  through  the  junior 
and  senior  years  of  high  school  must  have  the 
training  in  dietetics,  especially  as  applied  to 
prenatal  and  pre-school  feeding,  before  we  will 
have  strong  teeth  and  healthy  bodies. 

Dr.  Percy  R.  Howe,  of  Boston,  Massa- 
chusetts has  made  some  very  interesting  ex- 
periments, having  obtained  changes  in  the 
teeth  of  guinea  pigs  by  scorbutic  feeding.  He 
also  obtained  similar  effects  in  monkeys.  All 
of  the  scorbutic  animals  showed  changes  in 
the  supporting  structures  of  the  teeth,  both  in 
the  soft  tissues  and  in  the  bony  structure.  In 
some,  the  mandible  was  extensively  decalcified. 
Caries  were  found  in  the  first  permanent 
molars  and  incisors. 

More  important  than  looks  is  the  fact  that 
the  teeth  are  the  chewing  machine  that  pre- 
pares the  food  for  the  stomach.  A sound  set 
of  teeth  masticates  the  food  well,  so  that  it 
can  nourish  the  body;  while  an  unhealthy 
mouth  and  a broken  down  set  mean  poor  mas- 
tication, indigestion,  malnutrition  and  lowered 
vitality.  Many  systemic  diseases  may  be  traced 
directly  to  an  unhealthy  mouth.  Oliver  Wen- 
dell Holmes  said  that  a child’s  education  logi- 
cally begins  with  its  grand-parents.  Its  health 
and  teeth  have  the  same  source;  proper  diet 
from  the  prenatal  period  up  through  adoles- 
cence has  much  to  do  with  teeth  and  health. 

What,  then,  are  the  various  steps  in  keeping 
the  mouth  healthy?  The  first  begins  with  the 
mother ; for  a baby’s  first  teeth  are  almost  com- 
pletely formed  by  the  mother  while  she  is 
carrying  her  child.  Consequently,  during  this 
period,  every  mother  should  eat  the  foods  that 
are  the  source  of  tooth-building  elements, — 
calcium,  phosphorus  and  the  vitamins.  These 
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foods  are  milk  and  the  dairy  products;  vege- 
tables, especially  green,  leafy  ones;  fresh 
fruits,  especially  citrous  fruits;  whole  grain 
breads  and  coarse,  cooked  cereals. 

Next,  a child  should  be  breast  fed.  A child 
develops  more  during  the  first  six  months  of 
life  than  during  any  other  corresponding 
period.  Therefore,  it  is  extremely  important 
that  the  child  have  the  best  food  in  the  world 
for  it — mother’s  milk.  Moreover,  natural  suck- 
ing stimulates  the  proper  growth  and  develop- 
ment of  the  jaws  and  face;  whereas  artificial 
feeding  tends  to  restrict  this  growth. 

Every  part  of  the  body  must  be  exercised  to 
keep  it  normal  and  healthy,  and  the  mouth  is 
no  exception.  The  Eskimo  has  teeth  almost 
free  from  tooth  decay  and  has  broad,  well- 
developed  arches,  due  to  his  diet,  in  which  the 
food  has  not  been  demineralized  and  degermi- 
nated,  and  due  to  the  fact  that  he  chews.  In 
fact,  it  is  said  that  one  of  the  duties  of  an 
Eskimo  wife  is  to  chew  her  husband’s  shoes 
to  soften  them  so  that  he  can  put  them  on. 
We  do  not  need  to  chew  shoes,  but  we  do  need 
to  eat  sufficient  hard,  fibrous  foods  to  give  the 
teeth  and  gums  proper  exercise. 

Historical  research  expeditions  are  continu- 
ally unearthing  skeletons  thousands  of  years 
old  which  indicate  that  in  the  age  when  man 
ate  more  nearly  what  he  should,  in  the  way 
he  should,  dental  disease  was  practically  un- 
known. 

Remember  the  first  teeth  are  important — as 
important  as  the  second.  They  are  needed  for 
chewing,  to  keep  the  face  in  shape  and  to  guide 
the  second  teeth  into  place. 

An  authority  has  said  that  the  most  import- 
ant thing  that  a child  does,  physically,  from 
birth  to  twelve  years  of  age,  is  to  manufacture 
in  his  jaws  forty-eight  teeth. 

The  growth  and  development  of  the  upper 
and  lower  jaws  is  dependent  in  a great  measure 
on  the  growth  and  eruption  of  the  teeth,  both 
deciduous  and  permanent.  If  the  deciduous 
teeth  decay,  become  abscessed,  or  are  lost  be- 
fore the  time  that  they  should  be  shed,  it  has 
a disturbing  action  on  the  development  of  the 
jaw  tissues  in  that  locality  and  in  this  way 
we  have  unsymmetrical  development  of  the 
bones  and  misshapen  faces. 

Again,  the  premature  loss  of  the  deciduous 
teeth  through  decay  prevents  the  child  from 
properly  crushing  his  food  and  using  the 


muscles  of  mastication  which  are  attached  fo 
the  lower  jar.  Although  it  is  harmful  to  bolt 
one’s  food  and  swallow  it  without  chewing,  yet 
it  is  more  harmful  for  a child  not  to  use  the 
muscles  of  mastication,  as  the  development  of 
the  cranium  or  brain  case  is  dependent  to  a 
great  degree  upon  the  pull  of  these  muscles. 
The  muscles  that  elevate  or  close  the  lower 
jaws  are  attached  to  the  bones  on  the  side  of 
the  face  and  cranium  and  also  on  the  under- 
side of  the  skull.  When  we  chew  our  food  these 
muscles  pull  on  these  points  of  attachment  and 
in  childhood  they  help  to  produce  well-shaped 
heads,  jaws  and  symmetrical  faces. 

When  the  pulps  in  the  baby  teeth  are  ex- 
posed from  decay,  they  not  only  cause  pain  and 
suffering,  but  bacteria  may  be  carried  through 
this  tissue  to  the  tonsils  and  the  glands  of 
the  neck.  If  the  pulps  die  and  the  cavities  are 
open,  the  bacteria  can  pass  up  through  the  root 
canals  and  thus  gain  ingress  into  the  circula- 
tion. Many  a child  has  had  his  little  body  in- 
fected in  this  manner,  and,  if  he  recovered, 
some  organ  or  organs  of  the  body  were  weak- 
ened throughout  life,  becoming  a source  of 
future  trouble.  Professor  Osier  once  said  that 
the  diseases  of  which  we  die  in  adult  life  are 
those  which  are  contracted  or  made  possible  in 
early  youth,  and  clinical  observation  seems  to 
bear  out  his  conclusion. 

If  the  baby  teeth  decay  the  cavities  get 
packed  with  food  and  become  breeding  places 
for  millions  of  bacteria.  Great  efforts  are 
made  by  parents  to  secure  pure  milk  for  their 
children.  By  pure  milk,  we  mean  thaJ  which 
contains  but  comparatively  few  numbers  of 
bacteria  of  a harmless  variety.  Yet,  if  the 
parents  would  look  into  the  child’s  mouth  and 
could  only  realize  the  immense  number  of 
germs  that  were  present  in  those  decayed 
teeth,  they  would  know  it  was  useless  to  h<5pe 
that  the  pure  milk  would  reach  the  child’s 
stomach  in  a pure  state  after  passing  over  those 
decayed  teeth.  Although  the  deciduous  teeth 
are  lost  in  early  life,  yet  it  is  more  important 
to  keep  them  clean  and  free  from  cavities  dur- 
ing the  growing  period  than  is  the  preserva- 
tion of  the  permanent  teeth  in  adult  life. 
Both  sets  are  important;  but  of  the  two,  a 
clean  and  sound  set  of  deciduous  teeth  per- 
forms a more  vital  influence  for  the  proper 
development  of  a growing  body  than  the  func- 
tioning of  the  permanent  teeth  in  adult  life. 
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The  Exciting  or  Direct  Cause  of  Caries. 

The  exciting  or  direct  cause  of  caries  is  gen- 
erally recognized  as  lactic  acid  fermentation 
of  carbohydrates,  which  form  plaques  on  the 
teeth,  causing  disintegration  of  the  enamel  and 
dentine. 

Decay  of  the  teeth  always  starts  from  the 
outside  surfaces,  never  from  the  inside.  The 
surfaces  that  decay  most  frequently  are  first, 
those  between  the  teeth,  at  the  contact  points, 
second,  in  the  fissures  or  rough  surfaces  on  the 
tops  of  the  teeth  where  you  chew,  and  third, 
close  to  the  gums  where  food  clings  to  the 
border  of  the  gums.  The  enamel  of  the  tooth 
is  made  of  crystal-like  rods  and  between  them 
is  a cementing  substance  which  holds  them 
tightly  in  place.  This  can  be  dissolved  by 
acids,  especially  by  lactic  acid  which  is  very 
easily  formed  from  sugar.  When  milk  becomes 
sour  it  is  caused  by  germs  decomposing  the 
sugar  in  the  milk,  producing  lactic  acid  which 
gives  the  milk  its  sour  taste.  Starchy  foods,  if 
allowed  to  remain  in  the  mouth,  can  be  changed 
to  sugar  by  an  ingredient  in  the  saliva.  The 
sugar  can  then  be  acted  upon  by  the  germs  in 
the  mouth  and  changed  to  lactic  acid,  so  that 
it  can  be  easily  seen  that  to  leave  starches  and 
sugars  on  the  teeth  for  any  length  of  time  is 
to  produce  lactic  acid  which  can  dissolve  out 
the  cementing  substance  between  the  enamel 
rods. 

As  the  germs  decompose  the  starches  and 
sugars  in  the  food,  and  form  lactic  acid,  the 
acid  is  held  tightly  against  the  tooth  under  the 
tent,  becoming  stronger  as  more  acid  is  formed. 
If  it  remains  next  to  the  enamel  of  the  tooth 
for  any  length  of  time  it  will  start  to  dis- 
solve out  the  cementing  substance  between  the 
enamel  rods.  These  little  tents  are  called 
plaques  and  they  are  formed  and  stay  where 
the  friction  of  chewing  food  does  not  dis- 
place them. 

It  is  not  generally  known  that  the  contagious 
skin  diseases  also,  if  contracted  during  child- 
hood, bear  a direct  influence  on  the  enamel  of 
the  teeth.  Many  mothers  are  inclined  to  look 
upon  the  common  skin  diseases  of  childhood 
as  something  that  cannot  be  avoided,  and  fre- 
quently no  effort  is  made  to  prevent  these  dis- 
eases, since  it  is  felt  that  the  younger  a child 
is  when  it  contracts  the  disease,  the  lighter  the 
attack.  Nor,  is  it  known  by  the  layman  that 
the  enamel  of  the  teeth  is  formed  from  cells 
similar  to  the  skin  cells  and  that  any  eruption 


or  rash  of  the  skin  is  likely  to  affect  that  for- 
mation of  the  enamel  if  it  occurs  during  the 
period  of  enamel  formation. 

Every  precaution  should  be  taken  to  prevent 
a child  from  contracting  measles,  chickenpox, 
scarlet  fever,  etc.  especially  from  birth  to 
about  fourteen  years  of  age,  during  which 
period  the  enamel  of  fifty-two  teeth  is  formed. 

It  is  quite  common  to  see  teeth  with  an 
enamel  surface  that  is  pitted  or  grooved,  and 
in  many  cases  as  much  as  half  of  the  crown  of 
a tooth  will  be  minus  any  enamel  due  to  some 
skin  disturbance  during  its  formation.  Enamel 
somewhat  similar  in  appearance  can  also  be 
produced  by  any  severe  nutritional  disturb- 
ance. It  is  practically  impossible  to  prevent 
the  decay  of  the  defective  enamel;  therefore, 
any  rash  or  eruption  of  the  skin  should  be 
avoided  for  this  reason. 

Three  Years’  Observation. 

Beginning  in  December,  1924  in  the  primary 
grades  of  our  schools,  completing  the  work  in 
February,  1925  in  the  high  schools,  12,967 
pupils’  mouths  were  examined  and  charted  by 
forty  members  of  the  Norfolk-Tidewater  Den- 
tal Society,  with  the  co-operation  of  the  Health 
Department  and  the  School  Board,  according 
to  the  following  report: 

There  were  12,967  children  examined,  48,- 
901  carious  teeth,  38,241  which  needed  filling, 
10,660  to  be  extracted,  2,065  which  had  been 
prematurely  extracted,  7,062  needing  prophy- 
lactic treatment. 

The  total  of  all  defects  were  58,028.  There 
were  also  many  cases  of  malocclusion,  which 
were  caused  by  improper  diet  and  premature 
extractions,  the  number  of  which  we  have  no 
record. 

This  shows  the  percentage  of  imperfect 
mouths  from  seventy-six  to  one  hundred,  and 
average  of  93  per  cent. 

The  Remedy 

We  should  have  an  educational  program  in 
our  school  system,  teaching  the  parents  and 
children  the  necessity  of  the  proper  diet  and 
oral  hygiene.  Also  a dental  clinic,  adequate  to 
the  need  of  the  present  day. 

As  an  example,  I would  like  to  give  you 
some  very  interesting  data  which  I have  been 
able  to  get  from  Bridgeport,  Conn.,  based  on 
a population  of  about  one  hundred  thousand 
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Summary  of  Examinations  in  Norfolk  Public  Schools  by  Norfolk  Dental  Clinic. 


SCHOOLS 

Number 

Pupils 

Examined 

“T” 

Cleaning 

or 

Prophy- 

lactic 

Cavities 

“O” 

To  be 
Extracted 
“X” 

Premature 

Extractions 

“EX” 

Perfect 

Mouths 

“P” 

John  Marshall 

496 

423 

1332 

483 

3 

84 

J.  E.  B.  Stuart.  

979 

566 

3284 

870 

451 

90 

Bay  View 

197 

89 

662 

216 

105 

10 

Campostella 

133 

69 

460 

124 

42 

6 

Boush  Street 

192 

140 

560 

296 

1 

7 

George  Washington 

221 

154 

409 

106 

31 

18 

Stonewall  Jackson 

269 

144 

691 

164 

53 

21 

Villa  Heights  

92 

50 

411 

250 

1 

J.  B.  Hope 

234 

215 

1207 

416 

7 

3 

John  Goode 

291 

112 

294 

706 

38 

TTemrriin  gwaV 

249 

48 

453 

163 

61 

W H.  Taylor 

574 

198 

1117 

318 

89 

Patrick  Henry  

381 

231 

2599 

374 

46 

26 

Robert  Gatewood 

479 

243 

917 

887 

77 

Larchmont,  ..  

317 

131 

1049 

353 

111 

8 

Meadowhrooke 

150 

72 

526 

115 

13 

Ch^t^rfielrl  TTHights 

148 

27  • 

699 

109 

52 

■Rallpntine 

265 

255 

1104 

273 

1 

Henry  Clay 

407 

174 

848 

374 

23 

1 

Ocean  View 

439 

266 

1623 

561 

108 

2 

James  Monroe 

845 

209 

2285 

727 

20 

49 

Robert  E.  Lee 

716 

501 

1867 

325 

22 

23 

Lafpyptt.p  Annfix 

469 

75 

1330 

516 

47 

James  Madison 

816 

541 

2258 

1151 

251 

15 

Total  Grammar  Schools--.  . 

9659 

4932 

28082 

9735 

1492 

696 

Ruffner  High  School 

853 

552 

2530 

302 

222 

56 

Blair  High  School 

817 

727 

2750 

207 

52 

90 

Maury  High  School 

1638 

851 

4949 

353 

298 

115 

Total  in  High  Schools 

3308 

2130 

10229 

925 

573 

261 

Total  in  Grammar  Schools 

9659 

4932 

28082 

9735 

1492 

696 

Total  in  All  Schools • 

12967 

7062 

38241 

10660 

2065 

957 

Grand  Total  of  Defects  in  Grammar  Schools 44783 

Grand  Total  of  Defects[in_High  Schools 13545 

*4^  

Grand  Total  of  Defects  in  All  Schools 58328 


people.  Since  1914  the  city  has  established  a 
modern  dental  clinic. 

Their  program  consists  of  educating  the 
parents  and  children  in  the  proper  foods  and 
all  phases  of  hygiene.  Also  tooth  brush  drills 
and  mouth  hygiene.  Co-ordination  of  the 
class,  instruction  in  diet,  with  instructions 
given  in  the  domestic  science  kitchen.  The 
domestic  science  course  is  compulsory  for  all 
girls  beginning  at  the  sixth  grade  and  is  also 
a promotion  requirement.  One  of  the  re- 
quirements for  passing  from  the  fifth  to  the 
sixth  grade  in  their  public  school  is  to  have 
no  unfilled  cavities.  In  the  fall  of  1922  one 
hundred  per  cent  passed. 

They  also  show  from  the  death  rates,  from 
all  causes,  they  have  been  able  to  find  records 


of  three  diseases  which  are  so  common  among 
children:  namely,  dipththeria,  measles,  and 
scarlet  fever.  These  are  figured  on  a basis  of 
per  one  hundred  thousand  population  and 
showed  the  following : Deaths  from  diphtheria 
in  1914  were  36.6  per  cent  and  were  reduced 
to  18.7  per  cent  in  1918.  Deaths  from  measles 
in  1914  were  20.0  per  cent,  being  reduced  in 
1918  to  4.1  per  cent.  In  1914  deaths  from 
scarlet  fever  showed  14.1  per  cent,  reduced  to 
0.5  per  cent  in  1918. 

In  1912  the  cost  of  re-educating  retarded 
pupils  in  that  city  was  42  per  cent  of  the  en- 
tire budget  and  by  1918  they  had  reduced  it 
to  17  per  cent.  This  meant  a reduction  of  re- 
tardation by  50  per  cent,  which  is  a really  won- 
derful change  to  be  accomplished  in  any  school 
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system  in  a period  of  five  or  six  years.  Few 
people  have  realized  the  cost  in  money — which 
is  only  one  of  the  evils  of  retardation — of  the 
re-education  of  our  retarded  children.  A re- 
tarded child  is  a liability  to  the  tax  payer,  a 
burden  to  the  teacher,  a hindrance  to  other 
pupils  and  a misfit  to  society. 

One  has  only  to  consider  the  financial  side 
to  recognize  that  any  reduction  in  retardation 
is  an  accomplishment  devoutly  to  be  sought 
through  all  legitimate  means. 

It  is  not  that  systematic  examinations  of 
school  children  provide  interesting  and  valua- 
ble statistics;  it  is  not  that  the  defects  noted 
are  remediable,  but  the  great  truth  to  be  drawn 
from  this  record  is  that  the  majority  of  the 
defects  are  preventable  and  that  their  preven- 
tion is  a matter  of  persistent  education  along 
three  definite  lines,  which  seem  to  be  the  fun- 
damental basis  of  general  health  as  well  as 
dental  health:  (1)  proper  food;  (2)  sanita- 

tion, and  (3)  health  habits. 

What  has  been  accomplished  in  Bridgeport 
and  other  cities  can  be  done  in  Norfolk. 

Gentlemen,  the  fact  that  93  per  cent  of  the 
children  in  Norfolk  city  are  in  need  of  dental 
attention  is  appalling.  The  children  of  today 
are  to  be  our  moral,  social  and  civic  leaders  of 
tomorrow.  If  they  are  deprived  of  health  and 
comfort,  and  afflicted  with  diseased  and  un- 
healthy bodies  and  minds,  we  cannot  expect 
them  to  succeed.  The  greatest  blessing  which 
we  can  bestow  upon  them  is  health  and  educa- 
tion. It  is  the  duty  of  every  man  and  woman 
in  our  community  to  give  their  support  and 
co-operation  to  this  most  worthy  cause. 

In  the  name  of  humanity  and  for  the  sake 
of  our  children,  we  must  succceed.  I ask  you, 
is  there  anything  of  greater  importance  today  ? 
We  need  your  support  and  co-operation.  With 
it,  we  can  succeed  in  this  work.  Without  it, 
we  are  greatly  handicapped  and  have  a diffi- 
cult task  before  us. 

612  Taylor  Building. 


PYELITIS  IN  PREGNANCY. 

By  JULIAN  L.  RAWLS,  M.  D„  F.  A.  C.  S.,  Norfolk,  Va. 

With  the  perfection  of  the  cystoscope  and 
its  comparative  ease  of  manipulation  we 
learned  that  vesical  irritation  and  pyuria  were 
very  seldom  due  to  a cystitis  but  almost  al- 
ways to  an  initial  renal  infection.  So,  for 
the  last  few  years,  our  journals  have  been 
full  of  reports  of  pyelitis,  and  quite  recently 


there  has  been  a shower  of  symposiums  and 
sporadic  articles  on  the  pyelitis  of  pregnancy. 
It  is  from  a rehearsal  of  these  that  I have 
attempted  to  glean  the  facts  which  I wish  to 
present  in  this  paper. 

Dr.  Holmes,  of  Chicago,  has  called  attention 
to  the  fact  that  we  may  be  dealing  with  either 
a pyelitis  in  pregnancy  or  a pyelitis  of  preg- 
nancy. He  considers  the  pyelitis  in  pregnancy 
to  be  a flare-up  of  an  old  recurrent  pyelitis  to 
which  the  patient  has  acquired  a certain 
amount  of  immunity;  whereas  the  pyelitis  of 
pregnancy  is  ushered  in  with  an  extremely 
abrupt  onset,  with  marked  symptoms,  with 
pain  and  high  temperature,  vesical  irritation, 
etc. 

Practically  all  agree  that,  in  most  of  the 
cases,  the  infections  are  blood  borne  and  that 
the  organism  is  carried  from  some  distant  foci 
of  infection,  particularly  the  tonsils  and  teeth 
or  the  accessory  sinuses.  The  gall-bladder  and 
appendix  must  be  remembered  as  possible  foci. 

There  is  a wide  variation  in  the  prognosis 
given  by  different  writers.  Some  of  them  take 
an  exceedingly  pessimistic  view  if  the  condi- 
tion occurs  in  the  early  months  of  pregnancy, 
while  others  are  very  optimistic  regardless 
of  the  period  of  gestation. 

Cary,  of  Roanoke,  writing  in  the  Virginia 
Medical  Monthly,  reports  nineteen  cases  of 
pyelitis  in  pregnancy  seen  by  him  in  two  years, 
fourteen  of  which  were  successfully  carried 
through  their  pregnancy.  Of  the  live  inter- 
rupted cases,  only  one  prospective  mother  ap- 
parently suffered  from  an  infection  confined 
to  the  kidney  pelvis  alone.  He  reports  two 
cases  in  which  he  used  continuous  ureteral 
drainage  for  six  weeks.  The  catheters  were 
changed  once  a week  and  were  frequently 
washed  out  with  a boric  acid  solution.  He 
believes  that  if  the  condition  fails  to  respond 
to  treatment,  labor  should  be  induced,  par- 
ticularly if  the  infection  occurs  in.  the  early 
months  of  pregnancy.  He  states  that  “even 
though  the  mother  goes  to  term,  she  is  taking 
a very  grave  risk  with  her  life,  or  of  irrepara- 
ble damage  to  her  kidneys.”  He  also  thinks 
that  in  the  early  months  of  pregnancy  en- 
gorgement of  the  pelvic  vessels  closelv  con- 
nected with  the  uterus  may  be  an  exciting 
cause  of  pyelitis  in  a kidney  which  already  has 
a predisposition  to  pick  up  an  infection.  It 
is  also  believed  that  rotation  of  the  uterus 
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with  the  twisting  of  the  ureters  would  have 
the  same  effect  in  the  early  months  of  preg- 
nancy. In  the  latter  months  of  pregnancy 
pressure  from  the  enlarged  uterus  is  generally 
conceded  as  a probable  exciting  cause. 

Kloman,  of  Baltimore,  speaking  before  the 
Southern  Medical  Association,  reported 
twenty-eight  cases  of  pyelitis  in  pregnancy 
seen  by  him  in  five  years,  twenty-one  of  which 
responded  to  therapeutic  measures,  only  seven 
requiring  local  treatment. 

Dr.  Norris  W.  Vaux,  of  Philadelphia,  in  an 
article  read  before  the  American  Gynecolog- 
ical Society  in  May,  1923,  states  that  pyelitis 
in  non-pregnant  women  is  comparatively  in- 
frequent as  a complication  or  sequela  of  other 
febrile  diseases,  while  in  pregnant  women  it 
is  by  no  means  of  infrequent  occurrence.  He 
considers  that  the  best  results  are  obtained  by 
symptomatic  treatment,  and  prefers  the  alka- 
lies to  hexamethvlenamin.  He  states  that  the 
infection  runs  a very  definite  course  of  from 
seven  to  seventeen  days  and  that  in  a good 
many  cases,  although  the  symptoms  entirely 
disappear,  the  pyuria  and  bacilluria  persist 
throughout  the  pregnancy.  He  is  not  par- 
ticularly enthusiastic  for  cystoscopic  treat- 
ment and  pelvic  lavage.  He  is  exceedingly 
optimistic  as  to  the  prognosis  and  states  that 
the  prospect  for  the  continuation  of  pregnancy 
with  conservative  measures  is  excellent. 

Hunner,  of  Baltimore,  states  “an  interest- 
ing point,  of  great  practical  value,  is  that  it 
is  not  always  necessary  to  treat  a pyelitis  of 
pregnancy  until  we  get  entirely  rid  of  the  in- 
fection. If  we  dilate  the  stricture  area  at  ten 
day  intervals  until  the  patient  has  no  further 
chills  and  fever,  even  following  the  trauma  of 
dilatation,  we  may  cease  treatment  and  give 
the  patient  a fairly  good  prognosis  of  carrying 
to  term,  even  though  the  urine  may  still  show 
an  infection.”  Incidentally,  he  states  that  in 
thirty-five  cases  of  pyelitis  in  pregnancy,  he 
found  strictures  in  thirty-four.  This  incidence, 
however,  has  not  been  reported  by  other  ob- 
servers. 

My  own  experience  has  been  that  it  is  not 
necessary  to  continue  treatment  until  the  speci- 
mens are  clear  of  pus.  Two  or  three  of  the 
cases  which  I wish  to  report  continued  to  show 
large  quantities  of  pus  throughout  their  preg- 
nancy with  a complete  subsiding  of  all  con- 
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stitutional  symptoms  after  a lavage  of  the 
renal  pelvis. 

Dr.  Charles  Norris,  of  Philadelphia,  states 
that  he  has  never  had  to  empty  the  uterus  for 
a pyelitis  complicating  pregnancy.  Dr.  Floyd 
Keene  states  that  from  60  to  TO  per  cent  of 
all  acute  pyelitis  cases  will  recover  under 
medicinal  measures. 

Dr.  Vaux  has  called  attention  to  the  fact 
that  practically  all  pregnant  women  have  a 
residual  urine  after  full  attempts  to  empty  the 
bladder.  He  states  that  the  residual  is  usually 
equal  to  the  amount  voided,  and  he  considers 
this  a provocative  factor  in  the  etiology  of 
pyelitis. 

Dr.  John  O.  Rush,  of  Mobile,  Alabama, 
writing  in  Surgery,  Gynecology  and  Obstet- 
rices  for  March,  makes  a plea  for  the  treatment 
of  pyelitis  of  pregnancy  with  an  in-dwelling 
ureteral  catheter.  He  states  that  the  condition 
is  so  frequently  confined  to  the  right  side  that 
he  does  not  catheterize  the  left  ureter  if  it 
spurts  clear  urine  in  the  bladder.  His  tech- 
nique is  to  introduce,  if  possible,  a number  9 
X-ray  catheter  to  the  right  kidney,  which  is 
left  in  place.  The  nurse  is  instructed  to  in- 
spect the  catheter  every  hour,  and,  if  it  is 
not  dripping,  to  inject  sterile  water  through 
it  with  a hypodermic  syringe.  He  states  that 
he  has  left  this  type  of  catheter  in  situ  for 
twenty-six  days  without  the  formation  of 
urinary  deposits. 

The  sjunptoms  vary  from  a vague,  indefi- 
nite discomfort  in  the  back,  with  some  fre- 
quency of  urination  and  occasional  pus  cells  in 
the  urine,  to  sharp  attacks  of  kidney  colic, 
with  chills  and  fever,  urine  filled  with  pus  and 
albumin,  on  to  grave  toxemia  and  marked 
prostration. 

Allowing,  then,  for  the  natural  variant,  the 
man  with  the  contrary  complex,  the  consensus 
of  opinion  seems  to  be  that  a pyelitis  is  an 
incident  of  pregnancy,  grafted  usually  on  a 
pre-existing  kidney  lesion,  frequently  a flare- 
up  of  a pyelitis  that  has  occurred  before ; that 
the  source  of  infection  is  some  distant  focus 
and  that  the  organism  is  blood-borne.  This 
organism  is  frequently  a coloh  bacillus,  but 
both  the  staphylococci  and  streptococci  have 
been  found.  It  is  also  generally  conceded  that 
some  form  of  renal  pelvic  stasis  plays  an  im- 
portant part,  either  by  stricture  of  the  ureter, 
or  by  obstruction  to  the  lower  ureter  by  en- 
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gorgement  of  the  uterine  vessels,  or  tortion 
of  the  uterine  cervix,  or  pressure  of  fetal 
parts,  or  residual  urine  in  the  bladder  itself. 

It  is  also  generally  agreed  that  the  prog- 
nosis is  good  and  that  the  condition  will  re- 
spond to  conservative  therapeutic  measures  in 
more  than  50  per  cent  of  the  cases.  These 
measures  should  consist  of  absolute  rest  in 
bed,  of  a very  bland  diet  and  the  forcing  of 
a large  amount  of  liquids  by  mouth,  by  bowel, 
subcutaneously  and,  if  necessary,  intrave- 
nously. But  Cow  has  recently  called  attention 
to  the  fact  that  water  possesses  more  diuretic 
properties  if  administered  by  mouth  than 
when  given  either  under  the  skin  or  intra- 
venously. He  claims  that  there  seems  to  be 
somethinof  in  the  duodenal  secretion  which  acts 
as  a diuretic  on  the  kidney  structures.  Bear- 
ing this  in  mind,  it  is  possible  to  give  large 
quantities  of  water  to  these  patients  through 
a duodenal  tube  which  may  be  left  in  situ. 
Apparently,  better  results  are  obtained  from 
the  alkalies  than  from  hexamethylenamin  and 
sodium  acid  phosphate,  although  it  is  not  a 
bad  policy  to  switch  the  reaction  of  the  urine 
every  ten  or  rifteen  days,  as  some  of  the  or- 
ganisms are  facultative.  It  is  too  early  yet 
to  state  what  the  new  kidney  antiseptic, 
hexylresorcinal,  will  do.  The  foci  of  infection 
should  receive  proper  attention. 

If  these  methods  fail,  the  condition  should 
be  treated  by  the  passage  of  full-size  ureteral 
catheters  and  renal  lavage,  preferably  with 
some  silver  product,  rather  than  the  newer 
antiseptics.  Apparently  the  benefit  is  obtained 
more  from  the  passage  of  the  full-size  sound 
than  it  is  from  the  lavage,  since  proper  drain- 
age seems  to  be  a more  important  therapeutic 
measure  than  the  application  of  a drug,  which 
in  the  nature  of  things,  must  be  very  fleeting 
in  its  contact.  If  the  condition  does  not  im- 
prove, an  indwelling  ureteral  catheter  or 
catheters  may  be  resorted  to  and  intermittent 
or  continuous  irrigation  with  some  mild  anti- 
septic, such  as  boric  acid  or  saline,  may  be 
tried.  The  question  of  a therapeutic  abortion 
is  largely  a question  of  personal  equation,  but 
we  should  always  remember  that  it  is  pos- 
sible to  cause  permanent  damage  to  a kidney 
by  a too  long  attempt  to  conserve  a pregnancy, 
and  I feel  that  if  the  pregnancy  has  advanced 
sufficiently  far  to  expect  a viable  baby,  we  are 


justified  in  cutting  short  our  conservative 
measures. 

Within  the  last  three  years  I have  seen  about 
twenty  cases  of  pyelitis  that  were  connected  in 
some  way  with  pregnancy.  I saw  several  of 
the  cases  within  the  first  ten  days  after 
delivery,  and  one  or  two  while  they  were  still 
nursinof  their  babies.  The  others  were  seen 
before  delivery. 

Only  one  of  these  cases  was  treated  entirely 
by  therapeutic  measures.  But  it  must  be  re- 
membered that  the  majority  of  them  were  re- 
ferred to  me  for  cystoscopic  treatment  after 
therapeutic  measures  had  failed,  and  this  takes 
no  account  of  the  number  of  cases  which  may 
have  responded  to  the  therapeutic  measures  in- 
stituted by  their  attending  physicians. 

I wish  to  report  a few  of  these  cases  which 
exemplify  the  different  types  referred  to  in 
the  body  of  this  paper. 

Mrs.  I.  T.  was  referred  to  the  office  for 
treatment  when  four  or  five  months  pregnant 
because  of  irregular  chills  accompanied  by 
urinary  symptoms.  The  right  kidney  speci- 
men showed  a large  number  of  pus  cells  in 
clumps,  the  left  specimen  was  negative.  She 
received  a double  renal  lavage  and  did  not 
require  any  further  cystoscopic  treatment  un- 
til after  her  delivery,  her  clinical  symptoms 
clearing  up.  She  was  re-cystoscoped  on  March 
7,  1924.  several  months  after  her  delivery. 
Her  right  kidney  specimen  showed  an  oc- 
casional pus  cell.  On  March  21st  her  kidney 
specimens  were  entirely  clear. 

Mrs.  M.  W.,  a patient  of  Dr.  I.  L.  Chap- 
man, admitted  to  the  hospital  with  a double 
pyelitis  when  seven  months  pregnant.  She 
had  been  under  treatment  for  several  week? 
at  home,  without  relief.  She  was  given  a dou- 
ble renal  lavage  with  silver  nitrate  and  re- 
turned home  to  continue  her  general  treat- 
ment. She  was  delivered  later  of  a living 
baby  without  subsequent  trouble. 

Mrs.  E.  S.,  a patient  of  Dr.  I.  L.  Chapman, 
admitted  to  the  hospital  when  five  or  six 
months  pregnant  because  of  chills,  fever  and 
vesical  disturbances.  The  left  kidney  speci- 
men showed  pus  cells  in  clumps  and  a bacil- 
lus, probably  colon.  She  had  no  further  chills 
after  one  renal  lavage. 

Mrs.  W.  C.  P.,  primipara,  first  seen  on 
September  11,  1923,  when  three  months  preg- 
nant. She  was  complaining  of  pain  and  fre- 
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quency  of  urination.  Her  specimen  showed 
a three  plus  albumin  and  a large  number  of 
pus  cells.  She  was  treated  until  December  4, 
1923,  without  very  much  improvement.  At 
that  time  she  was  cystoscoped  and  subjected 
to  a renal  lavage.  Although  her  urine  still 
contained  pus  cells  she  went  on  to  a normal 
delivery  on  March  13,  1924,  without  subsequent 
clinical  symptoms. 

Mrs.  E.  P.,  age  seventeen  years.  This  pa- 
tient was  admitted  to  the  hospital  on  Septem- 
ber 11th  when  about  four  months  pregnant, 
complaining  that  for  four  or  five  weeks  she 
had  had  an  aching  pain,  mostly  in  the  back, 
but  at  times  radiating  to  the  front.  She  had 
noticed  hematuria  twice,  once  in  June  and 
once  in  July.  She  had  lost  about  twenty-five 
pounds  in  weight  in  the  last  four  or  five 
months.  The  bladder  specimen  showed  a three 
plus  albumin,  many  pus  cells,  many  red  blood 
corpuscles  and  a motile  bacteria.  On  a cysto- 
scopic  examination  the  right  kidney  specimen 
was  clear,  the  left  turbid  and  the  field  covered 
with  motile  bacteria  and  many  pus  cells.  The 
stained  specimen  showed  a coccus  and  a long 
bacillus,  negative  for  tuberculosis.  She  was 
given  a renal  lavage  and  sent  home.  She  re- 
turned to  the  hospital  on  October  7th  and  her 
kidneys  were  again  washed  out.  She  had  no 
subsequent  trouble. 

Mrs.  W.  P.  H.,  on  February  20th,  when 
seven  months  pregnant,  reported  to  the  office 
with  albumin  and  pus  cells  in  her  specimen. 
As  she  did  not  respond  to  therapeutic  measures 
satisfactorily,  she  was  cystoscoped  on  March 
13th  and  subjected  to  a double  renal  lavage. 
This  also  did  not  improve  her  condition.  On 
March  28th  she  was  taken  to  the  hospital  and 
labor  induced  by  the  introduction  of  a rubber 
catheter.  She  delivered  herself  spontaneously 
the  following  day  of  a living  baby  and  after 
her  lying-in  had  no  subsequent  trouble.  Both 
kidney  specimens  showed  a growth  of  colon 
bacillus. 

Mrs.  H.  K.  T.  came  to  the  office  when  six 
and  a half  months  pregnant  complaining  of 
frequency  of  urination  with  pain.  She  had 
one  plus  albumin  and  a large  number  of  pus 
cells  in  her  specimen.  She  was  put  to  bed  on 
a bland  diet  with  forced  fluids,  etc.  She  was 
kept  in  bed  for  about  ten  days,  when  her 
symptoms  had  all  disappeared  and  her  urine 
was  entirely  clear.  She  was  delivered  on 


September  29th  without  further  trouble.  This 
is  the  only  case  of  the  entire  series  that  was 
treated  entirely  by  therapeutic  measures. 

Mrs.  R.  P.  was  taken  six  days  ago  with  a 
rather  sharp  pain  in  her  back;  later  the  pain 
became  aching  in  character.  This  pain  was 
low  down  in  the  lumbar  region  and  did  not 
radiate  up  or  down.  She  had  had  some  burn- 
ing and  frequency  of  urination  since  the  at- 
tack started.  The  physical  examination 
showed  considerable  tenderness  on  pressure 
over  the  right  kidney  region.  She  was  about 
six  months  pregnant.  Cystoscopic  report: 
There  was  a slight  congestion  of  the  bladder, 
but  no  intolerance  to  fluid.  Both  ureters 
catheterized  easily.  Left  catheter  began  dis- 
charging a clear  urine  at  once;  right  catheter 
was  dry.  Suction  to  that  catheter  resulted  in 
twent}^  c.c.  of  cloudy  urine.  Then  the  catheter 
ran  clear  for  several  minutes  until  it  again 
became  plugged.  Phthalein  returned  from  the 
left  side  in  eight  minutes;  none  had  appeared 
on  the  right  side  at  the  end  of  fifteen  minutes. 
The  right  kidney  specimen  showed  a field  cov- 
ered with  pus  cells  and  motile  bacilli;  the 
left  kidney  specimen,  a few  pus  cells  and 
motile  bacilli.  All  kidney  soreness  had  dis- 
appeared at  the  end  of  thirty-six  hours  and 
she  went  on  to  term  without  subsequent 
trouble. 

Mrs.  A.  A.  was  admitted  to  the  hospital  on 
November  12th  with  an  acute  toxemia  of 
pregnancy.  She  was  vomiting  incessantly. 
Her  specimen  showed  a three  plus  albumin 
and  a field  covered  with  pus  cells.  She  was 
saturated  with  normal  saline,  subcutaneously, 
and  given  sodium  bicarbonate  and  glucose  per 
rectum.  Her  nausea  and  vomiting  stopped 
and  her  general  condition  improved.  She  was 
cystoscoped  and  subjected  to  a double  renal 
lavage  with  1 per  cent  silver  nitrate.  She  was 
discharged  on  November  19,  1924,  and  al- 
though her  specimens  were  full  of  pus  until 
after  her  delivery,  she  showed  no  further 
clinical  symptoms  of  toxemia  and  was  delivered 
on  March  7,  1925.  During  her  second  admis- 
sion to  the  hospital  her  specimen  still  showed 
a two  plus  albumin  and  a large  number  of 
pus  cells,  but  her  highest  temperature  was 
recorded  as  99.4  degrees  F. 

Mrs.  A.  Z.  was  admitted  to  the  hospital  on 
the  service  of  Dr.  E.  R.  Altizer.  She  was  hav- 
ing frequent  attacks  of  left-sided  renal  colic, 
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requiring  morphia  to  relieve  her.  She  was 
pregnant  about  term.  She  delivered  herself 
spontaneously  three  days  later.  Her  bladder 
specimen  showed  a four  plus  albumin,  many 
pus  cells,  some  in  clumps.  An  X-ray  of  her 
kidneys  and  ureters  was  negative  for  calculi. 
On  cystoscopic  examination  she  proved  to  have 
a stricture  of  her  left  ureter,  which  was  fairly 
easy  to  dilate.  She  was  cystoscoped  three 
times  and  her  attacks  of  colic  disappeared. 
The  last  urinalysis  showed  both  kidney  speci- 
mens entirely  clear. 

Mrs.  A.  H.  This  girl  was  admitted  to  the 
hospital  on  January  8,  1925,  for  threatened 
eclampsia.  She  had  a four  plus  albumin  in 
her  urine  and  her  field  was  covered  with  pus 
cells.  She  was  unable  to  see,  and  she  was  hav- 
ing muscular  twitching  and  other  evidences  of 
acute  toxemia.  The  induction  of  labor  was  be- 
gun and  she  was  delivered  the  following  day 
by  Dr.  I.  L.  Chapman.  Nine  days  later  she 
had  a temperature  of  102.6  degrees  F.  and  the 
next  day  it  was  103  degrees  F.  She  was 
cystoscoped  on  the  20th  and  24th.  The  first 
lavage  was  with  silver  nitrate,  the  second  with 
mercurochrome.  She  was  discharged  on  Janu- 
ary 26th  with  a normal  temperature.  She  was 
readmitted  on  February  2nd  with  a tempera- 
ture of  103  degrees  F.  and  was  cystoscoped 
and  a pelvic  lavage  given  on  the  2nd,  6th  and 
9th.  Her  temperature  was  normal  after  the 
6th  and  she  was  discharged  on  the  10th.  She 
has  had  no  further  clinical  symptoms. 

Mrs.  M.  J.  This  case  is  reported  because  it 
was  originally  treated  as  a pyelitis  compli- 
cating pregnancy,  and  because  of  her  rather 
interesting  history.  Her  mother  states  that 
when  about  three  years  old  she  had  attacks 
of  passing  blood  from  her  kidneys,  without  any 
other  symptoms.  This  continued  at  irregular 
intervals.  When  she  was  fourteen  years  old 
she  had  a very  thorough  urological  examina- 
tion consisting  of  X-ray  and  cystoscopic 
studies.  The  conclusion  at  that  time  was  that 
she  had  an  infection,  probably  a pyelitis,  of 
the  right  kidney.  I first  saw  her  on  October 
15,  1924.  She  was  nineteen  years  old  and 
seven  months  pregnant.  Her  bladder  speci- 
men was  full  of  pus  and  she  was  having  ir- 
regular chills  and  fever.  The  left  kidney 
specimen  consisted  of  clear  urine,  the  right 
nearly  all  pus.  A white  blood  count  was  14,- 
800,  polys  87  per  cent.  She  had  a right  renal 


lavage  of  1 per  cent  silver  nitrate  on  October 
15th,  21st  and  31st,  with  very  little  improve- 
ment in  her  condition.  On  November  16th 
she  was  admitted  to  the  hospital  for  the  in- 
duction of  labor.  A bag  was  introduced  and 
when  it  was  expelled  the  cord  became  pro- 
lapsed. As  soon  as  this  accident  was  dis- 
covered she  was  anesthetized  and  the  baby  de- 
livered, but  it  could  not  be  resuscitated.  Be- 
fore she  left  the  hospital  an  attempt  was 
made  to  make  a pyelogram  of  the  right  kid- 
ney, but  the  plate  showed  all  the  bromide  in 
the  bladder.  On  February  18,  1925,  she  was 
readmitted  to  the  hospital.  At  that  time  she 
had  a total  phthalein  of  40  per  cent  and  20 
per  cent  for  the  two  hours.  Her  left  kidney 
specimen  was  clear.  No  specimen  was  ob- 
tained from  the  right  side,  because  the  cathe- 
ters continually  became  blocked  with  pus. 
The  bladder  specimen  was  nearly  half  full  of 
pus.  The  kidney  was  removed  on  February 
20,  1925.  She  proved  to  have  a displaced  kid- 
ney lying  just  across  the  brim  of  the  pelvis, 
with  a very  short,  wide-open  ureter  which  ac- 
counted for  our  inability  to  make  a pyelogram. 
It  also  probably  accounts  for  her  comparative 
freedom  from  serious  systemic  damage  during 
the  length  of  time  she  had  harbored  this  pyo- 
nephrotic  kidney.  On  section  the  kidney  was 
found  filled  with  greenish  pus,  with  several 
soft  flat  stones.  These  stones  had  not  shown 
on  X-ray. 

She  left  the  hospital  on  March  3,  1925,  with 
her  specimen  practically  clear.  She  has  put 
on  considerable  weight  since  her  operation  and 
is  apparently  entirely  well. 
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DIABETES  AND  THE  GENERAL 
PRACTITIONER.* 

By  W.  P.  JACKSON,  M.  D.,  Roanoke,  Va. 

From  Joslin’s  observation  that  there  are  in 
the  United  States  alone  about  one  million 
diabetics,  and  the  report  of  the  Metropolitan 
Life  Insurance  Company  that  the  mortality 
from  diabetes  dropped  11.4  per  cent  during 
the  past  year,  attention  is  at  once  brought  to 
the  tremendous  part  the  treatment  of  diabetes 
plays  in  general  medicine. 

One  of  the  greatest  advances  in  recent  years 
in  this  treatment  is  the  establishment  of  a 
clear  rational  basis  for  proper  diet  adjustment. 

•Read  before  the  Walter  Reed  Medical  Society,  Williamsburg, 
Virginia,  May  28,  1925. 
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The  first  of  these  principles  is  that  of  total 
dietary  restriction  to  keep  the  bodily  meta- 
bolism at  a minimum.  The  next  is  protein  re- 
striction. Proteins  cause  a greater  stimulation 
of  metabolism  than  either  of  the  other  foods, 
hence  they  should  be  given  in  quantities  suffi- 
cient only  to  prevent  use  of  the  body  proteins. 
The  third  principle  is  the  relation  of  carbo- 
hydrates to  fats. 

Too  much  carbohydrate  restriction  causes 
acidosis  by  incomplete  fatty  acid  metabolism. 
The  minimal  point  of  this  restriction  has  been 
given  us  by  Woodyatt  and  Shaffer.  The  idea 
is  that  the  combustion  of  one  molecule  of  glu- 
cose will  cause  the  combustion  of  one  molecule 
of  fatty  acid.  Less  glucose  than  that  results 
in  acidosis.  The  molecular  weight  of  glucose 
is  180  and  that  of  fatty  acid  is  270.  Reducing 
that  to  simple  terms,  a diet  containing  as  the 
end  products  of  metabolism  one  gram  of  glu- 
cose for  every  gram  and  a half  of  fatty  acid 
will  prevent  this  acidosis.  In  practice  this 
will  nearly  always  work. 

Proteins  are  split  up  in  58  per  cent  glucose 
and  46  per  cent  fatty  acid.  Fats  are  converted 
into  10  per  cent  glucose  and  90  per  cent  fatty 
acid  while  all  of  the  carbohydrates  are  con- 
verted into  glucose.  From  this  we  can  readily 
calculate  the  food  composition  and  fuel  value 
of  a known  diet.  The  minimum  of  protein  al- 
lowed should  be  about  2/3  to  1 gram  per  kilo 
of  body  weight,  and  for  a person  taking  moder- 
ate exercise  this  seldom  exceeds  seventy  grams 
for  the  twenty-four  hours.  Growing  children 
may  require  three  to  four  grams  per  kilo,  es- 
pecially if  they  are  undernourished.  The  num- 
ber of  calories  needed  by  the  individual  will 
vary  from  1,500  to  3,000  per  day  depending 
on  the  patient’s  age,  size,  and  activity.  Chil- 
dren, of  course,  will  require  less  and  laborers 
more  than  those  figures.  With  the  amount  of 
protein  designated  and  the  number  of  calories 
required  by  the  patient  the  amounts  of  car- 
bohydrates and  fats  will  be  determined  when 
this  l1/,  to  1 ratio  is  kept.  If  a patient  de- 
velop acidosis  without  excreting  sugar  on  a 
diet  such  as  that,  it  is  almost  a certainty  that 
he  is  not  getting  enough  food  and  is  drawing- 
on  his  own  body  fat  with  an  upset  of  this 
ratio.  For  a person  weighing  110  pounds,  or 
50  kilos,  and  requiring  1,500  calories,  a diet  to 
fulfill  these  requirements  will  be  about  C-50 
gm.,  P-50  gm.,  and  F-120  gm.  For  a person 


weighing  154  pounds,  or  70  kilos,  and  requir- 
ing 2,600  calories,  the  diet  needed  will  be  C-86 
gm.,  P-72  gm.,  and  F-200  gm.  For  a child 
five  j^ears  old  weighing  44  pounds,  or  20  kilos, 
the  diet  will  be  about  C-30  gm.,  P-40  gm.,  and 
F-83  gm.  (Samples  of  diets  cannot  be  given 
here  because  of  lack  of  time  and  impracti- 
cability.) There  are  numbers  of  good  diets 
in  Joslin’s  Manual  and  with  these  and  the 
available  food  as  a guide  for  the  patient  many 
valuable  suggestions  may  be  gotten. 

In  some  severe  cases  with  large  doses  of 
insulin  required  to  keep  them  sugar  free,  it 
may  be  wise  to  try  to  substitute  glycerin  for 
at  least  a part  of  the  carbohydrate,  allowing 
about  3 grams  of  glycerin  for  each  gram  of 
carbohydrate  substituted.  Ten  to  20  grams 
may  thus  be  replaced  by  the  glycerin.  This 
glycerin  can  be  given  in  coffee  or  with  cream 
and  is  not  considered  very  bad  to  take.  There 
may  be  an  occasional  patient  who  will  show 
some  gastro-intestinal  upset  from  it  and  in 
those  cases  it  may  have  to  be  discontinued. 
The  fuel  value  of  glycerin  is  4.3  calories  per 
gram  as  compared  with  carbohydrates  4.1  per 
gram.  Glycerin  is  split  up  into  40  per  cent 
carbohydrate  and  the  remaining  60  per  cent  is 
presumably  utilized  as  a non-carbohydrate 
antiketogenic  substance,  so  that  by  this  sub- 
stitution a food  of  slightly  higher  fuel  value 
is  given  and  it  allows  a higher  fat  metabolism 
with  less  insulin.  We  are  at  present  using  this 
on  two  patients.  One,  a lady  who  came  to  us 
about  five  months  ago  with  a history  of  pro- 
gressive loss  of  weight  and  strength  and 
marked  thirst.  Her  urine  had  considerable 
sugar  and  acetone.  We  put  her  on  a mainten- 
ance diet  with  about  60  units  of  insulin  a day. 
On  this  regime  she  did  well  and  remained 
sugar  free  for  about  three  months.  Two 
months  ago  a blood  sugar  test  showed  140 
mgm.  per  100  c.c.  of  blood,  and  we  raised  her 
insulin  dosage  slightly.  A few  weeks  later  she 
came  back  reporting  sugar  and  acetone  pres- 
ent at  11 :00  A.  M.  each  day.  She  was  free 
the  remainder  of  the  day.  Then  we  began 
giving  her  large  doses  of  insulin  before 
breakfast  and  four  doses  a day  till  finally 
she  required  95  units  a day  with  a very  strict 
diet  to  keep  her  sugar  free.  With  that  con- 
dition we  decided  to  use  glycerin,  and  now 
she  is  taking  one  ounce  a day  with  about  10 
grams  of  carbohydrate  substituted  and  a diet 
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of  C-55  gm.,  P-69  gm.,  and  F-165  gm.  With 
that  change,  her  insulin  has  been  dropped  to 
83  units  a day.  She  continues  sugar  and  ace- 
tone free  and  has  gained  about  two  pounds  in 
weight.  She  said  she  felt  better  the  very  first 
day  she  started  using  the  glycerine.  The  other 
case  is  also  taking  large  doses  of  insulin  and 
we  have  started  him  on  glycerin.  He  takes  it 
well  with  no  complaint  and  has  been  able  to 
reduce  his  insulin  some.  The  exact  amount  of 
reduction  I am  not  able  to  say  because  of  his 
inability  to  keep  an  exact  record. 

The  introduction  of  insulin  by  Banting  and 
his  associates  changed  the  old  picture  of  gloom 
and  despair  to  an  atmosphere  of  brightness 
and  one  full  of  hope.  In  nearly  all  cases  it 
carries  with  it  the  assurance  to  the  patient 
that  he  can  go  back  to  bis  former  occupation, 
eat  sufficient  food  to  keep  him  properly  nour- 
ished, and  allow  him  to  continue  as  a normal 
citizen,  except  that  he  must  always  adhere  to 
the  proper  dietary  restrictions,  with  insulin 
if  necessary.  Banting  estimates  that  about 
80  per  cent  of  diabetics  will  do  well  without 
insulin  and  I believe  he  is  approximately  cor- 
rect. Harris  states  that  in  his  series  about  40 
per  cent  require  no  insulin.  In  our  own  series 
we  find  about  the  same  as  Harris  reports. 
These  latter  figures  are  lower  than  Banting’s 
estimation,  and  I think  the  reason  is  that  many 
diabetics  are  discovered  by  their  family  phy- 
sicians and  by  simple  dietary  restrictions  are 
kept  sugar  free  and  thus  never  require  more 
vigorous  treatment. 

What  has  been  said  so  far  refers  only  to 
the  simple  uncomplicated  cases.  The  treat- 
ment of  complications  at  times  taxes  our  every 
effort  and  resource.  Coma  is  one  of  these  com- 
plications. Many  times  diabetics  are  first  seen 
in  coma.  The  question  then  is  one  of  diag- 
nosis. The  air  hunger  and  fruity  odour  of 
acetone  on  the  breath  will  be  a helpful  guide, 
but  the  examination  of  the  urine,  which  will 
probably  have  to  be  obtained  by  catheteriza- 
tion, showing  the  strong  reaction  for  sugar 
and  acetone,  will  confirm  the  diagnosis.  This 
condition  demands  immediate  and  vigorous 
treatment.  One  case  may  illustrate:  About 
four  weeks  ago  one  of  my  colleagues  was  called 
to  see  a patient  in  a comatose  condition.  After 
much  trouble  in  getting  a history  he  learned 
that  I had  previously  treated  her  for  diabetes 
and  he  then  called  me.  I had  treated  her 


previously,  but  in  spite  of  all  my  efforts  to  get 
her  to  come  in  and  have  her  condition  checked 
up,  she  had  refused  and  had  eaten  anything 
she  wanted  and  taken  no  insulin  during  the 
past  year.  I went  immediately  to  her  home 
and  when  I arrived  I found  her  lying  in  bed 
in  coma.  The  acetone  odour  was  noticed  im- 
mediately on  entering  the  room.  Her  breath 
was  rapid  and  deep  and  her  tissues  were 
somewhat  desiccated.  I gave  her  25  units  of 
insulin  intravenously  and  sent  her  to  the  hos- 
pital. The  fii’st  thing  we  did  on  her  arrival 
at  the  hospital  was  to  give  her  a glass  of  orange 
juice  with  a little  sugar  added.  Fortunately 
she  could  be  aroused  sufficiently  to  swallow 
fluids.  Next  Ave  got  a catheterized  specimen 
of  her  urine  which  showed  a strong  reaction 
for  both  sugar  and  acetone.  A blood  sugar 
test  showed  1,000  mgm.  of  sugar  to  100  c.c. 
of  blood.  Twenty-five  more  units  of  insulin 
were  given  about  two  hours  after  the  first  dose. 
She  Avas  next  given  an  enema  which  was  fol- 
loAved  by  as  much  water  per  rectum  as  she 
would  absorb,  and  as  much  fluid  was  forced 
by  mouth  as  she  could  be  made  to  sAvallow.  In 
six  hours,  after  having  taken  80  units  of  in- 
sulin, she  would  answer  questions  intelligently 
and  Avas  well  oriented.  In  twenty-four  hours 
she  apparently  was  perfectly  rational  and  the 
acetone  reaction  was  slightly  positive,  though 
the  sugar  test  was  strongly  positive  and  her 
blood  sugar  was  277  mgm.  per  100  c.c.  She 
had  taken  185  units  of  insulin.  During  the 
first  day  she  was  in  the  hospital  her  pulse  was 
rapid  and  weak,  showing  the  marked  strain 
of  this  condition  on  the  circulation.  After  con- 
sciousness was  restored  she  ran  a slight  fever 
and  complained  of  some  pain  in  her  right  ear. 
Examination  showed  a furuncle  in  the  ear. 
Leucocyte  count  Avas  14,100.  This  slight  infec- 
tion, I feel  sure,  is  what  precipitated  the  coma, 
but  she  told  me  afterwards  that  in  the  previous 
few  weeks  she  had  noticed  a great  increase  in 
thirst.  Her  course  after  that  Avas  uneventful. 

Another  case  we  had  in  the  past  few  months 
had  been  in  coma  about  twenty-four  hours,  a 
much  longer  time  than  this  previous  case,  and 
he  required  300  units  of  insulin  and  thirty-six 
hours  to  restore  consciousness.  His  blood 
sugar  on  entrance  to  the  hospital  Avas  1,600 
mgm.  per  100  c.c.  When  consciousness  was  re- 
stored his  blood  sugar  Avas  still  high,  1,428 
mgm.  per  100  c.c.  Urine  sugar  was  strongly 
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positive  and  acetone  negative.  I want  to  em- 
phasize the  importance  of  early  treatment  be- 
cause with  much  delay  there  seems  to  be  some 
damage  to  the  kidneys  which  may  result  fatally 
even  though  the  acidosis  is  overcome. 

The  next  complication  I want  to  speak  of 
is  ofanjrrene.  Joslin  stresses  the  extreme  im- 
portance  of  this  in  association  with  diabetes, 
and  personal  experience  with  a few  cases  gives 
one  a lasting  impression.  I dread  it  more  than 
coma.  These  patients  usually  are  elderly,  with 
sclerotic  changes  in  their  arteries,  and  are 
naturally  bad  risks.  The  dry  gangrene  can 
usually  be  treated  expectantly,  but  the  moist 
gangrene  requires  heroic  treatment.  There  is 
often  a great  deal  of  pain  in  these  cases  and 
the  pain  may  well  be  sufficient  cause  for  ampu- 
tation. The  last  case  we  had  gave  me  some 
valuable  lessons.  She  was  a maiden  lady  about 
seventy-five  years  old.  Her  blood  pressure  was 
slightly  elevated  and  she  had  had  diabetes  for 
several  years.  Gangrene  involved  parts  of  all 
the  toes  of  the  right  foot  and  the  foot,  extend- 
ing up  about  two  inches  above  the  toes.  Her 
pain  was  largely  in  the  great  toe  where  there 
was  a slight  amount  of  moist  gangrene  under 
the  nail.  We  tried  to  treat  her  medically  and 
had  little  trouble  in  getting  rid  of  her  sugar, 
but  the  foot  would  not  heal,  though  at  times 
it  appeared  much  improved  and  we  were  thus 
encouraged  to  continue  the  medical  treatment. 
Finallv  we  persuaded  her  to  have  the  great 
toe  removed.  This  was  done,  yet  she  did  not 
improve,  in  spite  of  the  fact  that  her  diabetes 
was  well  under  control.  About  two  weeks 
later,  after  having  had  considerable  pain  in 
that  foot,  she  died.  Now  if  that  foot  had  been 
amputated  in  the  beginning,  she  at  least  would 
have  been  relieved  of  a great  deal  of  suffering 
and  might  have  lived  a little  longer,  though 
she  was  old  and  showing  degenerative  changes. 

Infections  also  are  much  more  serious  when 
associated  with  diabetes  and.  as  pointed  out 
above,  may  A’ery^  easily  precipitate  coma.  They 
cause  a marked  disturbance  of  the  metabolism 
and  the  patients  are  apparently  much  more  re- 
sistant to  the  action  of  insulin.  Their  glucose 
tolerance  as  well  as  their  degree  of  intoxica- 
tion and  appetite  are  so  variable  that  the  usual 
actions  of  insulin  are  not  always  seen,  and 
under  these  conditions  multiple  small  doses 
sufficient  to  combat  the  acidosis,  rather  than 
the  glycosuria,  will  give  best  results.  Or  in 


some  cases  where  their  appetites  vary  so  much, 
it  may  be  advisable  to  give  the  insulin  after 
the  nourishment  has  been  taken. 

In  diabetes  complicated  by  surgical  condi- 
tions we  advise  clearing  up  the  glycosuria  and 
acidosis  before  operation,  if  surgery  is  not 
urgent,  but  in  acute  surgical  conditions  to  de- 
lay is  fatal,  though  we  try  to  feed  the  patient 
to  within  at  least  three  hours  of  the  operation, 
and  a short  time  before  giving  the  anaesthetic, 
give  a moderate  dose  of  insulin  to  combat  any 
tendency  to  acidosis  that  may  develop.  Im- 
mediately following  the  operation  fluids  are 
forced,  and  glucose  and  insulin  are  given  in- 
travenously, when  necessary,  very  much  as  if 
the  patient  were  in  coma,  but  less  vigorously. 
Ethylene  we  consider  the  safest  general  anes- 
thetic. 

A word  might  be  said  here  about  alkaline 
therapy  in  diabetes.  For  a considerable  time 
previous  to  insulin,  sodium  bicarbonate  was 
given  in  large  doses  and  even  to  the  present 
time  most  clinicians  advocate  its  use  in  acido- 
sis. Joslin  on  the  other  hand  feels  that  it  has 
no  place  in  the  treatment  of  diabetes.  Recent 
observations  tend  to  prove  Joslin  right.  Over- 
doses of  it  may  precipitate  tetany,  as  proven 
by  Harrop.  Again,  its  constant  use  tends  to 
promote  the  constant  excretion  of  acid  sub- 
stances. It  has  recently  been  shown  that  the 
disturbances  of  carbohydrate  metabolism 
caused  by  large  doses  of  bicarbonate  may  be 
so  like  that  of  diabetes  that  the  condition  may 
be  made  worse  by  it,  and  that  fat  metabolism 
in  the  presence  of  alkalies  and  absence  of  car- 
bohydrates is  definitely  inhibited.  Our  cases 
of  coma  have  yielded  to  treatment  without 
alkali. 

I would  like  especially  to  emphasize  excess 
fat  as  playing  a very  important  part  in  the 
production  of  this  disease.  In  our  last  series 
of  fifty  cases,  twenty-two  of  them  were  obese 
and  over  50  per  cent  of  these  required  only 
an  adjustment  of  their  diets  to  reduce  their 
weight  to  normal  and  successfully  control  their 
diabetes.  They  thus  show,  as  is  usually  the 
case,  that  diabetes  is  mild  in  obesity.  Recently 
we  had  a patient  who  was  sent  to  us  with  the 
history  of  having  been  over-fat  for  several 
years,  and  during  the  past  few  months  began 
excreting  sugar.  Her  blood  pressure  was  a 
little  high.  She  weighed  308  pounds  and  it 
was  almost  impossible  for  her  to  get  around. 
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I disregarded  the  sugar  and  put  her  on  a fat 
reducing  diet,  and  with  this  diet  she  has  lost 
forty-three  pounds  in  the  past  two  months. 
Incidentally  she  has  had  no  more  trouble  with 
her  glycosuria  and  feels  better  than  she  has 
felt  in  years. 

Instruction  of  these  patients,  I think,  is  of 
the  utmost  importance — as  much  as  their  time 
and  intelligence  will  permit.  Certain  funda- 
mental principles  are  absolutely  necessary, 
such  as  the  relation  of  the  amount  of  insulin 
to  the  carbohydrates.  They  must  be  impressed 
that  these  two  factors  should  always  vary  in 
direct  proportion  so  that  any  possible  hypogly- 
cemic reaction  may  be  avoided.  They  should 
be  instructed  to  weigh  their  oAvn  food,  cer- 
tainly in  severe  cases,  because  guesses,  such 
as  the  size  of  a small  slice  of  bread,  will  lead 
to  wide  variations  from  a prescribed  diet. 
While  this  is  very  essential  in  the  severe  cases, 
the  great  majority  of  them  can  do  without 
this  weighing  by  taking  a diet  expressed  in 
quantities  measured  in  household  utensils,  par- 
ticularly if  they  choose  their  diets  from  foods 
low  in  carbohydrates.  A weekly  weight  record 
should  be  kept  and  they  should  be  encouraged 
to  keep  their  weight  certainly  not  above  nor- 
mal. If  possible  they  should  learn  the  compo- 
sition and.  fuel  value  of  the  common  foods. 
Some  of  Joslin’s  little  cards  contain  practically 
all  that  information.  Those  little  cards,  and 
particularly  his  latest  manual  for  diabetics, 
are  of  great  value,  enabling  these  patients  to 
manage  their  diets  most  successfully.  I recom- 
mend that  they  all  have  a copy  of  this  book. 
With  this  knowledge  they  can  very  easily  vary 


readily  satisfy  their  appetites.  They  certainly 
should  .be  taught  to  test  their  own  urine  for 
sugar  and  acetone.  This  part  of  the  treatment 
will  consume  much  time,  but  it  will  amply  re- 
pay by  getting  far  better  results  and  will  make 
the  work  much  more  interesting  to  the  physi- 
cian. 

When  insulin  first  began  to  be  used  much 
hope  was  expressed  that  it  might  give  the  pan- 
creas physiological  rest  and  thus  restore  at 
least  a part  of  its  function.  Recent  work  from 
the  University  of  Toronto,  while  not  conclu- 
sive, at  least  gives  some  hope  that  this  actually 
may  be  true.  They  report  regenerative  changes 
in  the  islands  of  Langerhans  in  a well-treated 
case  that  came  to  autopsy  through  accidental 


death.  With  this  information,  as  well  as  the 
observations  of  several  clinicians,  that  the  dos- 
age of  insulin  can  be  reduced  in  some  cases 
after  a period  of  good  treatment,  we  are 
spurred  on  to  a more  vigorous  and  more  hope- 
ful campaign  of  treatment. 

In  conclusion,  I want  to  emphasize  a few 
special  points ; the  first  of  these  is  the  necessity 
for  all  of  us  to  be  prepared  to  recognize  and 
diagnose  diabetic  coma  and  to  institute  vigor- 
ous treatment  immediately;  second,  take  time 
to  instruct  them  in  the  essentials  of  their  dis- 
ease and  how  it  is  treated.  If  you  are  too 
busy  to  do  it,  as  no  doubt  many  of  you  are, 
then  send  them  to  some  one  who  has  the  time; 
third,  don't  forget  to  emphasize  to  them  the 
importance  of  their  personal  hygiene.  Abra- 
sions and  cuts  should  be  attended  to  promptly 
and  thoroughly,  and  “any ’diabetic  over  fifty 
years  of  age  may  well  bathe  his  feet  as  care- 
fully as  his  face  if  he  wishes  to  avoid  gan- 
grene;” fourth,  have  a follow-up  system  by 
which  the  patients  either  report  to  you  in  per- 
son at  least  once  a month,  or  write,  because 
they  constantly  have  to  be  encouraged  and 
reminded  of  the  importance  of  always  adher- 
ing to  the  principles  of  the  ti’eatment  as  laid 
down.  It  is  mighty  easy  for  them  to  get  dis- 
couraged and  forego  treatment  with  disas- 
trous results;  fifth,  we  can  now  offer  them  some 
hope,  though  it  be  small,  that  by  vigorous  ad- 
herence to  treatment  their  disease  may  be  at 
least  partially  cured. 

I know  of  no  disease  that  requires  more 
study  and  hard  work  than  this  one,  in  its  suc- 
cessful treatment,  but  it  will  give  large  re- 
muneration, may  be  not  so  much  financially,  but 
rich  in  grateful  patients. 

Jefferson  Hospital. 


THE  TREATMENT  OF  NAUSEA  OF 
PREGNANCY.* 

By  M.  PIERCE  RUCKER,  M.  D.,  Richmond,  Va. 

There  are  almost  as  many  treatments  for 
the  nausea  of  pregnancy  as  there  are  obstetri- 
cians. The  reason  for  this,  of  course,  lies  in 
our  very  vague  ideas  as  to  its  etiology.  By 
some  it  is  regarded  as  a neurosis;  by  some  as 
a manifestation  of  anaphylaxis ; by  some  as  an 
endocrine  disturbance;  by  some  as  a toxemia; 
and  by  some  as  a mixture  of  neurosis  and 
toxemia.1  Those  who  hold  to  the  first  hypo- 
thesis give  as  the  reason  for  their  belief  the 

•Read  before  the  Manchester  Medical  Society,  June  1,  1925. 
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fact  that  hyperemesis  is  sometimes  relieved 
with  startling  suddenness  bv  procedures  that 
could  have  no  possible  benefit  except  in  the 
way  of  suggestion.  By  the  same  line  of  rea- 
soning, the  prompt  relief  of  symptoms  and 
gain  in  weight  that  has  been  known  to  follow 
an  exploratory  laparotomy  would  prove  that 
carcinoma  of  the  stomach  is  an  hysterical  mani- 
festation. 

Until  some  one  deal's  up  the  question  of 
etiology  our  treatment  must  necessarily  be 
empiric.*  From  a therapeutic  standpoint  one 
may  divide  the  cases  into  two  groups: 

(1)  Mild  or  ambulatory  and  (2)  severe  or 
hospital  cases. 

The  prompt  and  efficient  treatment  of  group 
one  will  largely  obliterate  group  two.  It  is 
in  group  one  that  the  greatest  neglect  occurs. 
There  is  a widespread  belief  that  nausea  and 
vomiting  is  a necessary  evil  in  pregnancy  and 
that  so  long  as  the  patient  does  not  lose  too 
much  weight  or  develop  signs  of  acidosis 
nothing  need  be  done  for  her  When  Hirst’s2 
article,  recommending  corpus  luteum  for  these 
patients,  appeared  in  1916.  I began  using  it 
with  a great  deal  of  success,  so  much  so  that 
since  then  I have  not  had  to  produce  a thera- 
peutic abortion  except  in  late  cases  seen  in  con- 
sultation. These  patients  came  to  the  office 
once  or  twice  a day  for  the  hypodermic  injec- 
tion and  the  treatment  was  troublesome  both 
to  the  patient  and  to  the  office  nurse. 

In  the  fall  of  1923  I had  occasion  to  treat 
a few  pregnant  patients  for  leucorrhoea,  and 
was  surprised  to  see  their  nausea  disappear. 
.Since  then  I have  noted  that  these  vomiting 
patients  have  large  boggy,  conjested  cervices. 
I have  had  several  patients  who  were  not 
pregnant  but,  who  had  morning  sickness,  with 
the  same  sort  of  cervix.  I treated  them  the 
same  way.  As  the  condition  of  the  cervix 
improved  the  nausea  disappeared.  Since  then 
I have  treated  nausea  of  pregnancy  simply  and 
solely  by  painting  the  cervix  inside  and  out, 
with  a 2 per  cent  mercurochrome  scolution. 
The  treatment  is  given  every  other  day  until  re- 
lieved, and  begun  again  at  an}^  sign  of  re- 
lapse. The  improvement  begins  usually  within 
the  first  week.  In  out-of-town  cases  I have 
recommended  vaginal  suppositories  of  2 per 
cent  mercurochrome,  but  I do  not  believe  they 

♦DeLee,  in  discussing  this  subject  at  the  recent  meeting 
of  the  American  Medical  Association,  said  that  in  some  cases 
where  there  was  some  demonstrable  nasal  infectibn,  relief  by 
the  hyperemesis  followed  treatment  of  the  nasal  condition. 


are  as  efficient  as  painting  the  cervix  under 
the  guidance  of  the  eye.  The  only  exception 
to  this  mode  of  treatment  has  been  two  pa- 
tients with  incarcerated  retrodisplaced  uteri. 
In  these  cases  the  vomiting  ceased  when  the 
malposition  was  corrected,  which  was  done  un- 
der ethylene  anesthesia. 

I recognize  that  in  discussing  the  treatment 
of  so  variable  a condition  as  the  vomiting  of 
pregnancy,  one  is  apt  to  be  misled  by  over- 
enthusiasm, and  that,  the  personal  equation 
enters  into  the  treatment  very  largely.  We 
saw  this  in  the  corpus  luteum  treatment.  Some 
were  very  enthusiastic  over  the  results,  and 
others  saw  no  benefit  whatever.  I must  con- 
fess that  my  results  with  it  were  very  satis- 
factory, although  occasionally  I got  a tender 
indurated  area  at  the  site  of  injection  that 
persisted  for  several  weeks.  There  are  two 
facts  that  convince  me  that  there  is  merit  in 
the  treatment  with  mercurochrome.  First, 
none  of  these  patients  in  the  past  two  and 
a half  years  has  gotten  into  class  two,  and 
second,  the  patients  return  for  their  treatments 
regularly  on  the  appointed  days. 

The  idea  that  the  seat  of  the  trouble  lies  in 
the  cervix  uteri  is  not  new.  I have  heard  it 
stated  that  Marion  Sims  was  wont  to  paint  the 
cervix  with  silver  nitrate  for  this  condition, 
but  I have  been  unable  to  find  any  mention 
of  it  in  his  published  works.  However,  I 
found  in  the  Virginia  Medical  Journal  for 
1858  an  extract  of  a case  reported  by  Dr. 
Parks3  before  the  Boston  Society  for  Medical 
Improvement.  “Dr.  Parks  remarked  that  he 
gave  the  following  abstract  in  consequence  of 
a somewhat  similar  case  reported  by  Dr- 
Church  ill  in  the  Dublin  Quarterly  for  August 
last,  and  which  wTas  stated  to  be,  as-  far  as 
Dr.  Churchill  knew,  the  first  instance  in  which 
nausea  of  pregnancy  had  been  treated  by  ap- 
plications to  the  cervix  uteri.”  Dr.  Parks’- 
case  had  an  erosion  of  the  cervix  which  he 
treated  with  silver  nitrate.  One  application 
greatly  relieved  the  patient. 

Class  two,  or  the  severe  cases  are  prefera- 
bly treated  in  a hospital.  The  treatment  con- 
sists of  isolation,  some  form  of  glucose  therapy, 
either  in  the  form  of  a proctoclysis  with  a 5 
per  cent  solution  or,  in  the  very  severe  cases, 
intravenously.  Titus4  recommends  giving 
seventy-five  grams  in  a 25  per  cent  solution  as 
the  first  dose,  and  fifty  grams  at  subsequent 
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doses.  He  does  not  think  that  the  use  of 
insulin  adds  anything  to  this  treatment.  Thal- 
himer,5  on  the  other  hand,  believes  that  the 
patient  clears  up  more  quickly  when  insulin 
is  given  hypodermically  at  the  same  time  the 
glucose  is  given  intravenously.  He  gives  one 
unit  of  insulin  to  every  three  grams  of  glucose, 
and  gives  the  glucose  in  a 10  per  cent  solution 
injected  slowly  into  the  veins.  The  patient 
should  be  kept  under  the  influence  of  large 
doses  of  bromide,  thirty  to  sixty  grs.  by  bowel. 
Nourishment  should  be  supplied  either  by  rec- 
tal or  duodenal  feeding.  When  gastric  feed- 
ing is  resumed  the  food  should  be  as  dry  as 
possible.  Recently  Lehman  and  Gibson6  have 
recommended  2 per  cent  solution  of  sodium 
chloride  in  post-operative  vomiting.  In  several 
cases  of  hyperemesis  gravidarum  I was  able 
to  give  this  when  the  patient  promptly  vomited 
plain  water.  Should  no  improvement  follow 
this  treatment,  a therapeutic  abortion  must 
be  considered.  The  mistake  is  often  made  of 
delaying  the  abortion  too  long. 

Conclusions 

Vomiting  of  pregnancy  is  associated  with 
increased  conjestion  of  the  cervix.  Treatment 
of  the  cervical  condition  relieves  the  nausea. 

One  often  sees  the  same  type  of  nausea  in 
women  when  they  have  large,  congested  cer- 
vices. This  same  treatment  relieves  their  nau- 
sea also. 

Treatment  of  the  mild  cases  and  the  early 
cases  lessens  the  number  of  cases  of  the  more 
severe  type. 

The  severe  type  demands  energetic  hospital 
treatment,  so  as  to  avoid  therapeutic  abortion. 
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THE  FOOD  WE  EAT:  DISEASES  RE- 
SULTING THEREFROM:  RECTIFICA- 

TION.* 

By  FRANK  HANCOCK,  M.  D„  Norfolk,  Va. 

As  with  every  new  subject  which  makes  its 
bid  in  scientific  investigation  with  certain  prin- 
ciples seeming  to  revolutionize  previous  con- 
ceptions, nutrition  is  now  called  upon  to  ex- 
plain most  of  the  deficiencies  of  the  human 
system.  It  seems  fairly  able  to  do  so.  The 
effects  produced  by  the  absence  of  vitamins  are 
characteristic  and  speci'ic  for  each  vitamin.  In 
every  case  the  administration  of  the  missing 
vitamin  relieves  the  specific  condition  with  a 
certainty  and  a rapidity  which  is  one  of  the 
most  striking  and  unique  phenomena  in  medi- 
cine. 

1 shall  begin  with  the  orthodox  trinity,  the 
fat,  and  two  water  soluble  vitamins.  In  a 
deficiency  of  the  first  of  these  we  have  a fail- 
ure of  processes  of  growth;  greatly  reduced 
resistance  to  infectious  diseases ; failure  in  bone 
cartilage  and  tooth  development  and  in  cal- 
cium metabolism;  a tendency  to  oedema;  and 
lastly,  a failure  of  corneal  nutrition.  Cellular 
activity  is  minimized  and  out  of  this  reduc- 
tion comes  an  increased  susceptibility  to  in- 
fection that  hastens  the  end  of  the  experi- 
ment— in  the  case  of  experimentation  with 
vitamin  A.  When  vitamin  A is  no  longer 
needed  in  growth  processes,  it  goes  to  the 
glandular  elements  where  cell  increase  takes 
such  tremendous  impetus;  sexual . power  is 
established ; nervous,  respiratory  and  digestive 
functions  become  stabilized  by  a sufficient 
glandular  activity.  Pluriglandular  deficiency 
is  both  of  substance  and  secretion. 

A continued  absence  of  water  soluble  B re- 
sults in  beriberi.  Water  soluble  C deficiency 
is  followed  by  a swelling  and  tenderness  of  the 
joints;  spongy  and  bleeding  gums  and  loose 
teeth;  swelling  and  fracture  of  the  ribs. 

We  will  consider  the  supplementary  sub- 
stances, the  mineral  salts.  J.  Boyd  Orr  be- 
lieves that  in  the  case  of  most  minerals,  both 
absorption  from  the  intestines  and  excretion 
by  the  kidneys  are  influenced  by  the  amounts 
of  other  minerals  present.  Hart  and  Steen- 
back  demonstrated  that  an  excess  of  magne- 
sium interfered  with  a utilization  of  calcium, 
while  calcium  and  phosphorus  were  mutually 
dependent  upon  each  other.  This  is  illustrated 
in  rickets,  where  the  two  minerals  fall  together 

‘Read  before  the  Norfolk  County  Medical  Society,  May  25,  1925. 
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and  rise  in  blood  content  as  the  disease  re- 
cedes— and  just  in  proportion  as  it  recedes. 
Calcium  in  other  instances  perforins  a similar 
duality  with  iron.  Without  phosphorus  all 
the  other  food  elements  are  useless.  The  fer- 
tilizer manufacturer  is  required  to  state  pre- 
cisely the  available  amount  of  phosphorus  in 
bis  product,  but  not  so  the  food  manufacturer. 
There  is  no  such  balance  as  this  to  be  obtained, 
except  in  Nature’s  laboratory — that  is  natural 
foods  neither  cooked  nor  canned  (such  can- 
ning processes  as  generally  obtain  today). 

Bayliss  has  shown  that  catalysts  (effecting 
chemical  changes  without  themselves  being 
effected),  found  in  natural  foods , are  essential 
to  the  proper  utilization  of  the  mineral  salts 
and  also  the  fats,  carbohydrates  and  proteins. 
Enzymes  produced  by  friendly  bacteria  ap- 
pear to  be  included  in  this  category.  The  oxi- 
dizing property  of  sulphuric  acid  is  well 
known.  When  this  acid  is  generated  in  the 
human  body,  as  it  is  constantly  generated,  it 
is  at  once  neutralized  by  the  alkaline  bases 
which  Nature  provides  for  that  purpose. 
Phosphoric  acid  is  generated  and  neutralized 
in  the  same  way.  Calcium,  magnesium  and 
potassium  are  among  those  alkaline  bases.  A 
few  drops  of  sulphuric  acid  taken  into  the 
body,  from  a bottle,  will  produce  death  by 
oxidation  and  destruction  of  the  tissues.  When 
food  from  which  the  minerals  have  been  re- 
moved by  commercial  processes,  or  by  cooking, 
is  introduced  into  the  body,  free  sulphuric 
acid  forms  from  the  albuminoid  sulphur,  and 
free  phosphoric  acid  from  the  many  complex 
phosphorus  compounds  found  normally  in 
meat,  cheese,  and  eggs.  These  acids,  when 
properly  neutralized,  appear  in  the  urine  as 
discarded  waste  products,  sulphates  and  phos- 
phates. When  the  neutralizing  bases  have 
been  removed  from  food  before  it  is  consumed, 
these  acids  abstract  basic  elements  from  liv- 
ing tissues,  injuring  and  destroying  them;  the 
alkalinity  of  the  blood  is  lessened,  its  power 
to  carry  carbon  dioxid  to  the  lungs  is  im- 
paired, the  kidneys  fail  to  excrete  acid  phos- 
phate, and  there  is  an  acidosis. 

Meat  minced  and  immersed  for  a few  hours 
in  distilled  water  losses  its  potassium,  mag- 
nesium and  calcium  salts.  It  becomes  color- 
less, and  when  cooked  is  tasteless.  If  fed  to 
dogs  or  other  animals  they  will  eat  it  reluc- 
tantly, and  will  die  sooner  than  control  ani- 
mals not  fed  on  anything.  Their  reserve  vital- 


ity is  used  up  at  a rapid  rate  through  the 
efforts  of  their  organs  to  neutralize  the  sul- 
phuric and  phosphoric  acids  and  to  throw  off 
the  useless  and  dangerous  food  elements  im- 
posed on  them,  whereas  the  animal  starved 
outright  dies  no  faster  than  the  laws  of  starva 
tion  demand.  In  the  case  of  refined  foods, 
minerals  are  carried  out  of  the  body  in  lifers 
processes  faster  than  they  are  taken  in.  This 
is  particularly  true  in  tuberculosis  and  other 
wasting  diseases  in  which  the  calcium  content 
of  the  feces  exceeds  that  of  the  food  consumed. 
It  was  true  of  the  thousands  of  children  who 
died  last  year  under  ten  years  of  age  in  the 
United  States. 

For  a moment  I wish  to  speak  of  chlorophyl, 
the  hemoglobin  of  the  plant  upon  which  all 
life  depends,  manufactured  as  you  know  by 
the  vegetable  kingdom  only  in  response  to  the 
rays  of  the  sun.  Prof.  Arthur  Thompson, 
experimenting  with  rats,  showed  that  when 
kept  upon  a deficient  food  they  would  not  ex- 
hibit rickets  if  fed  upon  the  meat  of  other 
rats  that  had  been  rayed  with  ultra-violet 
light.  So  a food  ration  deficient  in  rickets- 
preventing vitamin,  if  exposed  to  ultra-violet 
rays,  becomes  adequate  and  sufficient  for  a 
time  at  least,  delajdng  the  fatal  issue.  This 
is  to  show  the  value  in  plants  and  animals  of 
sunlight,  transplanted  by  ultra-violet  lamps. 
Thus  ultra-violet  light  acts  prophylactically 
and  curatively. 

Mineral  salts  are  electrolytes;  colloids  have 
an  electrical  discharge;  enzymes  are  colloids. 
All  of  these  agencies — mineral  salts,  catalysts, 
enzymes,  chlorophvls,  violet  rays  and  electric- 
ity— are  either  destroyed  by  heat,  or  so  altered 
as  to  be  no  longer  recognizable  as  Nature’s  pro- 
ducts— ceasing  to  operate  as  our  reinforce- 
ments, they  become  our  enemies.  Leonard 
Williams,  an  English  scientist,  therefore  de- 
clares that  all  disease,  microbic  and  metabolic, 
is  a function  of  cookery / and  that  without  the 
essential  representation  of  raw  fruit  and  vege- 
tables the  human  race  will  perish  under  civili- 
zation. It  seems  to  be  on  the  way. 

I wish  now  to  discuss  the  observations  and 
scientific  discoveries  of  Lieut.  Col.  Robert  Mc- 
Carrison,  the  English  Army  Siirgeon  and 
scientist,  who  has  spent  the  last  decade  among 
a tribe  of  primitive  people  in  northern  India. 
He  noticed  that  they  had  very  few,  if  any,  of 
the  civilizational  diseases  so  common  among 
us — appendicitis,  cholecystitis,  gastro-intestinal 
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diseases,  tuberculosis,  colitis,  renal  and  heart 
diseases,  cancer.  A long  series  of  experiments 
upon  monkeys  leading  their  wild  lives  in  the 
Madras  jungles,  fed  with  vitamin  deficient 
diets,  enabled  him  to  demonstrate  that  the  first 
effect  of  food  deficient  in  vitamins  was  to 
render  the  intestinal  tract  susceptible  to  in- 
vasion by  bacterial  or  protozoal  agents.  In 
due  time  the  monkeys  he  was  experimenting 
on  died,  or  were  killed  as  they  were  about  to 
die,  and  the  following  gross  anatomical  lesions 
were  found : enlargement  of  the  mesenteric 
glands;  dilatation  of  the  stomach;  congestion 
of  the  gastro-intestinal  tract,  with  ecchymoses 
scattered*  over  the  peritoneal  surfaces — most 
commonly  over  the  colon ; ballooning  of  vari- 
ous parts  of  the  tract;  marked  thinning  of  the 
muscular  walls  of  the  colon,  and  partial  dis- 
appearance of  its  longitudinal  bands.  Open- 
ing the  tracts,  post  mortem  ecchymoses  and 
congestion  of  the  stomach  were  seen,  especially 
around  the  pylorus;  shallow  ulcers,  shallow 
down-growths  of  the  epithelium,  suggestive  of 
commencing  carcinoma  of  the  pyloric  region. 
In  the  colon  there  were  varying  degrees  of 
colitis,  sometimes  involving  the  whole  viscus. 
Colitis  was  the  most  marked , and  one  of  the 
most  constant  of  the  morbid  anatomical 
changes  'present. 

The  post  mortem  findings  in  the  case  of  the 
recent  President  Ebert,  of  Germany,  are  in 
singular  accordance  with  this  description, 
Histologically  there  was  congestion,  hemor- 
'rhage  and  atrophy  of  the  muscular  coats  of 
the  bowel;  degenerative  changes  in  the  plexus 
of  Auerbach ; atrophic,  necrotic  and  inflamma- 
tory changes  in  the  mucous  membrane  of  the 
entire  tract,  but  especially  in  the  colon;  bac- 
terial invasion  of  the  bowel  walls,  opening  of 
the  portals  of  entry  into  the  blood  stream,  and 
pronounced  atrophy  of  the  lymphoid  elements 
of  the  intestinal  mucosa — exactly  what  hap- 
pens in  marasmus.  These  changes  were  prac- 
tically present  in  all  these  animals,  but  more 
pronounced  in  those  whose  deficiencies  of  diet 
included  both  A and  B vitamins. 

McCarrison  concludes  then  that  vitamin  de- 
ficiencies in  humans  result  in  intestinal  stasis; 
infection  of  the  tract;  chronic  digestive  dis- 
turbances with  impaired  absorption  and  as- 
similation of  food;  mucous  disease  in  children 
and  colitis  in  adults. 

I wish  to  offer  this  picture  from  an  article 
by  Cramer  (Lancet),  which  shows  bacteria 


penetrating  between  two  villi  at  the  lower  end 
of  the  ileum,  where  the  intestinal  mucous  mem- 
brane has  atrophied  following  vitamin  A de- 
ficiency. They  have  entered  the  remotest  re- 
cesses of  Lieberkuehn’s  crypts.  The  mucous 
glands  of  the  cecum  have  been  similarly  pene- 
trated. Radium  effects  the  intestines  in  the 
same  way,  only  more  quickly.  The  atrophic 
and  necrotic  changes  affecting  the  villi,  and 
the  resulting  invasion  of  bacteria,  are  due  to 
a decreased  secretion  of  mucus  with  atrophy 
of  the  mucous  cells.  In  a normally  function- 
ing intestine  the  bacterial  and  protozoal  flora 
is  confined  to  the  center  of  the  intestine,  ow- 
ing to  the  protective  action  of  the  mucus. 
Mucus  probably  plays  a bio-chemical  as  well 
as  a mechanical  part  in  the  protection  of  mu- 
cous membrane  against  infection.  When  the 
mucus  secreting  cells  become  impaired  by  the 
absence  from  the  diet  of  vitamin  A,  the  bac- 
teria and  protozoa  can  be  seen  to  attach  them- 
selves to  the  surface  of  the  villi,  to  creep  down 
between  them  into  the  crypts  and  to  proliferate 
there.  Restoration  of  vitamin  A quickly  re- 
stores this  alteration  of  the  tissues.  Daniels, 
Armstrong  and  Hutton  emphasize  the  fact  that 
the  lack  of  vitamin  A is  the  specific  factor 
in  the  development  of  another  disorder  which 
they  term  para-nasal  and  mastoid  sinusitis- 
bacterial  invasion  is  permitted. 

Dr.  Cramer  found  that  the  digestion  of  fats 
was  less  complete  and  rapid  in  the  absence 
bf  vitamins  from  the  food,  and  that  the  vita- 
mins— especially  B — had  a definitely  stimulant 
action  on  the  processes  of  intestinal  digestion 
and  absorption. 

Investigations  by  Gross,  using  synthetic 
diets  deficient  in  vitamin  B,  have  shown  in 
vivo  and  in  vitro  definite  impairment  of  the 
motor  functions  of  the  entire  intestinal  tract, 
and  Pappenheimer  and  Larrimore  showed  that 
gastidc  lesions  occurred  in  fifty-five  per  cent  of 
rats  fed  on  a synthetic  diet  in  which  the  only 
deficiency  Avas  vitamin  A.  They  found  that 
cod  li\Ter  oil  afforded  comjdete  protection 
against  those  gastric  lesions — no  gastrectomies, 
nor  anastomoses  were  necessary.  These 
authors’  rats  demonstrated  exactly  the  lesions 
shown  in  Fibiger’s  rats  fed  only  on  white 
bread.  Vitamin  deficiency  of  lesser  degree 
continued  for  long  periods  might  cause  effects 
similar  to  those  of  greater  degree  of  this  de- 
ficiency for  a shorter  time.  For  instance, 
many  of  these  cases  of  mal-nutrition  never 
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reach  the  terminal  stages  of  beriberi,  pellagra 
or  scurvy,  but  show  intermediate  stages  of 
nutritional  conditions  of  obscure  ill  health,  so 
little  obvious  that  they  have  been  overlooked. 

W.  Cramer,  in  a long  discussion  of  McCarri- 
son’s  pioneer  work,  believed  that  it  would  re- 
main, as  it  is  now,  incontestable.  Cramer  be- 
lieves, and  I think  this  is  fairly  epochal,  that 
there  is  no  fundamental  distinction  between 
specific  and  non-specific  impairments  of 
health  due  to  vitamin  deficiency.  The  so- 
called  specific  deficiency  diseases  are  merely 
the  last  links  in  the  chain  of  events,  of  which 
the  non-specific  impairments  are  the  earlier 
ones;  caries  of  the  teeth,  osteomalacia,  stomach 
and  duodenal  ulcers,  appendicitis,  etc.  When 
vitamins  are  withheld,  the  health  of  the  organ- 
ism at  once  declines.  There  is  a loss  of  appe- 
tite. constipation,  a fall  of  bodily  temperature, 
a diminished  nitrogen  retention,  an  impaired 
absorption  of  food,  and  a progressive  atrophy 
of  lymphoid  tissue.  All  of  these  particular 
disturbances  are  specifically  remedied  by  the 
administration  of  vitamin  B.  Vitamin  B then 
has  a drug-like  specific  stimulating  action  on 
the  functions  of  the  digestive  tract.  There  is 
an  absence  of  spontaneous  infections  in  vita- 
min B deficiency,  though  there  may  be  a com- 
plete marasmus. 

Vitamin  A deficiency  is  universally  accom- 
panied bv  a disposition  to  spontaneous  infec- 
tions, commencing  in  the  mucous  membranes 
of  the  intestinal  and  respiratory  tracts,  and 
in  the  eye.  They  are  due  to  a weakening  of 
the  local  defenses  of  these  tissues  represented 
by  the  mucus  and  the  tears. 

The  general  humeral  defenses  of  the  mon- 
keys experimented  on  by  McCarrison  remained 
unimpaired  until  long  after  the  local  infections 
were  established.  The  same  diminished  re- 
sistance to  local  infections  had  been  observed 
in  children  in  whom  xerophthalmia  was  al- 
ways accompanied,  sometimes  preceded,  by  an 
infection,  usually  of  the  lungs.  Therefore, 
when  in  badly  nourished  children  general  in- 
fections occur  (do  they  occur  in  any  other  kind 
of  children?),  pneumonia,  or  enteritis,  they 
must  be  regarded  as  specific  deficiency  diseases 
just  as  much  as  the  xerophthalmia.  In  6,000 
children  examined  at  the  Forsythe  Infirmary, 
Pallini  found  eleven  per  cent  free  from  caries 
and  mal-occlusion.  Not  one  of  these  children 
had  any  infectious  disease.  Of  the  other 
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eighty-nine  per  cent,  all  had  had  one  or  more 
of  the  acute  infections. 

There  is  such  a thing  as  vitamin  under- 
feeding, in  which  there  is  sufficient  vitamin 
for  the  animal  or  child  to  grow  and  reproduce, 
but  not  sufficient  to  be  productive  of  full 
health.  This  vitamin  underfeeding  is  re- 
sponsible for  many  of  the  ills  of  pregnancy. 
How  can  a prospective  mother  eating  boiled 
potatoes,  white  bread,  cooked  meat,  white 
sugar  and  pastries  be  healthy  herself,  or  pro- 
duce a healthy  child? 

McCallum,  Simmonds,  Price,  and  other  re- 
searchers state  that  “Nutrition  of  the  prospec- 
tive mother  is  of  paramount  importance  for 
the  welfare  of  the  unborn  child,  and  influences 
the  developing  teeth.”  Experiments  of  Gladys 
Hartwell  indicate  that  requirements  of  vitamin 
B in  lactating  animals  are  greatly  in  excess  of 
those  of  non-lactating  animals. 

Prenatal:  It  is  estimated  that  the  amount 
of  inorganic  salts  fixed  in  the  foetus  during 
the  last  three  months  of  pregnancy  is  twice  as 
much  as  during  the  previous  six  months.  If 
there  is  not  sufficient  calcium  to  calcify  the 
growing  child’s  teeth  it  will  be  taken  from 
the  mother’s.  In  the  Edinburgh  Royal  Ma- 
ternity Ante-natal  Clinic  ninety-eight  per  cent 
of  pregnant  women  suffer  from  dental  caries; 
fifty-three  per  cent  of  these  mothers  were  un- 
der twenty-five  years  of  age. 

Bone  marrow  shows  an  increased  liability 
to  bacterial  infection  upon  vitamin  deficiency 
diets,  hence  the  acute  infections.  There  may 
be  at  the  same  time  a polynuclear  leucocytosis, 
but  there  is  nevertheless  a real  fall  in  the  bac- 
tericidal power  of  the  blood.  These  vitamin 
and  mineral  deficiencies  provide  a nidus  for 
any  sort  of  disease  apparently . 

Speaking  of  intestinal  stasis,  Sir  W.  Arbuth- 
not  Lane  says  that  in  every  case  in  which  he 
has  had  an  opportunity  of  verifying  it  he  has 
found  that  cancer  cases  were  suffering  from 
chronic  intestinal  stasis,  and  that  the  infec- 
tion by  cancer  was  an  indirect  consequence  of 
this  condition.  He  believes  that  in  two  gen- 
erations cancer  could  be  practically  eliminated 
from  the  human  family  by  return  to  primitive 
foods.  He  says  it  is  the  most  fatal  plague 
civilization  produces,  and  potentially  menaces 
ever}"  adult  member  of  the  community.  He 
says,  “We  know  that  cancer  is  the  result  of 
the  slow  poisoning  of  our  bodies  under  the 
unnatural  conditions  which  civilization  im- 
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poses  on  them,  and  we  can  prevent  it  as  soon 
as  we  can  educate  civilized  people  to  return 
to  the  natural  habits  and  diet  of  uncivilized 
people.  As  it  is,  intestinal  stasis  begins  in 
infancy  and  lasts  through  all  life.  As  a re- 
sult, we  unknowingly  subject  our  bodies  to 
twenty,  thirty,  or  forty  years  of  chronic  irri- 
tation and  sIoav  poisoning,  which  sooner  or 
later  results  in  ulcers,  appendicitis  and  cancer. 
Except  in  (negligible)  chemical  cancer  it  is 
the  poison  produced  within  the  body  by  the 
stagnant  residue  of  undigested  food  which 
produces  cancer." 

Recently  Dr.  Chas.  Mayo  was  asked  to  give 
his  ideas  on  this  subject.  He  referred  to  Dr. 
Frank  L.  Hoffman  as  an  authority.  Dr.  Hoff- 
man said  that  unless  the  body  is  in  a condition 
favorable  to  the  development  of  cancer,  the 
irritating  processes  which  are  directly  con- 
tributing factors  are  without  effect  on  the  sys- 
tem. Furthermore,  that  some  trouble  comes 
from  denatured  air,  more  from  denatured 
water,  and  most  from  denatured  food.  In 
cutting  out  the  manifestation  you  are  merely 
cutting  out  the  local  sore;  the  condition  of 
the  body  that  permitted  this  development  re- 
mains. 

Apparently  in  the  interests  of  health  we 
are  wholly  to  upset  our  present  dietetic  prac- 
tices. Have  not  these  practices  upset  health? 
All  animals  except  humans  reach  an  average 
length  of  life  equal  to  from  ten  to  fifteen 
times  the  length  of  time  it  takes  them  to  ma- 
ture. We  average  only  two  or  three  times 
our  maturing  period. 

Sixteen  million  and  five  hundred  thousand 
of  twenty-two  million  school  children  in  the 
United  States  show  physical  defects  of  one  or 
another  sort.  What  are  they  eating?  Cooked 
foods — foods  that  are  denatured,  processed,  re- 
fined, bleached,  sifted,  demineralized — as  de- 
corticated wheat,  corn,  oats,  barley,  rice. 
Forty-one  per  cent  of  our  drafted  men  in  the 
W orld  War  were  rejected  because  of  physical 
disabilities,  and  for  the  same  reason — the  food 
they  ate.  There  will  come  an  awakening  in 
this  nation  against  the  crime  of  improperly 
feeding  the  youth  of  the  land.  It  would  be 
well  for  the  medical  profession  to  conduct  this 
crusade. 

Cooking  brings  about  an  oxidation  of  the 
food  elements — a conversion  of  organic  min- 
erals into  inorganic,  which  are  unassimilable 
by  the  human  system — a further  stewing:  of 


the  minerals  out  of  the  food  into  boiling  water, 
which  is  usually  thrown  awray.  And  so  the 
children  have  no  lime  wherewith  to  grow  their 
teeth,  or  to  maintain  the  teeth’s  integrity.  The 
blood  deprived  of  minerals  through  food  de- 
germination  withdraws  lime  from  the  teeth  to 
carry  to  more  vital  centers.  No  tooth  ever  de- 
cayed until  the  blood  stream  had  been  long 
deficient.  We  have  all  been  totally  unaware 
of  this  process  until  apprised  of  this  food  and 
disease  association  in  the  last  few  years  by  ex- 
pert researchers,  both  within  and  without  the 
profession.  Completely  ignorant,  we  besought 
the  aid  of  the  toothbrush  and  various  denti- 
frices, and  marvelled  that  teeth  continued  to 
decay.  The  dentists  came  in  great  numbers, 
and  are  perhaps  performing  the  most  impor- 
tant special  service  rendered  the  human  race 
today.  Animals  fed  upon  food  in  winch  any 
of  the  minerals  have  been  removed  perish ! 
And  of  the  same  diseases  that  kill  the  400,000 
children  that  die  every  year  in  the  United 
States  under  ten  years  of  age.  Caries  of  the, 
teeth  is  merely  the  most  pronounced  symptom 
of  deficiency  disease  resident  within  the  tissues 
of  the  child,  and  is  a forerunner  of  infections 
and  rickets.  Thus  we  fiddle  w-hile  civiliza- 
tion burns ! 

Nature  provides  a weaning  period  for  the 
young  of  all  animals.  Prolongation  of  lacta- 
tion is  effected  in  certain  domesticated  ani- 
mals. Growing:  children  drink  this  milk,  but 
they  have  defective  teeth.  Other  young  ani- 
mals do  not  drink  this  milk  and  have  no  de- 
fective teeth.  Consider  the  artificiality  of 
the  milch  cows’  surroundings,  tethered  in  sun- 
less barns,  without  exercise,  with  by-products 
food  largely  to  live  upon.  Have  the  pedi- 
atricians ever  protested  against  this  inhuman 
practice,  so  deleterious  to  the  animal  and  the 
child?  Is  vitamin  A of  the  butter  fat  likely 
to  be  sufficiently  energized  in  such  milk;  or 
will  the  protein  so  vital  to  the  construction  of 
protoplasm  register  what  it  might  register  in 
animo-acicls?  Proteins  foimd  in  grain,  vege- 
tables and  uncooked  meat  are  biologically  com- 
plete, having  eighteen  ani mo-acids.  Is  this 
the  reason  why  all  the  herds  of  cattle  examined 
for  eight  successive  years  in  the  State  of  New 
York  gave  positive  tests  for  tuberculosis — 
certified  herds  included?  Scientific  commis- 
sions investigating  the  subject  in  this  country 
and  in  Europe  have  agreed  that  ninety  per 
cent  of  the  cervical  adenitis  in  children  is  of 
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bovine  origin,  coming  through  milk  and  butter. 
One  certified  herd  of  250  cattle  were  found 
upon  examination  to  have  seventy-nine  cows 
with  marked  evidence  of  tuberculosis.  They 
were  producing  milk  certified  to  be  free  from 
infection,  and  the  children  of  New  York  were 
drinking  it. 

It  is  stated  that  of  a hundred  Indian  skulls 
in  a Washington  Museum  there  is  only  one  de- 
fective tooth  among  some  6,000  teeth.  Every 
defective  tooth  shows  the  folly  of  denatured 
foods.  The  ox  gets  his  proteins  from  vegeta- 
tion and  grasses.  Would  not  those  same  pro- 
teins be  sufficient  for  us?  The  primitive 
tribes  of  Nigeria  and  the  aborigines  of  Aus- 
tralia are  quite  without  our  most  prominent 
civilizational  diseases.  Our  negroes,  not  hav- 
ing reached  the  crest  of  the  wave  of  high  liv- 
ing, have  yet  something  coming  to  them  in  a 
greater  prevalence  of  pyloric,  gall-bladder  dis- 
eases and  cancer.  Their  teeth  are  beginning 
to  crumble.  The  first  effect  of  the  contact  of 
civilized  and  primitive  races  is  the  introduc- 
tion of  respiratory  diseases  among  the  latter. 
It  was  said  in  France  during  the  war  that 
certain  Senegalese  units  died  like  flies  of  tuber- 
culosis after  being  in  French  camps  and  eat- 
ing the  white  man’s  food.  Seeds,  leaves  and 
fruits  of  the  vegetable  kingdom  contain  every 
element  necessary  to  animal  life.  If  these  or- 
ganic substances  are  not  supplied  to  the  body, 
deficiency  must  prevail.  Wrong  kinds  of  food 
do  not  meet  bodily  requirements,  and  in  so 
far  do  not  satisfy  the  appetite,  so  too  much 
food  is  taken  in  a vain  endeavor  to  supply 
deficiencies. 

In  a I'ecent  number  of  Uygeia  ( A . M.  A. 
■Journal)  -it  is  stated  that  owing  to  a lessened 
mortality  in  the  acute  infectious  diseases  there 
is  a real  prolongation  of  average  human  life, 
but  in  the  matter  of  cardio-vascular-renal  dis- 
eases of  middle  life  the  medical  profession  is 
making  no  progress.  It  stands  hopeless  and 
helpless,  in  complete  ignorance  of  the  pitfalls 
that  have  barred  its  progress,  while  the  simple 
remedy  of  whole  foods  as  Nature  prepares 
them  is  waiting,  clamoring  to  be  of  service. 
And  this  misery  comes  from  the  material  we 
fancy  is  food ! Less  than  fifteen  years  ago  a 
definite  relationship  was  established  between 
disease  and  the  food  that  makes  it  possible. 
The  idea  has  spread  slowly,  and  is  still  looked 
upon  with  incredulity.  There  has  ahvavs  been 


a tendency  to  accept  disease  as  something  that 
could  not  be  avoided — as  belonging  inevitably 
to  life.  May  not  bacteria  merely  make  mani- 
fest a deficiency  we  did  not  know  existed? 

There  are  potentially  and  actually  about  a 
million  diabetics  in  the  United  States,  and  the 
number  is  increasing.  In  the  sugar  producing 
state  of  Louisiana  diabetes  increases  faster  than 
in  any  other  state.  The  annual  consumption 
of  sugar  in  the  United  States  is  about  150 
pounds  per  person;  in  Great  Britain  30 
pounds;  in  France  28;  and  in  Germany  16. 
The  body  develops  its  own  sugar — all  it  needs, 
through  its  own  internal  mechanism,  from 
natural  foods.  It  is  therefore  not  necessary 
to  use  refined  sugars.  The  body  can  only 
absorb  1/10  of  1 per  cent  of  its  own  volume 
of  sugar.  The  rest  we  take  must  become  an 
excess.  The  stop  gap — insulin — will  not  be 
needed  by  a more  liberally  educated,  less 
ignorant  people  than  we,  who  will  refuse  to 
drug  themselves  with  lethal  doses  of  sugar. 
A 50  per  cent  increase  in  diabetes  appears  to 
have  been  effected  in  the  last  generation.  The 
insurance  company  tables  show  that  old-age- 
disease  deaths  have  been  doubled  in  thirty 
years;  that  65,000  people  are  dying  annually 
under  forty  from  arterio-sclerosis,  high  blood 
pressure,  kidney,  brain  and  digestive  diseases; 
that  each  year  younger  and  younger  men  are 
being  attacked  by  these  old-age  diseases.  In 
place  of  old  plagues  is  the  organic  degenera- 
tion— the  premature  decay. 

We  must  put  back  daily  into  the  blood 
stream  what  the  life  cells  take  from  it  in  the 
process  of  living.  Only  through  the  food  we 
eat,  the  water  we  drink,  and  the  air  we  breathe 
can  this  be  done.  Drugs  won’t  do  it.  One 
hundred  and  forty-five  thousand  physicians, 
myriads  of  dentists,  thousands  of  hospitals 
and  sanatoria,  are  seeking  to  atone  for  this 
fundamental  food  inadequacy  by  treating  its 
end  results.  Surgeons  cut  and  explore,  dentists 
patch  and  pull,  doctors  dose,  manipulate  and 
burn,  all  wondering  over  the  mystic  origin  of 
disease. 

We  must  return  to  the  primitive  wa}rs.  We 
must  have  whole  wheat,  whole  corn,  whole  oats. 
There  must  be  no  bleached,  devitalized  cereals 
ready  to  serve. 

All  life  is  co-ordinated  function.  All  dis- 
ease is  altered  function  called  by  different 
names : tuberculosis,  cancer,  typhoid,  etc.  They 
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manifest  themselves  differently,  these  diseases, 
but  they  have  the  same  origin  in  the  broken 
defenses  of  the  body  through  food  inadequacy. 
The  germ  theory  of  disease  was  a step  in  a 
certain  direction,  but  only  a step.  We  are 
now  to  take  the  plunge.  Healthy  living  tissue 
holds  germ  life  in  contempt.  All  the  power 
of  invading  bacteria  is  insufficient  to  wreck 
us  where  our  defenses  have  remained  intact — 
the  mucus  and  the  tears.  We  know,  because 
our  men  of  science  teach  us,  that  there  is 
scarcely  a nidus  in  our  bodies  where  germs  may 
operate  until  the  artificiality  of  our  lives  has 
lowered  the  standard  of  resistance. 

Amid  the  encircling  bloom  of  deficiency  dis- 
eases, Nature’s  food  is  to  be  the  kindly  light 
that  is  to  lead  us  out. 

512  Taylor  Building. 


THE  ALIENIST  AND  EXPERT 
TESTIMONY.* 

By  SUSAN  A.  PRICE  M.  D.,  Williamsburg,  Va. 

It  is  a great  pleasure  and  privilege  to  at- 
tend this  meeting.  I think  it  is  most  import- 
ant that  medical  associations  meet  and  be  well 
attended,  for  the  purpose  of  reading  and  hear- 
ing medical  papers,  the  exchange  of  ideas  and 
medical  experience  and  results  of  personal 
study  while  in  the  recent  stage.  I think  it 
was  Dr.  Osier,  one  of  the  most  interesting, 
considerate  and  humane  of  medical  writers, 
who  said  that  medical  text  books  were  out  of 
date  before  printed,  so  much  time,  several 
years,  at  least,  being  required  to  arrange  a 
text  book.  We  know  many  changes  may  and 
do  take  place  from  day  to  day  in  the  theory 
and  practice  of  medicine,  so  it  seems  much  in 
order  that  medical  societies  meet  while  med- 
ical experiences  are  new  for  exchange  of 
theories  and  experience.  We  value  medical 
books  but  we  know  well  when  reading  the 
best,  that  we  may  be  reading  that  which  is 
already  well  out-of-date  and  that  something 
else  may  have  been  discovered  or  come  into 
use  since.  New  discoveries  are  being  made 
every  day.  We  may  be  perhaps  just  entering 
an  era  of  medical  science.  We  may  ourselves 
have  discovered  much  of  value  in  our  honoured 
and  chosen  profession.  It  was  a pleasure  to 
prepare  this  paper  for  this  meeting,  imperfect 
as  it  is.  I am  reminded  of  a remark  accredited 
to  the  President  of  the  American  Psychiatric 

♦Read  before  the  meeting  of  the  Walter  Reed  Medical  Society, 
at  Williamsburg,  Virginia,  May,  1925. 


Association  at  the  recent  meeting  in  Rich- 
mond, who  said  that  the  exchange  of  ideas 
was  valuable  and  important,  even  if  the  ideas 
were  wron<x,  so  if  blunders  and  errors  are 
apparent  in  this  paper,  and  I do  not  doubt 
that  many  will  be,  I will  be  glad  and  grateful 
to  have  all  pointed  out. 

Alienist  is  a word  I rather  hesitate  to  use, 
a -word  exposed  to  more  disparaging  comment, 
regarded  with  less  certain  scientific  value, 
often  even  the  vehicle  of  the  “jokesmith”  in 
a laughter-loving  and  careless  age  when  hardly 
any  serious  or  scientific  subject  is  absolutely 
safe  from  more  or  less  levity  and  ridicule,  than 
any  other  word  we,  as  medical  practitioners, 
have  occasion  to  use,  or  with  which  we  are 
familiar. 

In  a way,  it  may  be  that  psychiatry  does 
stand  for  the  more  or  less  haphazard  and 
fantastic  side  of  medical  science  if  medical 
science  has  a haphazard,  fantastic  or  humorous 
aspect.  We  know  that  for  untold  ages,  al- 
though the  seriousness  of  mental  disease  was 
knoAvn  and  feared,  dreaded  perhaps  as  no  other 
disease,  yet  nothing  like  the  study  or  attention 
was  given  to  it  as  was  given  to  those  afflicted 
with  bodily  ailments.  There  always  seemed 
to  be  a sharp  line,  imaginary,  of  course,  drawn 
between  bodily  diseases  and  mental  troubles. 
For  what  were  regarded  as  very  obvious  rea- 
sons, they  were  seemingly  separate  and  apart, 
for  could  not  a good  mind  exist  with  a poor 
bodj^,  and  a good  body  be  host  to  a poor  mind  ? 
Many  examples  can  be  pointed  out  in  every 
age  of  the  world. 

Mental  disease  was  neglected  as  such  be- 
cause it  was  hardly  regarded  as  a disease.  No 
doubt  this  neglect  .was  furthered  and  inevitable 
because  bodily  sufferers  make  known  their  ail- 
ments better  than  those  afflicted  mentally. 
Mental  sufferers  are  the  last  usually  to  call 
attention  to  themselves  or  to  ask  for  help, 
more  the  pity  and  tragedy,  and  always  serious 
inroads  are  made  on  mental  constitutions  be- 
fore comino-  to  the  attention  of  those  “who 
minister  to  minds  diseased.” 

Mental  disease  has  been  even  looked  upon 
as  a curse  or  a visitation  to  be  endured  in  the 
best  way  possible,  not  to  be  remedied  or  re- 
lieved, and  last  of  all  prevented,  and  few 
efforts,  futile  if  any  were  made,  wrere  put 
forth  to  solve  the  mystery  of  insanity.  It  was 
considered  beyond  the  power  of  human  effort 
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or  skill.  Once  any  serious  move  to  discoATer 
the  problem  of  the  insane  would  have  been 
received  with  about  as  much  confidence  and 
enthusiasm  as  the  plan  of  Christopher  Colum- 
bus was  received  when  he  decided  to  set  out 
to  discover  America.  It  was  something  that 
seemed  impossible,  yet  Columbus  and  other 
great  discoverers  have  had  true  visions.  May 
not  the  alienist  have  a true  vision  of  discover- 
ing the  secret  of  the  mentally  diseased,  a secret 
of  many  bygone  ages,  and  also  of  discovering 
the  remedy  ? 

Dealing,  as  psychiatry  does,  with  so  much 
that  is  grotesque,  and  partaking  of  the  bur- 
lesque in  human  behavior,  the  uncertainties 
and  deformities  of  the  mind,  the  mere  imi- 
tation of  which  often  tends  to  excite  mirth 
and  laughter,  is  perhaps  one  reason  the  alien- 
ist does  not  seem  to  be  taken  very  seriously. 
He  is  exposed  to  many  diverse  opinions,  as 
many  opinions  as  he  may  have  cases  to  deal 
with,  and  his  ability  to  explain  and  analyze 
these  fantastic  mental  deformities  is  often 
questioned.  There  are  many  different  ideas 
and  conclusions  often  at  wide  variance  as 
to  cause,  diagnosis,  treatment  and  prognosis. 
Each  case  presents  different  aspects  and,  in 
spite  of  all  the  seriousness  and  the  main  cause 
of  far  reaching  disaster  and  the  vital  import- 
ance of  the  status  of  mentality  and  its  bearing 
on  the  welfare  of  the  world,  the  fact  remains 
that  the  alienist  is  often  the  butt,  good  naiured 
though  it  may  be,  of  the  public  at  large.  We 
are  all  acquainted  with  the  liuht-hearted  rail- 
lery at  the  expense  of  the  alienist.  Only  re- 
cently at  the  meeting  of  the  American  Phy- 
chiatric  Association  in  Richmond,  the  joke  on 
the  alienist  was  among  those  creeping  in  on  a 
most  serious  discussion  of  af  psychotic  subject. 
A speaker  of  wide  influence  and  experience  in 
mental  disease  enlivened  the  occasion  by  tell- 
ing of  a witness  called  to  give  expert  testi- 
mony who  had  been  asked  the  inevitable  ques- 
tion what  an  alienist  was,  or  words  to  that 
effect,  and  who  was  also  asked  if  he  called 
himself  an  alienist.  Oh,  yes,  he  was  an 
alienist.  What  was  the  definition  of  an  alien- 
ist? An  alienist  was  an  alienist,  but  when 
asked  for  more  specific  information  he  replied 
that  bis  definition  of  an  alienist  was  America 
for  Americans;  and  then  he  left  the  stand. 

Alienist  is  a word  to  be  used  rather  cau- 
tiously and  carefully  if  one  does  not  wish  to 
be  subjected  to  rather  embarrassing  examina- 


tion at  times.  Alien  means  strange ; an  alienist 
is  one  who  studies  the  strange  or  foreign  and 
is  a good  word,  as  words  go,  made  up  as  words 
often  are  in  a very  incomprehensible  way. 
There  are  certain  words  that  seem  doomed  to 
oblivion,  sooner  or  later  to  share  the  fate  of 
the  character  of  Shakespeare’s  fancy  who  was 
“done  to  death  by  slanderous  tongues.”  Alien- 
ist may  be  one  of  those  words.  More  respect 
and  serious  consideration  should  be  given  the 
alienist’s  efforts  when  he  is  called  upon  for 
expert  opinion.  It  is  coming  to  be  an  almost 
every  day  occurrence  that  the  alienist  is  called 
in  when  the  question  of  sanity  or  insanity 
comes  up  in  criminal  court  cases  or  in  any 
court  case  where  there  is  a question  involving 
the  mental  condition  of  a person  at  the  time 
he  committed  an  offense.  A difference  of 
opinion  may  exist  between  the.  two  sides  of 
the  question  and  a battle  of  words  and  tech- 
nical phrases  ensues  presenting  a confusing 
spectacle  to  onlookers.  Opposing  alienists  give 
expert  opinions  about  the  same  person,  ap- 
parently using  the  same  words  and  technical 
terms  with  the  same  meaning,  but  results  are 
very  different  and  the  question  may  come  up 
as  to  what  expert  testimony  is?  Is  there  such 
a thing  as  an  expert  in  insanity;  of  what  use 
is  an  expert  in  the  courts;  what  real  influence 
has  an  expert  on  the  mental  condition  of 
criminals  or  those  being  examined ; who  is 
qualified  to  be  an  expert?  What  class  of  cases 
should  come  in  the  hands  of  the  expert  for 
analysis  and  to  what  lengths  should  expert 
testimony  extend?  What  are  the  limits  of 
inquiry  into  the  mental  condition  of  a person 
and  to  what  depths  shall  judgment  extend? 
Perhaps  there  is  no  more  thankless  or  unsatis- 
factory task  or  experience  than  serving  as  an 
insanity  expert  in  court,  when  we  consider 
what  an  extraordinary  state  mentality  is,  con- 
sisting as  it  does  of  a “confused,  chaotic  mass,” 
kept  in  order  only  by  will,  training,  custom, 
or  as  is  often  tried  with  varying  success,  com- 
pulsion. A healthy  mind  is  a condition  of 
equilibrium  or  balance.  It  really  seems  it 
should  be  an  easier  matter  than  it  now  appears 
to  distinguish  the  unbalanced  mind  from  the 
well-balanced  mind. 

Expert  is  a small,  insignificant  word  with 
a large  and  significant  meaning.  It  has  been 
said  that  an  expert  is  not  one  able  to  “eluci- 
date the  mysterious,  but  one  able  to  appreciate 
the  significance  of  the  obvious,”  and  this  ap- 
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plies  most  aptly  when  one  is  analyzing  the 
mentality  of  the  insane  or  the  mentally  de- 
ficient, the  appreciation  of  the  significance  of 
the  obvious  not  the  elucidation  of  the  mys- 
terious. I have  heard  an  illustration  given 
of  an  expert,  may  be  an  agricultural  expert, 
familiar  in  the  ways  of  the  earth,  working  in 
the  ground  he  has  known  all  his  life,  yet  it 
may  be  stated  that  no  agriculturalist  ever  has 
or  ever  will  be  able  to  predict  exactly  what 
even  one  acre  of  ground  is  capable  of  pro- 
ducing. 

Expert  knowledge  is  very  limited  every- 
where, even  in  the  most  well-known  surround- 
ings. No  approach  can  be  made  to  solving  the 
mysteries  that  are  about  us  all  the  time.  We 
may  hear  and  speak  of  those  who  have  spent 
perhaps  the  best  part  of  their  lives  in  the  study 
and  observation  of  the  mentally  defective,  yet 
no  one,  though  constantly  at  work  in  his  par- 
ticular line,  will  ever  fathom  the  vagaries  or 
causes  of  the  vagaries  of  the  mind.  Alienist 
has  become  a word  almost  synonomous  with 
court  trials.  We  use  the  word  quite  frequently 
to  be  sure,  but  we  find  the  Avord  most  prob- 
ably used  in  connection  with  expert  testimony, 
which  every  year  seems  to  be  coming  more 
to  the  front  and  into  public  notice  and  the 
services  of  the  alienist  are  being  frequently 
sought  for  expert  analysis  of  the  minds  of 
those  with  criminal  tendencies.  Now  there 
are  many  men  these  days  (we  hear  of  few 
women)  who  have  attracted  wide  attention  as 
alienists  at  large;  alienist  seems  to  be  asso- 
ciated more  peculiarly  with  men  than  most 
any  other  medical  term;  and  in  these  days  of 
equal  rights  and  privileges  that  is  in  itself 
interesting.  Still  a remnant  of  mystery  or 
superstition  clings  to  the  person  bereft  of  his 
mind.  Even  in  these  days  Avhen  much  lias 
been  added  to  women,  rights  and  privileges 
in  scientific  research  are  also  now  enjoyed 
equally  by  men  and  women,  the  deepest  in- 
sight into  the  Avorkings  of  the  mind,  and  the 
key  to  the  peculiarities  of  the  psychic,  the 
almost  unapproachable  in  medicine,  and  what 
has  been  called  by  the  old  negro  preacher, 
“the  unscruing  of  the  unscrutible,”  is  still  re- 
tained largely  in  the  keeping  of  our  medical 
men.  We  cannot  easily  break  aAvav  from  the 
old  established  ideas  of  the  mysterious  work- 
ings  of  the  mind  and  we  can  readily  under- 
stand what  a difficult  matter  it  is  to  attempt 
to  explain  A'agaries  of  action  that  control 


thought  or  action,  or  to  explain  the  vagaries 
of  conduct,  yet  the  alienist  is  often  asked  what 
in  his  opinion  Avas  the  state  of  a certain  mind 
at  a certain  time  or  stage  in  a man’s  life.  Was 
he  sane  or  insane  Avhen  a certain  act  Avas  com- 
mitted? Should  any  one  attempt  to  make  a 
statement  in  reply,  only  to  have  his  evidence 
publicly  attacked,  argued  over,  statements  and 
ideas,  and  even  moti\res  questioned  and  per- 
haps ridiculed?  As  far  as  the  alienist’s  bear- 
ing on  the  outcome  of  the  case  is  concerned  he 
had  better  not  have  been  called  upon  to  testify. 

We  speak  of  difficult  and  obscure  cases,  sup- 
posedly out-of-the-ordinary,  but  which  seem  to 
be  becoming  all  too  numerous.  Any  one  is 
able  to  make  a diagnosis  of  the  frank  or  gross 
type  of  mental  disease.  It  is  the  complicated 
type  that  requires  fine  points  of  diagnosis  and 
analysis  to  be  made.  In  the  present  state  of 
societjr  there  is  so  much  universal  confusion, 
often  ignorance  and  impatience,  exhibited  in 
regard  to  mental  disease,  it  is  difficult  for  the 
alienist  to  get  the  proper  support  and  hear- 
ing, when  a case  presents  obscure  and  difficult 
points  for  analysis,  to  make  his  testimony  in 
court  of  real  value  and  significance.  The 
alienist  giving  expert  testimony  in  court  has  a 
very  different  position  to  fill  than  the  sur- 
geon who  gives  expert  opinion  as  to  the  con- 
dition of  a broken  leg,  a fractured  nose  or 
fracture  of  the  skull.  Avhen  he  is  expected  to 
give  an  expert  opinion  as  to  the  condition  of 
the  mind.  HoweAer,  he  should  be  able  to  com- 
mand the  same  respect  and  hearing  as  any 
reputable  surgeon,  oculist,  or  general  prac- 
titioner testifying  as  to  the  bodily  condition  of 
persons  in  question.  We  know  the  alienist 
now  enjoys  no  such  privilege.  We  have  only 
to  follow  the  proceedings  or  press  reports  of 
some  notorious  court  case  in  which  the  alienist 
figures,  to  have  an  idea  of  the  ordeal  to  which 
the  alienist  is  exposed.  It  is  in  court  that  the 
alienist  is  most  often  heard  about  and  ex- 
ploited, to  Aise  a rather  sinister  word,  and  ex- 
posed to  the  peoples’  judgment.  In  court  he 
faces  a judge  and  jury,  a more  or  less  critical 
public,  often  a rather  merciless  press,  and  worst 
of  all,  perhaps,  opposing  alienists,  expert  in 
the  same  subject,  but  wfith  different  vieAvpoints, 
different  objectives  and  become,  so  to  speak, 
“the  enemy  in  his  OAvn  household.”  Under 
these  circumstances  the  alienist  may  find  him- 
self at  the  end  of  an  imperfect  day  in  court, 
alone  with  his  ideas,  conclusions  and  state- 
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ments  and  a victim  of  divergent  opinions  and 
cross-examination,  so  often  complicated  by  the 
use  of  many  words,  phrases  and  technical  terms 
not  in  general  use  and  meaningless  to  those 
conducting  the  case.  . He  may  have  heard  the 
court  declare  his  testimony  of  little  value  in 
the  case  and  so  instruct.  This  may  happen  to 
any  alienist,  no  matter  how  competent.  It  has 
happened  often  in  the  past  few  years,  and  will 
continue  to  happen  unless  some  more  exact 
plan  is  adopted  for  the  alienist  to  follow  when 
giving  testimony  on  conditions  of  the  mind. 

We  have  a demonstration  now  and  then  at- 
tracting nation-wide  attention  and  morbid  in- 
terest and  curiosity  to  revolting  crimes  and 
actions  that  could  have  been  conceived  and 
carried  out  only  by  a diseased  mind.  Yet  the 
alienist  perhaps  fought  a loosing  battle  in  try- 
ing to  convince  persons,  who,  for  various  rea- 
sons, thought  differently.  Analysis  of  the  state 
of  mind  of  persons  who  have  committed  crime, 
or  who  have  been  exposed  to  court  trials  is 
rather  modern  action,  we  might  say  an  experi- 
ment. Ideas  as  old  as  crime  itself  have  been 
held  that  heinous,  grave,  serious  and  unusual 
actions  were  committed  by  people  in  theii 
proper  minds,  even  murder,  as  far  back  as 
Cain  and  the  first  murder,  and  the  criminal 
has  been  tried  by  law  and  often  sentenced  and 
punished.  The  enlightenment  and  advance  of 
civilization  has  caused  moi'e  thought  and  study 
of  the  processes  of  the  mind,  and  research  and 
investigation  into  causes  of  human  conduct  is 
being  carried  on.  There  is  now  a tendency 
to  more  humane  judgment  in  the  cases  of  socia7 
offenders  than  the  former  strict  adherence  to 
the  old  rule,  “an  eye  for  an  eye,  and  a tooth 
for  a tooth,”  permitted. 

In  line  with  many  departures  from  estab- 
lished customs  the  difficulties  of  the  alienist  in 
court  have  been  manifold.  No  subject  may 
present  such  a variety  of  opinions  as  to  what 
constitutes  a normal  state  of  mind.  Can  one 
ever  become  expert  enough  in  the  devious  and 
labyrinthine  turnings  and  twistings  of  the 
realms  of  thought  to  meet  the  endless  questions 
that  arise  when  an  attempt  is  made  to  explain 
the  usual  human  behavior  known  as  sanity, 
or  the  deviation  from  established  rules  of 
human  conduct  known  as  insanity?  We  speak 
of  a difficult  case  when  a contest  of  judgment 
arises  and  when  dissatisfaction  and  criticism 
come  over  the  question  of  sanity  or  insanity 
in  an  individual,  or  the  probable  state  of  a 


person’s  mind  in  the  past  and  the  bearing  this 
state  may  have  had  on  his  actions  or  emotions 
at  a later  time.  We  may  well  appreciate  the 
difficulties  encountered  in  giving  expert  opin- 
ion touching  the  extraordinary  processes  in- 
volved in  a mind’s  activities,  and  yet  this 
opinion  is  being  sought,  expert  testimony  be- 
ing given  and  the  ends  accomplished  in  a way. 
Of  course  it  does  not  require  the  services  of 
an  expert  in  mental  diseases  to  analyze  or 
demonstrate  actions  of  an  imbecile,  or  an  idiot, 
or  the  members  of  that  large  and  ever  grow- 
ing class  of  mental  deficients  known  as  morons. 
Moron  is  a word  derived  from  a Greek  word 
meaning:  foolish,  the  adult  with  the  intelli- 
gence  and  judgment  of  a child.  There  are 
morons  of  many  degrees  and  members  of  this 
type  of  mental  deficients  are  constantly  filling 
up  the  ranks  of  criminal  offenders.  It  is  very 
important  and  it  should  not  be  difficult  to  iden- 
tify the  moron,  especially  if  any  record  is  at 
hand  of  previous  life  and  activities.  The  lay- 
man may  soon  come  to  know  this  type  of 
offender  well,  who  is  becoming  far  too  familiar 
to  us  all. 

A well-known  lawyer  of  Chicago,  recently 
active  in  the  case  of  two  young  criminals  of 
the  homicidal  type  and  a case  in  which  alienists 
were  brought  into  much  prominence,  made  the 
statement  that  the  modern  criminal  trial  need 
last  only  a very  short  while,  a decision  being 
speedily  reached.  The  resulting  sentence  often 
shows  how  apparent  the  final  decision  was 
from  the  first.  We  may  wonder  at  hearing 
such  a statement  from  an  authority  in  crime. 
We  are  apt  to  think  that  a criminal  case  may 
be  drawn  out  almost  indefinitely,  with  so  much 
divergent  opinion  often  leading  such  a devious 
course. 

We  ourselves  often  are  surprised  and  won- 
der how  so  much  argument  can  arise  over  the 
state  of  person’s  mind,  when  it  appears 
so  plain  that  mental  defect  exists.  The  state 
of  a criminal’s  mind  may  resemble  the  will-o’- 
the-wisp  of  judicial  sentence.  We  are  familiar 
with  the  brain  substance  as  seen  after  death, 
a lifeless  solidified  mass  or  object  with  various 
lines  and  subdivisions  resembling  sponge  mat- 
ter, but  it  has  been  almost  demonstrated  that 
during  life  the  brain  is  more  or  less  in  a fluid 

o _ 

state,  perhaps  constantly  in  motion,  ideas  flow- 
ing and  eddying  like  tidal  waves,  as  the  ocean 
tides  mysteriously  ebb  and  flow,  subject  to 
some  fixed  law  of  nature.  We  can  conjecture 
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that  our  thoughts  and  emotions  are  also  sub- 
ject to  fixed  rules  governing  human  conduct, 
the  great  plan  of  thought  and  action  depend- 
ing upon  nerve  stability,  and,  in  a measure 
training.  Our  thoughts  are  beyond  control, 
differing  in  this  respect  very  much  from  our 
actions,  which  should  be  and  are  controllable 
by  well-balanced  people.  Thought  is  sanity, 
action  may  become  insanity.  We  are  all  con- 
scious of  harbouring  impossible  thoughts  that 
throng  our  minds,  wildest  of  wild  ideas,  per- 
haps, and  impossible  of  being  carried  out,  for 
sanity  depends  on  action  and  not  giving  way 
to  wild  ideas.  An  interesting  statement  has 
been  made  that  no  set  of  thoughts  or  ideas 
can  occupy  a place  in  our  minds  and  be  in  full 
control  longer  than  thirty  seconds  at  a time. 
Other  ideas  and  thoughts  take  their  place  and 
dominate  for  a short  time,  so  the  sanest  person 
may  be  host  to  most  insane  ideas,  but  he  keeps 
control  of  his  actions  and  is  master  of  his 
mind  and  his  actions.  This  reasoning  con- 
stitutes sanity,  so  it  would  seem  to  be  a rela- 
tively simple  process  for  an  alienist  to  be 
able  to  put  in  understandable  words  the  mental 
status  or  condition  of  a person  on  trial  as  he 
sees  it  so  that  a jury  of  twelve  could  easily 
understand  what  he  is  talking  about  and  what 
he  wants  them  to  know.  The  time  may  come 
when  a pei’son  who  has  committed  murder, 
assault,  arson,  theft,  forgery,  adultery,  maim- 
ing, practiced  prostitution,  is  a victim  of 
drunkenness  or  shows  any  lack  of  regard  for 
the  well-known  laws  and  ndes  for  order,  will 
be  called  insane,  whether  of  a chronic  or  tem- 
porary nature  may  be  left  for  the  court  to  de- 
cide. The  alienist  has  made  his  statement, 
leaving  no  room  for  argument,  cross-exami- 
nation or  views  of  opposing  alienists. 

We  may  make  this  statement.  Why?  Be- 
cause the  insane  do  all  these  offenses  and  will 
continue  to  do  them;  these  are  insane  actions; 
every  known  crime  is  committed  by  the  insane. 
Do  away  with  insanity  and  crime  will  be  done 
away  with.  The  tendency  to  crime  seems  to 
be  inherent.  How  else  can  we  explain  the 
continual  recruiting  of  the  ranks  of  criminals 
and  offenders  that  goes  on  from  age  to  age? 
Why  are  laws  continually  being  made  and  con- 
tinually being  violated  ? Why  is  it  that  a law 
once  made  is  always  a law  and  must  continue 
to  be  a law,  instead  of  an  accepted  custom. 
There  can  be  no  letting  up,  for  even  the  very 
oldest  laws  are  the  laws  most  frequently 


broken.  Law  breakers  are  always  about,  be- 
cause there  are  minds  that  can  not  regard  or 
understand  the  meaning  and  necessity  of  laws. 
We  may  take  a look  at  war,  wholesale  dis- 
aster resembling  lunacy  in  all  its  phases,  in- 
stigated by  those  who  have  characteristics  in- 
variably present  in  the  most  dangerous  and 
insidious  forms  of  insanity.  We  look  back  to 
the  history  of  war  and  what  led  up  to  wars 
and  invariably  the  trail  leads  to  strange  com- 
pany; persons  of  faulty  heredity  occupying 
positions  of  power;  monarchs  possessed  with 
desire  for  gain,  but  with  just  as  much  desire 
for  that  most  fleeting  and  sinister  quality, 
power;  ideas  of  grandeur  and  display;  insane 
desires  to  rise  and  rule,  regardless  of  what 
may  happen.  We  recall  the  sad  spectacle  of 
young  men  who  emerged  from  the  late  war 
with  nerves  shattered,  minds  destroyed  and  the 
many  causes  promulgated  for  this  wretched 
state  of  affairs.  How  could  these  young  men 
enter  the  war  apparently  sound  and  emerge  in 
such  sad  condition  mentally?  May  not  these 
jmung  men  have  only  run  true  to  form  in  carry- 
ing out  the  general  madness  all  about  them? 
If  the  world  truly  desires  to  be  free  from  the 
repetition  of  the  madness  and  insanity  of  war, 
as  well  as  from  other  crimes  and  offenses 
against  the  peace  and  security  of  the  world, 
the  expert  alienist  must  come  more  and  more 
to  the  front  in  peace  and  war  deliberations  and 
analyses  of  the  meaning  and  processes  of 
human  behavior  and  be  able  to  voice  his  find- 
ings in  no  uncertain  terms.  We  live  in  an  era 
of  psychology,  the  study  and  science  of  human 
behavior.  In  schools  and  colleges  it  is  an  im- 
portant study  and  in  all  branches  of  learning 
it  has  an  important  place.  The  alienist,  as  an 
expert  in  his  subject,  should  be  able  to  tell  in 
language  understandable  and  good  for  ordi- 
nary practical  purposes,  what  intelligence  is 
and  its  uses;  nature’s  gift,  a gift  that  may,  as 
a gifted  writer  says,  “be  lost  by  accident,  dis- 
ease, neglect  and  misuse.  We  may  not  all  be 
expert  enough  so  that  after  “fifteen  minutes’ 
interview  with  a person  we  will  be  able  to 
give  the  measure  of  his  intelligence,”  but  the 
alienist  should  be  regarded  as  a master  of  his 
subject  and  he  should  so  impress  those  who 
may  look  to  him  for  opinion  and  advice.  In 
a recent  issue  of  a current  magazine  there  is 
an  article  of  much  interest  on  the  subject  of 
psychiatry  in  the  courts  that  shows  a hopeful 
sign  that  the  expert  alienist  will  in  time  have 
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a real  place  of  power  and  usefulness  in  all  the 
courts  of  the  land.  He  surely  needs  such  a 
place,  so  that  in  court  trials  in  the  future, 
when  having  expert  testimony  as  a part  of 
the  conduct  and  taking  a part  in  the  final  out- 
come of  the  trial,  the  proceedings  may  be  free 
from  the  anomalies  and  surprises  that  confront 
us  now  when  expert  testimony  is  given  in  a 
court  case. 


SINUSITIS— DIAGNOSIS  AND 
TREATMENT." 

By  G.  B.  TRIBLE,  M.  D„  F.  A.  C.  S.,  Washington,  D.  C. 

The  embryplogical  and  anatomical  features 
of  the  sinuses  are  the  determining  factors  in 
the  diagnosis  and  treatment  of  their  pathologic 
conditions.  Grossly,  they  may  be  divided  into 
a group  with  gravity  drainage  and  another 
without  gravity  drainage,  and  the  develop- 
ment or  lack  of  development  of  the  normal 
pneumatization  has  a great  influence  in  the 
course  of  any  infection.  Experimental  work 
with  animals  has  shown  the  great  influence  of 
proper  nutrition  and  nutritive  agents  in  sinus 
development.  Reviewing  for  a moment  the 
anatomy,  we  find,  in  the  case  of  the  frontal 
sinus,  a development  in  various  ways:  by  a 
direct  extension  of  the  whole  recessus  fron- 
talis, or  from  one  of  the  anterior  groups  of 
ethmoid  cells  having  their  origin  in  the  frontal 
furrows.  This  sinus  is  represented  in  its 
rudimentary  state  early  in  infancy,  though  not 
necessarily  in  its  frontal  location,  but  hav- 
ing its  future  drainage  determined  by  its 
embryological  type.  If  the  development  is 
from  an  anterior  ethmoid  cell,  there  is  a true 
naso-frontal  duct;  if  by  direct  extension  from 
the  recess,  there  is  no  true  duct.  It  fre- 
quently varies  on  the  two  sides  in  the  same 
individual;  in  adult  life  it  may  be  divided  by 
septa:  its  floor  may  be  encroached  upon  by  the 
bulla,  occasionally  absent,  but  not  infrequently 
found  in  the  vertical  portion  of  the  bone. 
One  can  readily  understand  the  unsatisfactory 
operative  field  this  presents,  so  much  so  that 
the  pendulum  in  the  Viennese  Clinics  has  again 
swung  to  the  older  radical  mutilating  opera- 
tions with  no  attempt  to  preserve  a support- 
ing bridge.  The  nasal  frontal  duct  is  even 
more  variable  in  its  anatomy,  and  probing  it 
successfully  is  rather  more  rare  than  is  com- 
monly supposed. 

♦Read  before  the  District  of  Columbia  Medical  Society,  Novem- 
ber, 1923. 


Maxillary : This  sinus  develops  early  as  a 
slit-like  indentation  in  the  nasal  lateral  wall, 
gradually  hollowing  out  the  maxillary  bone, 
and  limited  by  the  close  proximity  of  the 
alveolar  process  to  the  orbit.  By  this  same 
consideration,  the  inferior  nasal  meatus  is  not 
in  direct  contact  with  the  infantile  maxillary 
sinus  until  after  eight  years  of  age.  This  is 
to  be  borne  in  mind  in  exploratory  punctures 
in'  children,  or  the  antral  cavity  may  be  en- 
tirely missed  and  the  cheek  penetrated.  Fur- 
ther than  that,  the  danger  of  injury  to  the 
tooth  buds  must  be  remembered,  and  the  nar- 
row transverse  diameter  must  be  borne  in 
mind  in  both  external  and  intra-nasal  opera- 
tions. The  most  common  fallacy  in  the  adult 
sinus  is  the  belief  that  the  canine  is  in  rela- 
tion to  the  antral  floor,  the  first  pre-molar, 
and  to  a greater  extent,  the  second  pre-molar, 
but  according  to  Schaeffer,  the  molars  are  the 
most  intimately  in  contact.  Compartments 
formed  by  ridges  are  frequently  found,  inter- 
fering with  drainage.  Infections  of  dental 
origin  are  commonly  given  as  from  20  per 
cent  to  30  per  cent  of  antrum  infections.  Prob- 
ably in  private  work,  the  percentage  will  de- 
pend upon  the  character  of  referred  practice. 

Dehiscences  of  the  bony  walls  are  not  un- 
usual. particularly  in  diseased  conditions  in 
anjr  of  the  sinuses.  For  the  reason  that  the 
normal  ostium  is  high,  needle  puncture  and 
washing  will  bring  out  pus  after  apparatus 
like  the  Sorensen  or  Coffin  sinus  suction  has 
failed,  and  must  be  used  in  treatment  and 
diagnosis.  The  sphenoid  and  posterior  eth- 
moicls  were,  prior  to  the  anatomical  studies  of 
Zuckerkandl,  not  considered  surgically  acces 
sible,  but  following  the  leadership  of  Hajek, 
a line  of  operative  procedure  was  built  up  that 
has  stood  the  test  of  time  and  is  the  basis  of 
Sluder’s  intra-nasal  work.  To  Sluder  belongs 
the  credit  of  bringing  before  the  medical  pro- 
fession the  associated  conditions,  due  to  the 
anatomical  relationship  of  the  sinuses.  In  the 
case  of  the  sphenoid,  developing  relatively 
early,  assuming  sufficient  size  by  the  end  of 
the  second  or  third  year  to  be  surgically  im- 
portant, with  its  ostium  high,  varying  from 
2 mm.  to  5.5  mm.  from  the  cribriform  plate, 
retaining  secretions,  or  subject  to  inflamma- 
tory changes  in  its  mucosa  or  bony  walls,  giv- 
ing rise  to  widespread  nerve  disturbance,  the 
surgical  importance  cannot  be  over-empha- 
sized. With  wider  pneumatization  in  the 
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adult,  the  contents  of  the  sphenoidal  fissure, 
the  ophthalmic,  oculomotor,  trochlear  and 
abducens,  with  a possible  involvement  of  the 
foramen  rotunduin  with  the  maxillary,  or  the 
foramen  ovale  with  the  mandibular,  but  es- 
pecially important  is  its  relationship  to  the 
optic  nerve,  which  may  even  be  contained  in 
its  cavity.  With  a hollowing  out  of  the  body 
of  the  bone,  the  vidian  canal  is  exposed  and 
the  vidian  nerve  is  practically  in  the  sinus,  or 
protected  by  the  thinnest  layer  of  bone,  and 
subject  to  any  of  the  inflammatory  changes 
common  to  the  nasal  chambers.  Directly  in 
contact  with  the  inferior  surface  of  the  body 
of  the  sphenoid  is  the  sphenopalatine  fossa, 
containing  Meckel's  ganglion.  Surrounding 
the  sphenoid  and  in  close  contact  with  it  is 
the  dural  cavernous  sinus;  above  it  the  pitui- 
tary. Structurally,  the  anterior  surface  is 
thinnest  in  the  upper  portion  near  the  cribi- 
form.  heavier  toward  the  floor,  frequently  un- 
equally divided,  incomplete  septa  forming  par- 
tially closed  chambers  and  extending  often  as 
diverticula  into  the  greater  and  lesser  wings, 
presenting  occasional  dehiscences  of  the  wall, 
so  that  its  mucosa  comes  in  direct  contact  with 
the  dura.  The  relationship  of  the  optic  nerve 
and  commissure  early  attracted  attention  to  the 
sphenoid  and  posterior  ethmoids.  In  its  course 
the  average  length  of  the  nerve  is  32  mm.  to 
55  mm.,  acording  to  Schaeffer,  with  25  mm.  to 
40  mm.  intra-orbital,  the  remaining  portion  in 
relation  to  the  posterior  ethmoids  and  sphe- 
noid sinuses. 

In  considering  the  ethmoid  cells,  the  varia- 
tions of  anatomy  are  so  striking  that  it  can 
readily  be  seen  there  is  no  type.  This  is  com- 
mon with  other  organs  undergoing:  involution. 
Developing  as  extensions  of  the  nasal  mucosa 
from  middle,  superior,  and  supreme  nasal 
meatuses,  and  found  early  in  fetal  life,  there 
is  no  uniformity  of  development,  and  each  cell 
communicates  with  the  meatus  from  which  it 
arises.  In  general  two  groups  can  be  dis- 
tinguished, an  anterior  group  developing  from 
cells  below  the  attachment  of  the  middle  tur- 
binate. and  the  posterior  group  from  above  the 
line  of  conchal  attachment.  In  addition,  there 
is  a so-called  middle  group,  classed  by  Schaef- 
fer as  in  the  anterior  group,  which  later  is 
found  as  the  bullar  cells. 

The  posterior  ethmoid  cells  may  pneumatize 
the  supra-orbital  plate  of  the  frontal,  or  the 


infra-orbital  plate  of  the  superior  maxillary, 
or  extend  backward  into  the  sphenoid. 

In  the  adult,  there  are  even  more  wide  varia- 
t i o n s,  ethmoid-frontal,  ethmoid-lacrimal, 
ethmo-palatine,  or  extension  to  the  middle 
turbinate.  Surgically  one  of  the  most  com- 
mon findings  is  an  extension  of  the  anterior 
ethmoid  cells  into  the  floor  of  the  frontal  sinus, 
giving  the  so-called  frontal  bulla.  Dehiscence 
in  the  bony  Avail,  in  common  with  the  other 
sinuses,  may  be  embryological  in  origin,  or  as 
a result  of  a rarefying  osteitis,  and  a menin- 
geal infection,  may  result  from  contiguity. 
Posterior  development  of  the  ethmoid  cells 
may  so  encroach  upon  the  sphenoid  that  the 
optic  nerve  may  be  surrounded  b}r  post-eth- 
moid cells,  and  other  cases  may  be  so  arranged 
that  the  sphenopalatine  ganglion  may  be  in 
contact  Avith  the  post-ethmoid  cells.  Infundi- 
bulum cells  extend  often  into  the  agger  nasi, 
and  even  into  the  inferior  concha. 

Experience  has  taught  that  a polysinusitis, 
rather  than  involvement  of  a single  sinus, ^ 
the  rule,  the  exception  being  the  ascending 
antral  infections  from  alveolar  apical  abscesses, 
usually  inA’oh-ement  from  direct  extension. 

Sinusitis  is  widespread.  The  simple  looking 
coryza  that  does  not  clean  up,  the  neuralgias 
around  the  face,  neck,  and  shoulder,  should  all 
be  danger  signals.  Ski  Hern  quotes  Gradenigo 
as  giving  positive  autopsy  findings  of  22  per 
cent  in  203  post-mortems,  regardless  of  causes 
of  death;  Harke  34.5  per  cent  in  146;  Oppeko- 
fer  47  per  cent  in  200  cases;  while  in  death 
from  influenza  and  pneumonia  it  ran  higher. 
In  the  great  clinic  of  Chiari,  using  the  older 
technique,  in  the  presence  of  macroscopic  free 
pus,  granulations,  or  polypi,  2 per  cent  of  cases 
Avere  given  as  sinusitis.  The  bacterial  findings 
are  chiefly  streptococci,  viridans  and  hemolvti- 
cus,  staphylococci,  influenza  bacilli  or  pneu- 
mococci, but  any  organism  that  invades  or 
finds  a suitable  habitat  in  the  mouth,  nose, 
throat,  or  upper  respiratory  tract  may  be 
found  in  the  nasal  accessory  sinuses.  Pearce, 
of  Boston,  in  autopsies  on  seventy- five  children 
dying  of  diphtheria,  got  positive  sinus  cultures 
from  every  case.  This  simply  tends  to  con- 
firm what  is  found  in  other  portions  of  the 
body,  that  there  is  no  sharp  limit  or  boundary 
for  bacterial  invasion.  Clinically,  Ave  may  di- 
vide the  types  of  sinusitis  into : 

1.  Catarrhal,  (a)  acute,  and  (b)  chronic 

2.  Suppurative  (a)  acute,  and  (b)  chronic 

3.  Hyperplastic 
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4.  Atrophic 

5.  Vacuum 

6.  Mucocele  % 

7.  Luetic 

8.  Malignant 

And  to  these  may  be  added  a type  or  com- 
plication of  other  types,  an  osteitis  or  osteo- 
myelitis of  the  sinus  walls,  due  to  their  paucity 
of  protection. 

The  symptoms  presented  depend'  upon  sev- 
eral factors;  the  sinus  being  chifly  involved, 
gives  the  predominant  tone  or  color.  The 
acuity  or  chronicity  of  the  infection,  the  ques- 
tion of  the  general  physical  condition  and 
mental  make-up  of  the  patient,  for  instance, 
childhood  and  the  nutritional  factors  con- 
tinually associated  with  that  period,  influence, 
markedly,  the  condition. 

Subjective  symptoms  cannot  be  relied  upon 
to  establish  a diagnosis,  but  taken  in  conjunc- 
tion with  the  local  fundings,  trans-illumina- 
tion, and  X-ray,  offer  a deal  of  help,  for  the 
one  great  complaint  of  almost  universal  prev- 
alence at  some  time  or  another  in  sinusitis 
is  headache.  Headache  may  or  may  not  be 
definite  in  its  location.  Skillern  has  given 
certain  areas  as  being  relatively  characteristic, 
over  the  brow,  indicative  of  maxillary  or 
frontal  suppuration,  frontal  headache  from 
frontal  sinusitis  of  a chronic  type,  vertex  pain 
from  the  sphenoid  and  ethmoid,  pain  in  the 
occiput  from  the  sphenoid.  In  this  connec- 
tion, it  is  interesting  to  note  that  with  the  use 
of  the  suction  apparatus,  and  the  production 
of  a negative  nasal  pressure,  there  is  more 
often  a complaint  of  occipital  pain  than  any 
other.  Next  in  frequency  is  pain  above  and 
behind  the  eye.  Since  more  than  one  sinus  is 
usually  involved,  any  combination  or  variation 
may  be  encountered,  and  confusion  will  occur 
if  localization  by  means  of  direct  pain  is  at- 
tempted. 

Sinus  headaches,  in  general,  are  distinguished 
from  those  of  ocular  origin,  due  to  ref ractL  e 
errors,  by  their  independence  of  eye  use,  by 
their  tendency  to  be  worse  in  the  morning  and 
gradually  wear  off  during  the  day.  This  char- 
acteristic depends  upon  the  drainage  being 
established,  or  the  approaches  to  the  ostia  be- 
coming less  congested  by  moving  about,  or  as- 
suming the  erect  or  semi-erect  position. 

Eye  headaches  are  frequently  frontal,  clear 
up  on  eye  rest,  unless,  of  course,  due  to  some 
inflammatory  condition  such  as  iritis,  irido- 
cyclitis, or  glaucoma.  Change  of  position,  such 


as  bending  forward,  aggravates  a sinus  head- 
ache. Ewing’s  sign,  pain  on  making  pressure 
over  the  site  of  the  insertion  of  the  superior 
oblique,  is  a diagnostic  point,  and  indicates  an 
inflammation  of  the  frontal  sinus,  and  is 
caused  by  an  extension  to  the  periosteum  at 
the  insertion  of  the  pulley. 

Skillern  gives  as  causes  of  headache,  com- 
mon to  sinus  disease,  the  following: 

a.  Swelling  of  the  mucosa,  with  nerve  pres- 
sure. 

b.  Direct  contact  of  the  swollen  mucosa. 

c.  Negative  pressure  in  the  sinus. 

d.  Ulceration  of  the  mucosa,  with  nerve  in- 
volvement. 

e.  Absorption  of  toxins. 

f.  Disturbance  in  the  blood  and  lymph  cir- 
culation at  the  base  of  the  skull. 

Among  the  moot  question  of  this  phase  of 
rhinology  is  the  Sluder  syndrome  or  symp- 
tom complex — pain  down  the  neck  and  arm. 
Sluder’s  idea  is  that  both  headaches  and  neu- 
ralgias are  evidence  of  peripheral  nerve  irri- 
tation. We  should  remember  especially  the 
anatomy  of  the  sphenoid,  and  the  spheno- 
palatine ganglion,  a trunk  lying  practically  in 
a paranasal  cell,  sub-mucously  or  nearly  so, 
and  exposed  to  all  the  nasal  and  sinus  in- 
fluences, good  or  evil. 

The  intimate  eye  relationship,  with  the  sinus, 
was  first  stressed  by  Ewing  and  Sluder,  and 
the  line  of  demarcation  between  true  eye  con- 
ditions and  those  of  nasal  or  paranasal  origin 
has  become  shadowy  indeed.  When  one  con- 
siders that  the  eye,  in  toto,  is  surrounded  on 
three  sides  by  paranasal  cells,  often  with 
pneumatization  advanced  far  into  the  maxil- 
lary and  frontal,  nearly  completely  sur- 
rounded, and  has  in  addition  the  optic  nerve 
and  its  vessels  against  the  wall  of  a cell  or 
actually  in  one  for  a third  of  their  length,  its 
chance  of  escape  is  rather  slight.  The  most 
simple  form  of  transmission  is  by  contiguity. 
It  may  be  evidenced  as  an  openly  inflammatory 
reaction,  from  the  extension  of  suppurative  or 
necrotic  processes,  showing  tip  in  the  orbit  as 
a cellulitis,  or  orbital  abscess. 

Pressure  on  the  optic  nerve  and  impairment 
of  the  circulation  in  its  passage  along  the  side 
of  the  sphenoid  or  post-ethmoid  as  a result  of 
inflammatory  exudate,  disturbance  of  ocular 
motility  and  displacements  of  the  globe  can 
all  result  from  sinus  disease.  Muscle  imbal- 
ance may  be  due  to  inflammatory  changes  in 
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the  bone  at  the  ocular  muscle  insertions,  as 
well  as  from  the  absorption  of  toxins.  Visual 
field  changes,  with  no  definite  opthalmoscopic 
picture,  may  have  their  source  in  the  paranasal 
cells. 

General  symptoms  in  relation  to  sinus  dis- 
ease have  not  been  well  worked  out.  Mental 
irritability  and  unstability  have  been  thought 
more  or  less  characteristic,  perhaps  due  to  a 
neurosis  from  neglected  symptoms. 

Gastric  and  gastro-intestinal  disturbances 
from  swallowed  pus  from  pharyngeal  wall 
drainage  of  the  posterior  group  may  occur. 

Objective  symptoms  vary  with  the  clinical 
type,  and  should  be  checked  by  radiograph, 
for  a proper  anatomical  study  if  for  no  other 
reason.  The  acute  and  chronic  catarrhal  con- 
ditions will  show  merely  a nasal  hyper-secre- 
tion. difficult  to  distinguish  from  an  acute 
rhinitis  or  hypertrophic  rhinitis,  and  not  neces- 
sary so  to  do.  for  usually  they  are  analogous 
conditions, — no  free  pus,  no  pus  on  aspiration, 
negative  transillumination  in  a typical  case, 
negative  radiograph,  and  response  to  cleansing 
the  nasal  mucosa,  attention  to  diet,  exercise  and 
dress,  and  mild  astringent,  antiseptic  tam- 
poning. 

Suppurative  sinusitis,  acute,  offering  rela- 
tively no  difficulty  in  diagnosis,  patient  sick, 
mild  leucocytosis,  unless  complicated,  may  be 
almost  fulminating  in  its  course.  It  depends 
for  severity  upon  the  infective  organism.  Pus 
is  foul  in  infections  from  dental  origin.  The 
speculum  and  head  light  show  free  pus,  but 
need  a non-yellow  light  of  high  intensity,  such 
as  the  Leitz  Midget  arc,  or  Spencer  micro- 
scope lamp.  Pain  over  affected  sinuses  and 
local  signs  of  inflammation  usually  clear  on 
rest  in  bed,  suction,  followed  by  irrigation  to 
remoA'e  secretions,  and  then  tamponing  with 
antiseptics,  or  the  use  of  the  Arbuckle  syringe, 
filling  the  recesses  beneath  the  turbinates  with 
1 per  cent  or  2 per  cent  mercurochrome. 
Transillumination  shows  dark  areas,  and  X- 
ray  shows  partial  or  complete  opacity,  more 
likely  partial,  for  X-ray  changes  are  not  neces- 
sarily due  to  pus  or  fluid,  but  more  often  to 
bony  changes.  If  uncomplicated,  healing  is 
rapid.  If  drainage  cannot  be  established  by 
medicinal  therapy,  surgical  intervention  is 
needed,  depending  upon  the  sinus.  In  the  an- 
trum, a pre-turbinal  opening  is  made,  followed 
by  lavage  through  a eustachian  catheter,  or 
Killian  eanula.  In  case  of  the  upper  sinus 


group,  resection  of  the  anterior  end  of  the 
middle  turbinate  is  used,  and  external  opera- 
tions only  if  constitutional  symptoms  are 
marked. 

Chronic  suppurative  sinusitis  is  a sign  that 
both  nature  and  man’s  efforts  have  failed. 
Drainage  has  not  taken  place  freely  enough, 
changes  have  occurred  in  the  mucosa  and  the 
bone,  and  surgical  treatment  is  the  rule. 

Radiographs  are  here  invaluable,  and  can- 
not be  replaced  or  substituted  by  transillumi- 
nation. The  original  infective  agents  have 
often  been  replaced  by  secondary  infections, 
and  microscopic  findings  are  not  much  to  be 
relied  upon. 

For  anatomical  relationship,  when  the  finan- 
cial resources  of  the  patient  are  limited,  an  an- 
terior-posterior ATiew  will  usually  suffice,  and 
is  preferred.  IV.  B.  C.  is  of  relatively  little 
A'alue.  Usually  a secondary  anemia,  pain, 
headache,  frequent  eye  manifestations,  and  the 
transillumination  and  radiograph  findings 
make  the  diagnostic  picture.. 

Operath-e  interference  is  here  necessary, 
and  usually  of  a radical  nature,  for  the  antrum, 
the  Luc-Caldwell  or  one  of  its  modifications, 
bearing  in  mind  the  danger  of  devitalizing  tAvo 
or  more  teeth.  In  case  of  the  frontal,  a Killian, 
Coakley,  Lynch,  or  modification  is  used  at- 
tempting to  preserve  the  facial  symmetry.  If 
only  sphenoids  or  ethmoids  are  inA’oh'ed,  the 
intra-nasal  operation  of  Sluder  affords  the 
safest  procedure. 

The  hyperplastic  type  is  associated  with  a 
hyperplastic  rhinitis,  polypoid  degeneration  is 
frequent.  Grossly,  there  is  a choking  of  the 
upper  nares,  from  the  middle  turbinate  up- 
ward. Mucosa  sIioavs  a condition  similar  to 
that  in  hay  fever.  While  no  macroscopic  pus 
may  be  noted,  microscopic  pus  is  found,  and 
it  is  here  that  extremely  good  illumination  is 
essential,  and  the  use  of  the  Leitz  arc  lamp, 
with  its  carbons,  or  the  Spencer  microscope 
lamp,  is  invaluable.  It  is  termed  hyperplastic 
rhinosinusitis  by  Beck.  It  can  offer  great 
trouble  in  diagnosis,  and  is  of  great  import- 
ance in  the  sphenoid  and  posterior  ethmoids. 
The  inflammatory  processes  invohTe  the  neiwe 
trunks,  and  give  the  referred  pain  and  neu- 
ralgias. They  show  relatively  little  to  the 
usual  head  light  and  speculum  examination. 

The  high  power  arc  lamp,  and  the  use  of 
the  naso-pharyngoscope  are  here  essential,  and 
a Wappler  invention  with  a straight  trocar  and 
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canula  enable  an  intra-antral  inspection  as 
well. 

Hyperplastic  inflammatory  changes  account 
for  the  failure  to  relieve  symptoms  by  surgical 
intervention  in  the  posterior,  ethmoid  and 
sphenoid  sinuses.  Small  areas  of  edematous 
tissue  cause  nerve  disturbance  which  does  not 
stop  when  the  sphenopalatine  ganglion  is 
cocainized,  for  the  pain  arises  in  the  sphenoid 
and  the  ganglion  is  peripheral  to  the  seat  of 
the  pain. 

Profuse  intermittent  discharge  of  a watery 
character  simulating  hay  fever  is  frequently 
found  in  these  cases.  Treatment  requires  the 
greatest  patience  and  is  combined  medical  and 
surgical.  Resection  of  the  middle  turbinate 
and  opening  and  draining  the  sphenoid  and 
posterior  ethmoids  is  frequently  resorted  to. 
General  systemic  treatment  is  always  neces- 
sary and  the  possibility  of  an  anaphylaxis  is 
not  to  be  overlooked,  as  a contributory  factor. 
The  usual  local  medicinal  measures,  cleansing 
solutions  of  an  alkaline,  non-irritating  char- 
acter. pressure  massage  of  the  inferior  turbi- 
nates. packing  and  occasional  linear  cauteriza- 
tion of  the  inferior  turbinates,  or  a shearing 
away  of  the  redundant  tissue  of  the  lower  bor- 
der. are  all.  at  times,  indicated. 

Atrophic  rhinitis  and  rhinosinusitis  is  char- 
acterized by  an  atrophy  of  the  mucosa,  a rare- 
faction of  the  bones  of  the  turbinates,  especially 
the  lower,  and  is  by  some  authorities,  pre- 
sumed to  have  its  origin  as  a sinusitis,  parti- 
cularly of  the  antrum.  Treatment  has  not  been 
of  a highly  successful  nature  in  the  true  cases. 
The  ethmoids  and  antrum  are  chiefly  involved 
and  after  the  use  of  iodine-glycerine  or 
ichthyol-glycerine  tampons,  mercurochrome 
irrigations  and  packing,  some  surgical  attempt 
is  usually  made  to  clear  out  the  affected  sinuses 
and  reduce  the  gaping  apertures  caused  by  the 
atrophy  of  the  mucosa.  These  cases  complain 
of  an  inability  to  breathe  freely  and  this  is 
theoretically  due  to  the  layer  of  stagnant  air 
along  the  sides  of  the  nares,  the  current  being 
confined  to  the  middle.  The  impression  of  the 
patient  is  that  there  is  an  obstruction,  whereas, 
in  fact,  the  aperture  is  much  larger  than  nor- 
mal and  by  glatzel  mirror,  it  can  be  shown  that 
he  expels  a tremendous  blast.  Surgically,  an 
attempt  is  made  to  clear  out  the  diseased  tis- 
sue of  the  antrum  and  ethmoids  and  bring  the 
freshened  edge  of  the  inferior  turbinate  over 
to  a freshened  area  along  the  septum  and  se- 


cure it  there  by  heavy  suture.  This  tends  to 
do  away  with  the  diseased  areas,  make  free 
drainage  into  the  antrum  and  reduce,  at  the 
same  time,  the  widened  channels. 

Vacuum  sinusitis  affects  the  frontal,  is  in- 
fluenced a great  deal  by  a high  narrow  nose, 
high  palatal  arch,  enlargement  of  the  middle 
turbinates,  or  an  engorgement  of  the  mucosa 
of  the  superior  meatus.  The  normal  ventila- 
tion of  the  ostia  is  interfered  with  and  vacuum 
headaches  arise.  In  this  connection,  the  rarity 
of  true  sinusitis  among  the  negroes  may  be 
noted,  polypoid  degenerations  are  sometimes 
found,  luetic  bone  changes  are  common,  but  a 
true  sinusitis  is  rare.  This  is  probably  due  to 
their  facility  of  ventilation  and  drainage  with 
their  low  noses  and  rather  wide  chambers,  cer- 
tainly not  due  to  their  freedom  from  affections 
of  the  upper  respiratory  tract.  In  the  vacuum 
cases,  correction  of  septal  deflections,  fractur- 
ing the  middle  turbinate  toward  the  septum, 
or  removal  of  its  anterior  end.  is  usually  suc- 
cessful. Preliminary  to  shrinking  with  weak 
cocaine  and  adrenalin  solutions,  the  applica- 
tion of  astringents  should  be  attempted  and 
will  usually  afford,  at  least,  a temporary  re- 
lief. 

Mucocele  is  characterized  by  slow  progress 
and  little  pain,  due  to  closure  of  the  natural 
drainage  channels  and  accumulation  of  secre- 
tions, and  it  affects  usually  the  frontal  and 
ethmoid  cells.  It  may  undergo  secondary  af- 
fection and  by  absorption  of  the  watery,  ele- 
ments has  been  reported  as  becoming  as  more 
or  less  solid  or  caseous.  This  condition  can 
best  be  diagnosed  by  the  X-rays.  When  the 
large  cell  with  thin  walls  will  attract  immedi- 
ate attention,  relief  is,  of  course,  by  surgical 
measures. 

Luetic  involvement  is  protean  in  character, 
affects  the  sinuses  as  well  as  the  other  parts  of 
the  body.  It  is  characterized  as  usual  by  an 
obliterating  endarteritis  and  a rarefying  ostei- 
tis. Operative  exposure  may  show  thin 
crumbling  sinus  walls  or  absence  of  bony  struc- 
ture over  large  areas.  It  yields  in  a syphilitic 
phase  to  the  usual  treatment  and  the  local  con- 
dition is  handled  symptomatically,  depending 
entirely  upon  the  type  of  sinusitis  it  simulates. 

Malignant  diseases  of  the  sinuses  are  rela- 
tively rare,  probably  the  most  commonly  found 
is  involvement  of  the  antrum,  arising  from  an 
irritative  focus  around  an  infected  tooth  socket 
blit  may  arise  de  novo.  There  is  often  a per- 
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sistent  dental  neuralgia,  sometimes  a first  and 
always  a most  distressing  symptom,  and  one 
which  has  led  to  grave  errors  in  diagnosis 
until  irreparable  damage  has  been  done.  The 
treatment  is  that  of  malignancy  elsewhere, 
modified  by  the  anatomical  relationships  pe- 
culiar to  the  region  involved. 

In  any  of  the  suppurative  conditions,  there 
may  arise  an  osteomyelitis,  from  direct  exten- 
sion of  the  infection  to  the  bony  walls.  It 
may  follow  surgical  intervention,  with  the 
necessary  breaking  down  of  the  natural  pro- 
tective barriers.  Particularly  is  this  true  in 
the  case  of  the  frontal  where  the  periosteum  has 
been  stripped  from  the  bone  extensively.  This 
is  one  of  the  advantages  of  the  Lynch  opera- 
tion. and  also  of  Coakley’s  modification  of  the 
Killian.  Treatment  of  osteomyelitis  is  the 
same  as  in  other  regions, — removal  of  the  dead 
bone,  free  drainage  and  attention  to  the  gen- 
eral health.  The  question  of  vaccine  therapy 
in  suppurations  of  the  paranasal  cells  has  been, 
by  the  majority,  answered  in  the  negative; 
that  is.  no  particular  value  has  been  found. 
As  a means  of  raising  the  resistance  and  in- 
creasing the  bactericidal  power  of  the  blood, 
there  are  circumstances  in  which  it  is  advis- 
able. but  the  low  index  of  absorption  from  the 
sinuses  is  well-known  and  probably  accounts 
for  the  relative  rarity  of  systemic  infections 
from  sinus  suppurations.  Large  collections  of 
pus  are  found  that  have  been  known  to  exist 
for  years  with  but  little  deterioration  in  the 
general  health. 

Prophylaxis,  in  general  a mild  preventive 
treatment,  should  be  taught  all  patients  with 
upper  respiratory  afflictions  and  a first  great 
point  is  avoiding  the  unnecessary  blowing  of 
the  nose,  particularly  when  both  sides  are 
held.  It  is  rather  pathetic  to  see  the  young 
mothers  pride  in  her  offspring’s  vigorous 
nose-blowing.  It  is  simply  spreading  infec- 
tion to  the  sinuses  and  ears.  The  next  is  a 
question  of  douching  and  insufflation  from 
the  hand  as  carried  out  by  the  average  patient. 
Does  it  do  good  or  do  harm?  Probably  harm. 
It  can  do  but  little  possible  good.  The  next 
point  is  the  great  desirability  of  the  surgical 
removal  of  all  obstructions,  and  making  an 
attempt  to  equalize  the  ventilation  of  the  nasal 
chambers. 

Co-operation  with  the  dental  profession  in 
advising  the  regular  inspection  and  prophy- 
lactic treatment  of  the  teeth  and  surgical  re- 


moval of  those  showing  apical  absorption  in 
the  contiguous  antral  area  will  cut  down  the 
number  of  antrum  infections  of  dental  origin. 
102G  Sixteenth  Street , N . W. 


Proceedings  of  Societies 

The  Southside  Virginia  Medical  Association 

Met  in  Petersburg  on  Tuesday,  September 
the  8th,  with  the  largest  attendanc  of  its  his- 
tory. Dr.  H.  M.  Snead,  of  South  Hill,  pre- 
sided. A splendid  program  had  been  arranged, 
three  of  the  most  interesting  features  being  a 
discussion  of  Birth  Control  by  Dr.  W.  A. 
Plecker,  State  Registrar  of  Vital  Statistics,  an 
X-ray  motion  picture  demonstration  of  the 
Gastric  Motor  Phenomena  by  Dr.  Wright 
Clarkson  of  Petersburg,  and  an  X-ray  and 
motion  picture  demonstration  of  the  activities 
of  the  Bronchoscopic  Clinic  of  Philadelphia  by 
Dr.  L.  H.  Clerf,  associate  of  Dr.  Chevalier 
Jackson. 

Dr.  H.  M.  Snead,  South  Hill,  was  appointed 
delegate  from  the  Association  to  the  Richmond 
meeting  of  the  State  Society. 

After  the  meeting,  the  visiting  doctors  were 
given  a trip  through  the  newly  discovered 
tunnels  of  the  Civil  War  near  Petersburg  and 
an  excellent  dinner  was  served  at  the  country 
club  by  the  Petersburg  Faculty. 

The  next  meeting  will  be  held  in  South  Hill 
in  December. 

R.  L.  Raiford,  Secretary. 

The  Medical  Association  of  the  Valley  of  Vir- 
ginia 

Held  its  regular  semi-annual  meeting  in 
Winchester,  September  24,  under  the  presi- 
dency of  Dr.  D.  M.  Kipps,  of  Front  Royal. 
Luncheon  was  tendered  the  members  between 
the  morning  and  afternoon  sessions.  A resolu- 
tion offered  by  Dr.  Hunter  H.  McGuire,  of 
Winchester,  advocating  the  legislative  changes 
proposed  by  the  Medical  Society  of  Virginia 
in  reference  to  income  tax  reduction  and  the 
Narcotic  tax,  and  providing  that  a copy  of 
these  resolutions  be  sent  to  our  senators  and 
representatives,  was  adopted.  Dr.  P.  W.  Boyd, 
Winchester,  was  elected  delegate  to  the  Rich- 
mon  meeting  of  the  State  Society,  and  Dr.  Guy 
R.  Fisher,  Staunton,  was  elected  alternate. 

The  following  officers  were  elected  for  the 
coming  year:  President,  Dr.  P.  W.  Boyd,  Win- 
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Chester;  vice-presidents,  Dr.  Alex  F.  Robert- 
son. Jr.,  Staunton,  Dr.  C.  O.  Dearmont,  White 
Post,  and  Dr.  J.  H.  Deyerle,  Harrisonburg; 
secretary,  Dr.  L.  F.  Hansbrough,  Front  Royal; 
and  treasurer,  Dr.  M.  P.  Jones,  Churchville. 
The  Mecklenburg  County  Medical  Society 
Met  at  the  Chase  City  Hospital,  September 
22,  with  a good  attendance.  A number  of  in- 
teresting papers  were  read  and  discussed.  Dr. 
W.  W.  Wilkinson.  La  Crosse,  was  elected  presi- 
dent, and  Dr.  A.  T.  Finch,  Chase  City,  secre- 
tary. Dr.  Finch  was  elected  delegate  to  the 
coming  meeting  of  the  State  Society  and  Dr. 
Wilkinson,  alternate. 

The  Fairfax  County  Medical  Society, 

At  a recent  meeting,  elected  Dr.  James  H. 
Ferguson,  Clifton  Station,  Va.,  president,  and 
re-elected  Dr.  Wm.  P.  Caton,  Fairfax,  secre- 
tary. Dr.  William  Meyer,  Herndon,  was 
elected  delegate  and  Dr.  F.  M.  Brooks,  Swet- 
nam.  alternate,  to  the  Richmond  meeting  of 
the  State  Society. 

The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our 
letter  of  July  31st,  1925,  the  following  have  been 
accepted: 

E.  Bilhuber,  Inc. 

Theocalcin 

Theocalcin  7%  Gr.  Tablets. 

Lederle  Antitoxin  Laboratories 

Anti-Anthrax  Serum  20  c.c.  Vial. 

Tuberculin  Pirquet  Test  (“T.  O.”),  10  Capillary 
Tubes. 

Tuberculin  Pirquet  Test  (“T.  O.”)  25  Capillary 
Tubes. 

Merck  & Co. 

Iodipin  40  per  cent. 

Ampules  Iodipin  40  per  cent,  1 c.c. 

Ampules  Iodipin  40  per  cent,  2 c.c. 

H.  A.  Metz  Laboratories 

Novarsenobenzol-Billon  0.15  Gm.  Ampules. 

Novarsenobenzol-Billon  0.3  Gm.  Ampules. 

Novarsenobenzol-Billon  0.45  Gm.  Ampules. 

' Novarsenobenzol-Billon  0.75  Gm.  Ampules. 

H.  K.  Mulford  Co. 

Proteins  Dried — Mulford 
Almond  Protein  Dried — Mulford,  Apple  Protein 
Dried — Mulford,  Asparagus  Protein  Dried — 
Mulford,  Banana  Protein  Dried — Mulford,  Bar- 
ley Protein  Dried — Mulford,  Bean  (Lima)  Pro- 
tein Dried — Mulford,  Bean  (Navy)  Protein 
Dried — Mulford,  Bean  (String)  Protein  Dried 
— Mulford,  Beef  Protein  Dried — Mulford,  Beet 
Protein  Dried — Mulford,  Buckwheat  Protein 
Dried — Mulford,  Cabbage  Protein  Dried— Mul- 
ford, Cantaloupe  Protein  Dried — Mulford,  Car- 
rot Protein  Dried — Mulford,  Cat  Hair  Protein 
Dried — Mulford,  Cattle  Dander  Protein  Dried — 
Mulford,  Cauliflower  Protein  Dried — Mulford, 
Celery  Protein  Dried — Mulford,  Chicken  Pro- 
tein Dried — Mulford,  Chicken  Feather  Protein 
Dried — Mulford,  Clam  Protein  Dried — Mulford, 


Cocoa  Protein  Dried — Mulford,  Codfish  Protein 
Dried — Mulford,  Coffee  Protein  Dried — Mul- 
ford, Coli  (Communis)  Bacillus  Protein  Dried 
— Mulford,  Corn  Protein  Dried— Mulford,  Cu- 
cumber Protein  Dried — Mulford,  Diphtheroid 
(Polyvalent)  Bacillus  Protein  Dried — Mulford, 
Dog  Hair  Protein  Dried — Mulford,  Dysentery 
Bacillus  (Polyvalent)  Protein  Dried — Mulford, 
Eggplant  Protein  Dried — Mulford,  Egg  White 
Protein  Dried — Mulford,  Egg  Yolk  Protein 
Dried — Mulford,  Flaxseed  Protein  Dried — Mul- 
ford, Friedlander  Bacillus  Protein  Dried — Mul- 
ford, Goose  Feather  Protein  Dried — Mulford, 
Gonococcus  Bacillus  (Polyvalent)  Protein 
Dried — Mulford,  Guinea-Pig  Hair  Protein  Dried 
— Mulford,  Horse  Dander  Protein  Dried — Mul- 
ford, Horse  Serum  Protein  Dried — Mulford, 
Influenza  Bacillus  Protein  Dried — Mulford, 
Kapok  Protein  Dried — Mulford,  Lamb  Protein 
Dried — Mulford,  Lettuce  Protein  Dried — Mul- 
ford, Lobster  Protein  Dried — Mulford,  Mack- 
erel Protein  Dried — Mulford,  Meningococcus 
Bacillus  (Polyvalent)  Protein  Dried — Mulford, 
Micrococcus  Catarrhalis  Bacillus  Protein  Dried 
Mulford,  Oat  Protein  Dried — Mulford,  Onion 
Protein  Dried — Mulford,  Orange  Protein  Dried 
— Mulford,  Orris  Root  Protein  Dried — Mulford, 
Oyster  Protein  Dried — Mulford,  Paratyphosus 
Bacillus  “A”  Protein  Dried — Mulford,  Paraty- 
phosus Bacillus  “B”  Protein  Dried — Mulford, 
Pertussis  Bacillus  (Polyvalent)  Protein  Dried 
— Mulford,  Pea  Protein  Dried — Mulford,  Pea- 
nut Protein  Dried— Mulford,  Pepper  (Black) 
Protein  Dried — Mulford,  Pneumococcus  Ba- 
cillus (Polyvalent)  Protein  Dried — Mulford, 
Pork  Protein  Dried — Mulford,  Potato  Protein 
Dried — Mulford,  Rabbit  Hair  Protein  Dried — 
Mulford,  Rice  Protein  Dried — Mulford,  Rice 
Powder  (Polish)  Protein  Dried — Mulford,  Rye 
Protein  Dried — Mulford,  Salmon  Protein  Dried 
— Mulford,  Spinach  Protein  Dried — Mulford, 
Squash  Protein  Dried — Mulford,  Strawberry 
Protein  Dried — Mulford,  Sheep’s  Wool  Protein 
Dried — Mulford,  Staphylococcus  Bacillus  (Al- 
bus  and  Aureus)  Protein  Dried — Mulford, 
Streptococcus  Bacillus  (Polyvalent)  Protein 
Dried — Mulford,  Sweet  Potato  Protein  Dried — 
Mulford,  Tea  Protein  Dried — -Mulford,  Tomato 
Protein  Dried — Mulford,  Tobacco  Protein  Dried 
— Mulford,  Tubercle  Bacillus  (Human)  Protein 
Dried — Mulford,  Tubercle  Bacillus  (Bovine) 
Protein  Dried — Mulford,  Typhosus  Bacillus 
Protein  Dried — Mulford,  Veal  Protein  Dried — 
Mulford,  Walnut  Protein  Dried — Mulford, 
Wheat  Protein  Dried — Mulford. 

Protein  Extracts — Mulford 

Almond  Protein  Extract — Mulford,  Apple  Protein 
Extract — Mulford,  Asparagus  Protein  Extract 
— Mulford,  Banana  Protein  Extract — Mulford, 
Barley  Protein  Extract — Mulford,  Bean  (Lima) 
Protein  Extract — Mulford,  Bean  (Navy)  Pro- 
tein Extract — Mulford,  Bean  (String)  Protein 
Extract — Mulford,  Beef  Protein  Extract — Mul- 
ford, Beet  Protein  Extract — Mulford,  Buck- 
wheat Protein  Extract — Mulford,  Cabbage  Pro- 
tein Extract — Mulford,  Cantaloupe  Protein  Ex- 
tract— Mulford,  Cat  Hair  Protein  Extract — 
Mulford,  Cauliflower  Protein  Extract — Mul- 
ford, Celery  Protein  Extract — Mulford,  Chick- 
en Protein  Extract — Mulford,  Chicken  Feather 
Protein  Extract — Mulford,  Cattle  Dander  Pro- 
tein Extract— Mulford,  Clam  Protein  Extract — 
Mulford,  Cocoa  Protein  Extract — Mulford,  Cod- 
fish Protein  Extract — Mulford,  Coffee  Protein 
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Extract- — Mulford,  Coli  Bacillus  (Communis) 
Protein  Extract — Mulford,  Corn  Protein  Ex- 
tract—Mulford,  Cucumber  Protein  Extract — 
Mulford,  Diphtheroid  (Polyvalent)  Bacillus 
Protein  Extract — Mulford,  Dog  Hair  Protein 
Extract — Mulford,  Dysentery  Bacillus  (Poly- 
valent) Protein  Extract — Mulford,  Eggplant 
Protein  Extract — Mulford,  Egg  White  Protein 
Extract — Mulford,  Egg  Yolk  Protein  Extract — 
Mulford,  Flaxseed  Protein  Extract — Mulford, 
Friedlander  Bacillus  Protein  Extract — Mulford, 
Goose  Feather  Protein  Extract — Mulford,  Gono- 
coccus Bacillus  (Polyvalent)  Protein  Extract — 
Mulford,  Guinea-Pig  Hair  Protein  Extract — 
Mulford,  Horse  Dander  Protein  Extract — Mul- 
ford, Horse  Serum  Protein  Extract — Mulford, 
Influenza  Bacillus  Protein  Extract — Mulford, 
Kapok  Protein  Extract — Mulford,  Lamb  Pro- 
tein Extract — Mulford,  Lettuce  Protein  Ex- 
tract— Mulford,  Lobster  Protein  Extract — Mul- 
ford, Mackerel  Protein  Extract — Mulford,  Men- 
ingococcus Bacillus  (Polyvalent),  Protein  Ex- 
tract— Mulford,  Micrococcus  Catarrhalis  Ba- 
cillus Protein  Extract — Mulford,  Milk  Protein 
Extract — Mulford,  Mushroom  Protein  Extract 
— Mulford,  Orange  Protein  Extract — Mulford, 
Orris  Root  Protein  Extract— Mulford,  Oyster 
Protein  Extract — Mulford,  Paratyphosus  Bacil- 
lus “A”  Protein  Extract — Mulford,  Paraty- 
phosus Bacillus  “B”  Protein  Extract — Mulford, 
Pertussis  Bacillus  (Polyvalent),  Protein  Ex- 
tract— Mulford,  Pea  Protein  Extract — Mulford, 
Peanut  Protein  Extract — Mulford,  Pepper 
(Black)  Protein  Extract— Mulford,  Pneumo- 
coccus Bacillus  (Polyvalent)  Protein  Extract— 
Mulford,  Pork  Protein  Extract — Mulford,  Po- 
tato Protein  Extract — Mulford,  Rabbit  Hair 
Protein  Extract — Mulford,  Rice  Protein  Ex- 
tract— Mulford,  Rice  Powder  (Polish)  Pro- 
tein Extract — Mulford,  Rye  Protein  Extract — - 
Mulford,  Salmon  Protein  Extract — Mulford, 
Spinach  Protein  Extract — Mulford,  Squash 
Protein  Extract — Mulford,  Strawberry  Protein 
Extract — Mulford,  Sheep’s  Wool  Protein  Ex- 
tract— Mulford,  Staphylococcus  Bacillus  (Al- 
bus  and  Aureus)  Protein  Extract — Mulford, 
Streptococcus  Bacillus  (Polyvalent)  Protein 
Extract — Mulford,  Sweet  Potato  Protein  Ex- 
tract— Mulford,  Tea  Protein  Extract — Mulford, 
Tomato  Protein  Extract — Mulford,  Tubercle 
Bacillus  (Human)  Protein  Extract — Mulford, 
Tubercle  Bacillus  (Bovine)  Protein  Extract — 
Mulford,  Typhosus  Bacillus  Protein  Extract — 
Mulford,  Veal  Protein  Extract — Mulford,  Wal- 
nut Protein  Extract — Mulford,  Wheat  Protein 
Extract — Mulford. 

Parke,  Davis  & Co. 

Mercurosal  Solution. 

Neo-Silvol  Ointment  5 per  cent. 

Neo-Silvol  Vaginal  Suppositories. 

Scarlet  Fever  Streptococcus  Antitoxin  Concen- 
trated (Globulin) — P.  D.  & Co. 

Sharp  & Dohme,  Inc. 

Caprokol  (Hexylresorcinol — S.  & D.),  2%  per  cent 
Solution  in  Olive  Oil. 

E.  R.  Squibb  & Sons 

Insulin — Squibb,  10  Units,  10  c.c. 

Insulin — Squibb,  20  Units,  10  c.c. 

Insulin — Squibb,  40  Units,  10  c.c. 

Insulin — Squibb,  80  Units,  10  c.c. 

Smallpox  (Variola)  Vaccine  (Glycerins  ted),  1 
Tube- 

Tetanus  Antitoxin  Purified,  20,000  Units. 

Standard  Chemical  Co. 


Radon — Standard  Chemical  Co. 

Winthrop  Chemical  Co. 

Sajodin  Tablets,  1 Grain. 

NEW  AND  NON-OFFICIAL  REMEDIES. 

Pituitary  Extract  Obstetrical — Merrell. — A slightly 
acid  aqueous  solution  containing  the  water  soluble 
principle  or  principles  of  the  fresh  posterior  lobe 
of  the  pituitary  body  of  cattle,  preserved  with  0.5 
per  cent  of  chlorbutanol.  It  is  standardized  so  that 
1 c.c.  has  an  activity  on  the  isolated  uterus  of  the 
virgin  guinea  pig  corresponding  to  not  less  than  80 
per  cent  nor  more  than  120  per  cent  of  that  pro- 
duced by  9.005  Gm.  of  standard,  defatted,  dried  pow- 
dered posterior  lobe  of  the  pituitary  gland  of  cattle. 
For  a discussion  of  the  actions  and  use  of  pituitary 
solution,  see  Pituitary  Gland  (New  and  Non-official 
Remedies,  1925,  p.  260).  Pituitary  extract  obstetri- 
cal— Merrell  is  marketed  in  ampules  containing  0.5 
c.c.  and  1 c.c.  The  Wm.  S.  Merrell  Co.,  Cincinnati. 

Pituitary  Extract  Surgical — Merrell. — A slightly 
acid,  aqueous  solution  containing  the  water  soluble 
principle  or  principles  of  the  fresh  postei'ior  lobe 
of  the  pituitary  body  of  cattle,  preserved  with  0.5 
per  cent  of  chlorbutanol.  It  is  standardized  so  that 
1 c.c.  has  an  activity  on  the  isolated  uterus  of  the 
virgin  guinea  pig  corresponding  to  not  less  than  80 
per  cent  nor  more  than  120  per  cent  of  that  pro- 
duced by  0.01  Gm.  of  standard,  defatted,  dried, 
powdered  posterior  lobe  of  the  pituitary  gland  of 
cattle.  For  a discussion  of  the  actions  and  uses  of 
Pituitary  solution,  see  Pituitary  Gland  (New  and 
Non-official  Remedies,  1925,  p.  260).  Pituitary  solu- 
tion surgical — Merrell  is  marketed  in  ampules  con- 
taining 1 c.c.  The  Wm.  S.  Merrell  Co.,  Cincinnati. 

Solarson. — A 1 per  cent  solution  of  ammonium  hep- 
tenchlorarsonate  rendered  isotonic  by  the  addition 
of  sodium  chloride.  Solarson  contains  from  0.255 
to  0.275  Gm.  of  arsenic  (As)  in  100  c.c.  Experimen- 
tal evidence  indicates  that  the  arsenic  of  solarson 
is  readily  liberated  in  the  system  and  is  well  utilized. 
It  is  claimed  that  solarson  has  an  advantage  over 
the  cacodylates  because  its  arsenic  is  better  utilized, 
and  over  the  arsenilates  in  £hat  subcutaneous  and 
intramuscular  injection  produce  less  pain  and  are 
less  liable  to  produce  toxic  effects.  Solarson  is 
used  as  a means  of  obtaining  arsenic  effects  in  the 
treatment  of  anemia,  chlorosis,  malaria,  neuroses 
and  dermatoses.  Solarson  is  supplied  in  ampules 
containing  1.2  c.c.  Winthrop  Chemical  Co.,  Inc., 
New  York. 

Bismosol. — A solution  of  potassium  sodium  bis- 
muthotartrate  (containing  35  per  cent,  bismuth),  10 
Gm.;  piperazine,  0.3  Gm.,  in  an  aqueous  solution  of 
glucose  sufficient  to  make  100  c.c.  Bismosol  is  pro- 
posed as  a means  of  obtaining  the  systemic  effects 
of  bismuth  in  the  treatment  of  syphilis  (Bismuth 
Compounds,  New  and  Non-official  Remedies,  1925, 
p.  73).  Bismosol  is  administered  intramuscularly. 
It  is  supplied  in  ampules  containing  1 c.c.  Powers- 
Weightman-Rosengarten  Co.,  Philadelphia. 

Caprokol  (Hexylresorcinol — S.  & D.),  2%  Per  Cent 
Solution  in  Olive  Oil. — A solution  of  caprokol  2.5 
parts  in  olive  oil  to  make  100  parts.  For  a discus- 
sion of  the  actions,  uses  and  dosage  of  caprokol, 
see  Jour.  A.  M.  A.,  May  2,  1925,  p.  1338.  Sharp  & 
Dohme,  Baltimore. 

Sajodin  Tablets,  1 Grain. — Each  tablet  contains 
sajodin,  1 grain.  For  a discussion  of  the  actions, 
uses  and  dosage  of  sajodin,  see  New  and  Non-official 
Remedies,  1925,  p.  182.  Winthrop  Chemical  Co., 
New  York. 

Scarlet  Fever  Streptococcus  Antitoxin  Concen- 
trated (Globulin) — P.  D.  & Co. — A scarlet  fever  strep- 
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tococcus  antitoxin  (Jour.  A.  M.  A..  May  2,  1925,  p. 
133S),  prepared  from  the  serum  of  horses  treated 
with  subcutaneous  injection  of  toxic  filtrates  from 
cultures  of  scarlet  fever  streptococci  and  also  with 
intravenous  injections  of  the  streptococci  themselves. 
Each  c.c.  neutralizes  from  35,000  to  40,000  skin  test 
doses  of  scarlet  fever  toxin.  The  product  is  mar- 
keted in  packages  of  one  syringe  containing  2.5  c.c. 
and  in  packages  of  one  syringe  containing  10  c.c. 
Parke,  Davis  & Co.,  Detroit.  (Jour.  A.  M.  A.,  Aug.  8, 
1925,  p.  437). 

Diphtheria  Toxin-Antitoxin  Mixture  0.1  L-}-. — A 
diphtheria  toxin-antitoxin  mixture  (New  and  Non- 
official  Remedies,  1925,  p.  333),  each  c.c.  containing 

O. 1  lethal  dose  of  diphtheria  toxin  neutralized  with 
the  required  amount  of  diphtheria  antitoxin.  Mar- 
keted in  packages  of  three  1 c.c.  vials;  in  packages 
of  one  30  c.c.  vial;  in  packages  of  ten  vials,  each 
containing  three  doses.  Eli  Lilly  & Co.,  Indianapolis. 

Typhoid  Mixed  Vaccine,  Prophylactic  and  Thera- 
peutic. (New  and  Non-official  Remedies,  1925,  p. 
360).  This  is  also  marketed  in  packages  of  three 
1 c.c.  vials.  Eli  Lilly  & Co.,  Indianapolis. 

Germicidal  Tablets  of  Potassio-Mercuric  Iodide. — 

P.  D.  & Co. — Tablets  containing  potassium  mercuric 
iodide,  potassium  iodide  and  sodium  bicarbonate,  col- 
ored blue.  (For  a discussion  of  the  actions,  uses 
and  dosage  of  potassium  mercuric  iodide,  see  New 
and  Non-official  Remedies,  1925,  p.  239).  This  pro- 
duct is  supplied  in  two  forms:  germicidal  discs  of 
potassio-mercuric  iodide  No.  2 — P.  D.  & Co.,  each 
tablet  representing  mercuric  iodide  % grain,  potas- 
sium iodide  % grain  and  sodium  bicarbonate  16 
grains,  and  germicidal  discs  of  potassium  mercuric 
iodide  IY2  grains,  potassium  iodide  1%  grains  and 
sodium  bicarbonate  45  grains.  Parke,  Davis  & Co., 
Detroit,  (Jour.  A.  M.  A.,  Aug.  15,  1925,  p.  517). 

Smallpox  (Variola)  Vaccine  (Glycerinated ) . (New 
and  Non-official  Remedies,  1925,  p.  342). — This  is 
also  marketed  in  packages  of  one  tube.  E.  R.  Squibb 
& Sons,  New  York. 

Tetanus  Antitoxin — Lilly  (New  and  Non-official 
Remedies,  1925,  p.  333). — This  is  also  marketed  in 
syringes  containing  10,000  units.  Eli  Lilly  & Co., 
Indianapolis. 

Tetanus  Antitoxin  (Purified)  (New  and  Non-offi- 
cial Remedies,  1925,  p.  333). — This  is  also  marketed 
in  packages  of  20,000  units.  E.  R.  Squibb  & Sons, 
New  York. 

Novarsenobenzol-Billon,  0.15  Gm.  Ampules. — Each 
ampule  contains  0.15  Gm.  of  novarsenobenzol-Billon 
(New  and  Non-official  Remedies,  1925,  p.  50).  Powers- 
Veightman-Rosengarten  Co.,  Philadelphia. 

Novarsenobenzol-Billon,  0.3  Gm.  Ampules. — Each 
ampule  contains  0.3  Gm.  of  novarsenobenzol-Billon 
(New  and  Non-official  Remedies,  1925,  p.  50).  Pow- 
ers-Weightman-Rosengarten  Co.,  Philadelphia. 

Novarsenobenzol-Billon  0.45  Gm.  Ampules. — Each 
ampule  contains  0.45  Gm.  of  novarsenobenzol-Billon. 
(New  and  Non-official  Remedies,  1925,  p.  50).  Pow- 
ers-Weightman-Rosengarten  Co.,  Philadelphia. 

Novarsenobenzol-Billon  0.75  Gm.  Ampules. — Each 
ampule  contains  0.75  Gm.  of  novarsenobenzol-Billon 
(New  and  Non-official  Remedies,  1925,  p.  50).  Pow- 
ers-Weightman-Rosengarten  Co.,  Philadelphia. 

Anti-Anthrax  Serum — Lederle  (New  and  Non-offi- 
cial Remedies,  1925,  p.  336). — This  is  also  marketed 
in  packages  of  one  20  c.c.  vial.  Lederle  Antitoxin 
Laboratories,  New  York. 

Tuberculin  Pirquet  Test  (“T.  O.”)—  Lederle  (New 
and  Non-official  Remedies,  1925,  p.  347). — This  is 
also  marketed  in  packages  containing  10  capillary 


tubes  and  in  packages  containing  25  capillary  tubes. 
Lederle  Antitoxin  Laboratories,  New  York. 

Pasteur  Ant.rabic  Preventive  Treatment  (Harris 
Modification) — Lilly  (New  and  Non-official  Remedies, 
1925,  p.  343). — Supplied  in  emulsion  in  syringes 
ready  for  use.  The  package  containing  the  first 
seven  doses  is  sent  from  the  nearest  Lilly  depot; 
the  second  package  containing  the  last  seven  doses 
is  sent  out  from  the  home  office.  Eli  Lilly  & Co., 
Indianapolis.  (Jour.  A.  M.  A„  August  22,  1925,  p. 
5S4). 

PROPAGANDA  FOR  REFORM. 

The  Parathyroid  Hormone. — The  recently  reported 
studies  make  it  more  than  likely  that  suitably  pre- 
pared parathyroid  extracts  contain  a substance  or 
substances  that  will  afford  complete  replacement 
therapy  in  the  case  of  the  totally  parathyroidectom- 
ized  dog.  The  methods  thus  far  developed  indicate 
that  any  extract  of  fresh  ox  gland  that  has  been 
made  by  a process  of  weak  acid  hydrolysis  and  is 
sufficiently  concentrated  contains  more  or  less  of 
the  active  principle.  It  has  been  proposed  to  use 
as  a provisional  unit  of  potency  one  one-hundredth 
of  the  amount  of  extract  that  will  produce  an  average 
increase  of  5 mg.  in  the  content  of  calcium  in  the 
blood  serum  of  the  normal  dog  of  approximately  20 
kg.  of  body  weight  over  a period  of  15  hours.  There 
should  be  no  haste  in  a possible  human  application 
of  the  parathyroid  hormone.  Injection  of  even  very 
small  amounts  frequently  repeated  have  invariably 
proved  fatal  to  animals  when  the  injections  were 
continued.  (Jour.  A.  M.  A.,  Aug.  8,  1925,  p.  441). 

Calcium  in  Tuberculosis. — Calcium  salts  have  been 
administered  in  the  treatment  of  tuberculosis  for 
various  alleged  reasons:  to  remedy  calcium  deficien- 
cy; to  lessen  inflammatory  exudate;  to  favor  calcifi- 
cation of  lesions,  and  to  lessen  sweating  and  diar- 
rhea. But  calcium  is  not  considered  as  an  essential 
remedy  by  critical  students  of  the  subject.  (Jour. 
A.  M.  A.,  Aug.  15,  1925,  p.  539). 

Hind’s  Honey  and  Almond  Cream. — According  to 
an  analysis  reported  in  1914,  Hind’s  Honey  and  Al- 
mond Cream  is  essentially  an  emulsion  containing 
alcohol,  7.28  per  cent;  glycerin,  5.79  per  cent;  partly 
saponified  beeswax,  5.98  per  cent;  crystallized  borax, 
1.49  per  cent;  perfumed  with  .oil  of  bitter  almonds. 
(Jour.  A.  M.  A.,  Aug.  15,  1925,  p.  539). 

Tuberculin  in  Tuberculous  Adenitis. — Tuberculin 
seems  to  be  indicated  when  the  disease  is  strictly 
localized,  and  especially  in  involvement  of  the  cervi- 
cal lymph  gland.  Its  administration  is  carried  on 
in  the  same  way  as  in  the  tuberculin  treatment  for 
other  purposes  with  doses  that  produce  a slight  local 
reaction  but  fall  short  of  a general  one.  (Jour. 
A.  M.  A.,  August  15,  1925,  p.  539). 

Benzyl-Viburnum  Compound  Not  Acceptable  for 
N.  N.  R. — The  Council  on  Pharmacy  and  Chemistry 
reports  that  Benzyl-Viburnum  Compound  (Benzyl- 
Viburnum  Laboratory,  Washington,  D.  C.),  is  mar- 
keted in  the  form  of  capsules.  Each  capsule  is  stated 
to  contain  2 grains  of  benzyl  succinate,  viburnum 
opulus  and  helonin  and  powdered  ginger  root.  The 
name  “helonin”  has  been  applied  to  an  extractive 
preparation  derived  from  false  unicorn  (Helonias 
dioica),  of  indefinite  composition.  Benzyl-Viburnum 
Compound  is  proposed  for  the  treatment  of  dysmenor- 
rhea and  “true  asthma.”  Benzyl  esters  have  been 
found  to  be  without  value  in  asthma.  Cramp  bark 
(Viburnum  opulus)  and  false  unicorn  (Helonias 
dioica),  have  long  been  constituents  of  proprietary 
“female”  remedies,  but  there  is  no  evidence  of  their 
efficiency.  The  trade  package  contains  recommenda- 
tions for  the  use  of  the  preparation  in  painful  men- 
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struation  and  the  advertising  suggests  that  the  bot- 
tle of  the  capsules  may  be  carried  in  the  shopping 
bag.  The  Council  concludes  that  Benzyl-Viburnum 
Compound  is  an  indefinite  complex  and  irrational 
mixture,  which  is  marketed  with  unwarranted  thera- 
peutic claims  and  in  a way  to  encourage  its  indis- 
criminate and  harmful  use  by  the  public.  (Jour. 
A.  M.  A.,  August  22,  1925,  p.  628). 

Supsalves  and  Mersalv. — Supsalvs  are  arsphena- 
min  suppositories  put  out  by  the  Anglo-French  Drug 
Co.,  and  Mersalv  is  stated  by  the  same  firm  to  be  a 
10  per  cent  ointment  of  metallic  mercury.  In  1920, 
the  Council  on  Pharmacy  and  Chemistry  reported 
unfavorably  on  Supsalvs,  because  there  was  no  ac- 
ceptable evidence  of  the  efficiency  of  arsphenamin  ad- 
ministered rectally.  Since  then  the  inefficiency  of 
the  rectal  administration  of  arsphenamin  has  been 
demonstrated  by  controlled  clinical  trials.  The  iden- 
tity of  the  ingredients  that  form  the  base  of  Mersalv 
is  not  declared  by  the  manufacturer.  There  is  no 
good  evidence  to  show  that  Mersalv — or  any  other 
proprietary  mercurial  preparation — is  therapeutically 
superior  to  the  official  ointment  of  mercury.  (Jour. 
A.  M.  A.,  August  22,  1925,  p.  630). 

Long  Island  Journal  Adopts  Council  Standards. — 
Slowly  but  surely  the  work  of  the  Council  on  Phar- 
macy and  Chemistry  is  receiving  recognition.  The 
resolution  endorsing  the  Council’s  work  signed  by 
every  member  of  the  house  of  delegates  at  the  1916 
session  is  only  the  official  record  of  the  increasing 
support  and  encouragement  being  given  by  indi- 
vidual members  of  the  profession.  Practically  every 
medical  journal  of  standing  refuses  today  to  accept 
advertisements  of  pharmaceutic  preparations  that 
have  not  met  the  Council’s  requirement.  This 
standard  has  been  adopted  by  all  of  the  official 
organs  of  the  various  state  medical  associations  (with 
the  notable  exception  of  the  Illinois  Med'cal  Jour- 
nal). The  difficulty  of  financing  a strictly  profes- 
sional journal  is  no  doubt  in  a great  measure  re- 
sponsible for  the  failure  of  some  publications  to 
close  their  advertising  columns  to  any  but  Council 
accepted  pharmaceutic  products.  That  the  best  of 
these  journals  desire  to  support  the  Council  is  shown 
by  a letter  from  the  business  manager  of  the  Long 
Island  Medical  Journal,  announcing  the  arrival  of 
the  hopefully  anticipated  time  when  this  publica- 
tion can  afford  to  solicit  advertising  only  from  manu- 
facturers of  products  that  met  the  Council’s  require- 
ments. Henceforth,  only  such  pharmaceutic  products 
as  are  accepted  for  inclusion  in  New  and  Non-official 
Remedies  will  be  advertised  in  the  Long  Island  pub- 
lication. (Jour.  A.  M.  A.,  August  29,  1925,  p.  681). 

Another  Mail-Order  Rejuvenating  Concern  Declared 
a Fraud. — For  two  or  three  years  past  a mail-order 
concern  calling  itself  the  “Melton  Laboratories, 
Manufacturing  Chemists,”  has  been  defrauding  the 
public  from  Kansas  City,  Mo.,  in  the  sale  of  an 
alleged  sex  rejuvenator.  The  “Melton  Laboratories” 
were  not  laboratories,  and  the  “manufacturing  chem- 
ists” were  neither  chemists  nor  manufacturers.  The 
thing  was  a crude  mail-order  swindle  operated  chief- 
ly by  Harold  Nelson  Stunz.  The  nostrum  put  out 
by  the  Melton  Laboratories  was  called  “Korex.” 
Later,  Stunz  had  two  additional  drugs  added  to 
Korex  and  put  it  out  under  the  name  “Hiobin”  and 
created  a paper  organization  called  the  “Hiobin  Co.” 
Then  Stunz  brought  out  a “Kidney  Cure”  that  he 
called  “Renex.”  This  was  sold  by  the  Renex  Co., 
another  “paper  concern.”  All  three  of  these  nos- 
trums came  from  the  same  address,  but  the  public 
had  no  means  of  knowing  this,  as  the  addresses  were 
camouflaged  to  cover  this  fact.  On  August  13,  1925, 
the  Melton  Laboratories  (H.  M.  Stunz,  manager). 


the  Hiobin  Co.,  and  the  Renex  Co.,  had  a fraud  order 
issued  against  them  debarring  them  from  the  use 
of  the  mails.  (Jour.  A.  M.  A.,  August  29,  1925,  p. 
694). 


Book  Announcements 


Allergy.  Asthma,  Hay  Fever,  Urticaria  and  Allied 
Manifestations  of  Reaction.  By  WILLIAM  W. 
DUKE,  Ph.B.,  M.  D.,  Kansas  City,  Missouri,  St. 
Louis.  The  C.  V.  Mosby  Company.  1925.  8vo. 
339  pages  with  75  illustrations.  Cloth.  Price, 
$5.50. 

Bone  Sarcoma.  An  Interpretation  of  the  Nomencla- 
ture Used  by  the  Committee  on  the  Registry  of 
Bone  Sarcoma  of  the  American  College  of  Sur- 
geons. By  E.  A.  CODMAN,  M.  D.,  Registrar.  I-aul 
B.  Hoeber,  Inc.,  New  York.  1925.  12mo  of  93 
pages,  with  24  illustrations.  Cloth.  Price,  $2.00. 

Treatment  of  Kidney  Diseases  and  High  Blood  Pres- 
sure. By  FREDERICK  M.  ALLEN,  M.  D.  Part  I. 
Practical  Manual  for  Physicians  and  Patients.  The 
Physiatric  Institute,  Morristown,  N.  J.  12mo.  210 
pages. 

Feeding  and  the  Nutritional  Disorders  in  Infancy  and 
Childhood.  By  JULIUS  H.  HESS,  M.  D„  Professor 
and  Head  of  the  Department  of  Pediatrics,  Uni- 
versity of  Illinois,  College  of  Medicine;  Chief  of 
Pediatric  Staff,  Cook  County  Hospital;  Member  of 
Advisory  Board,  Children’s  Bureau,  Department  of 
Labor,  Washington,  D.  C.  Fourth  Revised  and 
Enlarged  Edition.  Philadelphia.  F.  A.  Davis  Com- 
pany, Publishers.  1925.  8vo.  of  556  pages,  illus- 
trated with  42  engravings  in  the  text  and  one  full- 
page  colored  plate.  Cloth.  Price,  $4.50  net. 

The  Medical  Follies.  An  Analysis  of  the  Foibles  of 
Some  Healing  Cults,  Including  Osteopathy,  Home- 
opathy, Chiropractic,  and  the  Electronic  Reactions 
of  Abrams,  with  Essays  on  the  Antivivisectionists, 
Health  Legislation,  Physical  Culture,  Birth  Con- 
trol, and  Rejuvenation.  By  MORRIS  FISHBEIN, 
M.  D.,  Editor  of  the  Journal  of  the  American  Medi- 
cal Association.  New  York.  Boni  & Liveright. 
1925.  8vo.  of  223  pages.  Cloth.  Price,  $2.00. 

An  Introduction  to  Object've  Psychopathology.  By 

G.  V.  HAMILTON,  M.  D.,  Directo-'  of  Psychobio- 
logical  Research,  Bureau  of  Social  Hygiene.  Inc., 
New  York  City,  N.  Y.  With  Foreword  by  ROBERT 
M.  YERKES,  Ph.D.,  LL.D.,  Professor  of  Psy- 
chology, Yale  University.  St.  Louis.  The  C.  V. 
Mosby  Company.  1925.  8vo.  354  pages.  Cloth. 
Price,  $5.00. 


Bovs’  and  Girls’  Camps,  N.  H. 

New  Hampshire  now  requires  that  all  camps 
for  boys  and  o-irls  in  the  State  shall  be  licensed 
by  the  State  board  of  health.  A license  is 
granted  only  if  the  camp  is  kept  in  a sanitary 
state  and  has  a safe  water  supply. 

Diphtheria  Prevention,  Philadelphia. 

The  Philadelphia  Department  of  Public 
Health  announces  a campaign  of  public  edu- 
cation for  the  immunization  of  all  school  chil- 
dren in  the  city  against  diphtheria. 
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Editorial 

The  Subject  of  Birth  Control. 

Much  is  said  and  written,  loosely  and  un- 
consideredly,  of  the  modern  idea  of  birth  con- 
trol. Any  discussion  of  the  subject  is  a dar- 
ing matter  and  there  always  arises  the  ques- 
tion if  in  controlling  the  birth  of  human 
beings  we  are  not  assuming  a divine  peroga- 
tive. 

Fifty  years  ago  both  the  higher  and  lower 
intellectual  types  raised  large  families.  To- 
day the  lower  types  are  having  from  eight  to 
twelve  children  per  couple,  while  the  higher 
intellectual  types  are  having  less  than  four. 
This  decline  in  the  birth  rate  of  the  best  stock 
leaves  the  future  of  America  in  the  hands  of 
the  lower  type  of  citizens. 

Just  what  does  birth  control  mean?  Does 
it  include  the  use  of  preventive  measures  to 
conception?  Does  it  include  continence? 
Does  it  include  abortion?  Does  it  include 
Spartan  infanticide?  Does  it  include  pre- 
adolescent or  postadolescent  sterilization? 
Then,  too,  whose  birth  is  to  be  controlled? 
Only  the  defectives,  the  criminals  and  the 
diseased,  or  may  it  not  become  fashionable 
for  Jones  to  have  his  wife  sterilized  before  or 
after  marriage,  or  Mrs.  Smith  her  husband? 

And  who  is  to  control  the  controllers?  The 
governor,  the  legislature , the  doctor,  the 
lawyer,  the  butcher,  the  baker,  the  unmarried 
or  the  married,  or  a conglomerate  board  of 
these  elements?  Might  not  politics  creep  into 
the  matter  as  it  has  into  the  church,  into  the 
jail,  into  the  counting  house  and  into  the 
mart? 


Should  Ave  not  take  into  consideration  that 
the  very  parents  who  have  given  the  world 
defectives  have  also  given  the  Avorld  some  of 
its  most  brilliant  and  useful  citizens.  Shall 
we  stop  the  propagation  of  both?  Queen 
Elizabeth’s  father  was  a syphilitic  and  a 
murderer  and  her  mother  a prostitute  but  we 
are  proud  of  the  Elizabethan  age  of  culture 
and  we  feel  that  if  it  had  not  been  for  Eliza- 
beth the  English  speaking  colony  in  America 
would  probably  not  haA’-e  succeeded. 

It  is  impossible  at  the  present  time  to  come 
to  a definite  conclusion  about  what  good  may 
come  out  of  birth  control,  if  any.  The  Avisest 
measure  Avould  seem  to  make  Public  Health, 
now  under  the  Treasury  Department,  a regu- 
lar department  of  the  government  so  that  the 
subject  of  birth  control  and  other  subjects 
may  be  more  adequately  studied.  Philan- 
thropists could  do  no  greater  serAuee  than  to 
establish  a foundation  for  the  study  of  the 
prevention  of  nervous  and  mental  diseases  for 
there  are  noAv  said  to  be  more  beds  in  insane 
and  feebleminded  institutions  than  there  are 
in  all  the  other  hospitals  of  the  United  States 
added  together.  With  a problem  that  looms 
as  large  as  this  one,  howeATer,  results  should 
not  be  expected  until  after  long,  patient  and 
diligent  inATestigation  and  experimentation. 

B.  R.  T. 

Diabetes  After  Three  Years  of  Insulin. 

Diabetes  appears  to  be  increasing  in  inci- 
dence in  spite  of  the  widespread  popular  in- 
terest aroused  by  the  discovery  and  publicity 
gUen  the  use  of  insulin.  The  increase  in 
the  number  of  cases  may  not  be  due,  certainly 
not  altogether,  to  the  increase  in  the  total 
number  of  cases,  but  to  the  discoA'ery  of  exist- 
ing cases  that  had  been  unknown.  Many  cases 
haAre  recently  been  found  among  Avomen : 
formerly,  men  appeared  to  have  the  disease 
relatively  in  greater  number  than  women. 
This  may  be  due  to  (a)  the  increase  of  obesity 
among  women,  probably  caused  by  the  exces- 
sive use  of  candy,  soft  drinks,  and  “parties;” 
(b)  the  more  frequent  urinary  examinations 
among  women  than  formerly,  resulting  from 
the  desire  to  reduce  obesit}^;  (c)  health  in- 
surance examinations  on  women  in  business 
life  offering  more  frequent  opportunity  for 
discovery  of  diabetes. 

The  widespread  occurrence  of  diabetes  and 
its  increase  of  knoAvn  incidence  should  make 
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its  consideration  more  or  less  interesting  to 
practitioners,  especially  so,  since  the  use  of 
insulin  has  advanced  its  treatment  to  a more 
scientific  position  in  practice. 

Before  Insulin. 

It  is  but  fair  to  say  that  certain  cases  of 
diabetes  were  as  well  in  hand  before  as  they 
are  now,  after  insulin. 

Cases  of  diabetes  in  the  adult  without  com- 
plications, having  a tolerance  for  carbohy- 
drates of  100  to  150  grams,  were  easily  man- 
aged by  dietary  treatment.  In  these  cases,  at 
the  present  time,  we  do  not  use  insulin.  In 
the  gradual  building  up  of  diet,  in  the  search 
for  carbohydrate  tolerance,  under  the  general 
plan,  as  followed  in  the  Allen  treatment,  car- 
bohydrate mechanism  utilizes  lon«r  stored  "ly- 
cogen  in  liver  and  muscle,  and  brings  about 
a metabolic  adjustment  in  the  patient,  pro- 
ducing a sugar-free  urine,  a moderate  blood- 
sugar  and  a well-being  in  the  patient.  The 
educational  advantages  of  daily  instruction  of 
the  patient  in  the  method  pursued  in  deter- 
mining the  carbohydrate  tolerance,  in  the 
value  and  nature  of  the  foods,  in  the  meaning 
and  purpose  of  “carbohydrate,”  “protein” 
and  “fat”  in  the  diet  and  the  caloric  worth 
of  these  food  elements  to  the  body,  tend  to 
produce,  not  only  a patient  free  of  urinary 
sugar,  but  also  a patient  interested  in  the 
health  problem  under  consideration. 

This  has  been  our  experience  in  mild  cases. 
In  these  cases  insulin  is  not  given.  These  pa- 
tients often  come  expecting  insulin,  and  they 
express  surprise,  and  sometimes  regret,  at  not 
receiving  insulin  treatment.  Usually,  con- 
siderable patience  is  required  to  overcome  the 
impatience  of  these  patients.  An  explanation 
that  insulin  does  not  cure  diabetes,  that  it  is 
an  agent  to  help  in  cases  incapable  of  pro- 
ducing enough  “private”  insulin,  and  that  its 
most  potent,  and  really  most  important,  appli- 
cation is  in  cases  of  a severe  grade,  seems  to 
right  the  matter  in  these  patients’  minds.  After 
this,  co-operation  is  more  easily  obtained  in 
these  patients. 

A considerable  number  of  our  cases  of  dia- 
betes, some  of  whom  have  been  under  our  care 
for  ten  years,  have  never  received  insulin. 
A few  cases  of  this  type  may  have  received 
an  initial  treatment  of  insulin  with  the  diet, 
in  order  to  bring  them  more  quickly  to  a lower 


blood-sugar  level,  but  none  have  gotten  pro- 
longed insulin  treatment.  The  treatment  of 
diabetes  bv  diet,  without  insulin,  in  a large 
proportion  of  mild  diabetes  is  satisfactory. 
Although  it  is  the  third  year  since  this  widely 
advertised,  potent  and  useful  remedy  has  been 
introduced  and  used,  many  cases,  to  repeat,  are 
never  given  a dose.  If  given  any,  it  is  be- 
cause of  the  exigencies  of  the  individual  case. 
It  is  our  belief  that  insulin  should  not  be 
used  unless  it  is  emphatically  needed.  The 
reasons  are  obvious  why  insulin  should  not 
be  used  in  cases  that  can  make  enough  “pri- 
vate” insulin. 

Insulin. 

Insulin,  however,  is  a potent  remedy.  It  is 
preeminently  an  epoch  in  diabetes.  Its  dis- 
covery and  perfection  mark  an  outstanding 
event  in  the  history  of  medicine.  In  a thous- 
and years  of  diabetes,  no  therapeutic  event 
exceeds  its  discover}*-  in  importance.  So,  the 
year  nineteen  hundred  and  twenty-two  is  “the 
year  of  insulin.”  In  severe  cases  of  diabetes 
and  complications,  insulin  has  an  important 
place. 

It  is  not  our  purpose  to  discuss  dosage  of 
insulin  in  detail.  We  are  often  asked  how 
we  give  insulin.  We  must  say  that  we  have 
no  fixed  plan  for  all  cases;  each  case  seems  to 
require  individual  method,  more  or  less. 
There  are  many  things  that  influence  the 
method.  If  the  patient  is  in  coma  and  in  the 
hospital,  large  doses  are  given,  with  repeated 
examinations  of  blood  and  urine  for  sugar  de- 
terminations. If  the  patient  is  a severe  type 
and  is  able  to  remain  in  the  hospital  for  a 
reasonable  time,  gradual  elimination  of  fats 
and  protein  and  carbohydrate  is  followed  un- 
til complete  fast  is  given.  Then  building  up 
the  diet  is  begun,  and  insulin  is  only  used  if 
the  carbohydrate  tolerance  is  too  low.  If  the 
case  requires  more  vigorous  treatment,  in- 
sulin may  be  given  with  a modified  diet.  Ad- 
justment and  building  up  with  insulin  is  prac- 
ticed to  a maintenance  point.  There  are 
many  plans  of  administration,  but  no  one  has 
devised  a better  one  than  Joslin,  although 
there  are  numbers  of  others  with  definite 
formulae  for  computation. 

Insulin  in  Juvenile  Diabetes. 

In  diabetes  of  childhood,  we  feel  that  in- 
sulin assumes  heroic  values.  Before  the  era 
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of  insulin  memories  of  the  tragic  course  of 
diabetes  in  children  may  be  said  to  be  ghastly. 
We  recall  especially  two  young  girls  whose 
downward  course  was  unabated  in  spite  of 
every  known  dietary  measure  and  plan  of 
management.  The  efforts  of  the  mother, 
father  and  family  to  assuage  the  appetite  and 
at  the  same  time  to  adhere  to  the  orders  and 
directions  in  diet  were  indeed  pathetically 
futile.  These  cases  came  gradually  but  surely 
to  diabetic  coma.  After  insulin  came,  the  dia- 
betic child  seemed  to  get  a better  chance:  this 
has  been  our  experience,  and  no  doubt  yours. 
The  arrest  of  the  downward  course  of  the  dis- 
ease under  dietary  and  insulin  treatment  was 
the  first  reaction,  as  against  the  persistent 
downward  progress  of  severe  juvenile  diabetes 
before  insulin  came.  One  felt,  as  insulin  held 
in  abeyance  untoward  clinical  and  laboratory 
findings,  that,  at  least,  a therapeutic  agent 
was  at  hand  capable  of  staying  the  disease  for 
a time.  Again,  as  one  was  able  with  insulin 
to  build  up  carbohydrate  tolerance  and  drive 
away  signs  of  acidosis,  thus,  witnessing 
growth  and  increase  of  weight,  one  was  more 
impressed  with  the  potency  of  insulin  for  dia- 
betes of  youth.  An  instance  of  the  power  of 
insulin  in  connection  with  diet  is  worth  recit- 
ing: The  child  was  in  coma  when  brought  to 
the  hospital;  and  with  insulin,  fruit  juice  and 
glucose,  the  ketosis  was  relieved.  The  patient's 
tolerance  and  a balanced  ration  for  main- 
tenance and  growth  being  the  next  problem, 
we  were,  by  inadvertence  or  possibly  in  an 
effort  too  quickly  to  reach  a standardization 
of  the  patient’s  diet  on  a high  fat  basis,  sur- 
prised to  find  the  patient,  during  the  course 
of  treatment,  entering  acute  acid  intoxication, 
as  shown  by  urine,  mental  stupor  and  dysp- 
neic  breathing.  Again,  insulin  administered, 
with  a readjustment  of  diet,  restored  this  pa- 
tient to  the  safety  zone.  This  little  patient 
was  given  hospital  treatment  from  October 
14,  to  December  2,  1923.  On  entering  the  hos- 
pital, she  weighed  38  pounds;  blood-sugar 
was  150  mgm.  per  100  c.c.  of  blood;  acetone 
and  di acetic  acid  Avere  heavy,  and  sugar  Avas 
strongly  positive,  with  clinical  symptoms  of 
coma.  When  heard  from  in  June,  1924,  pa- 
tient Avas  Aveighing  44^4  pounds,  Avas  on  a 
diet  of  65  grams  carbohydrates,  50  grams  pro- 
tein, and  30  grams  fat;  before  each  meal  she 
was  receiving  6 units  of  insulin  hypodermi- 


cally. The  urine  Avas  free  of  acetone  and 
diacetic  acid,  but  positive  for  sugar.  If  in- 
sulin had  not  been  given,  this  patient  would 
have  died,  we  believe,  within  thirty-six  hours. 
A letter  from  the  sister  of  the  patient,  dated 
August  1,  1925,  says,  “Bessie  has  been  getting 
along  very  nicely,  has  been  steadily  gaining, 
and  looks  the  picture  of  health.  She  attend- 
ed school  last  winter  and  got  along  nicely 
with  her  Avork.  At  present,  she  is  taking  4 
minims  (10-2/3  units)  of  insulin — U-40 
strength — three  time  a day.” 

In  children,  diabetes  grows  Avorse;  conse- 
quentlv,  insulin  and  diet  adjustment  are  re- 
quired even  in  mild  cases.  Small  doses  in 
repeated  administrations,  properly  timed  be- 
fore the  feedings,  give  the  best  results  in 
juvenile  cases.  In  this  Avay,  islets  may  be 
rescued  and  with  the  growth  and  develop- 
ment of  the  child  new  islets  may  increase  the 
insulin  output  of  the  groAving  pancreas. 

Insulin  in  Coma. 

As  in  jmTenile  and  severe  diabetes,  insulin 
in  coma  stands  out  as  a master  therapeutic 
agent.  Before  insulin  came,  coma  Avas  amena- 
ble, at  times,  to  a Avell  rounded  therapeutic  at- 
tack in  most  cases  in  the  adult.  The  liberal 
use  of  water,  rest  in  bed,  warmth,  evacuation 
of  boAvels,  administration  of  abundance  of 
orange  juice,  or  glucose,  possibly  sodium  bi- 
carbonate and  Avhiskey,  were  routine  meas- 
ures, in  connection  Avith  cardiac  and  renal 
stimulants,  in  bringing  these  cases  around. 
Often,  however,  these  measures  failed.  We 
recall  a young  married  woman  Avho  attempted 
to  give  herself  the  fasting  treatment  after  she 
Avas  told  she  had  diabetes.  She  Avas  found  in 
a diabetic  coma.  No  response  Avas  gotten  from 
vigorous  treatment.  Had  Ave  possessed  in- 
sulin, it  is  probable  that  the  perverted  fat 
metabolism  might  have  been  stopped  and  car- 
bohydrate combustion  lighted  again,  and  the 
patient  brought,  thus,  out  of  the  intoxication 
of  a profound  acidosis. 

The  first  case  on  whom  Ave  used  insulin  Avas 
one  of  coma  on  November  16,  1922.  A young 
man.  with  blood-sugar  of  426  mgms.  per  100 
c.c.  of  blood,  and  marked  ketosis,  Avas  given 
8 units  of  insulin  every  hour;  then  after  a 
rest  of  ten  hours,  Avas  given  10  units  every 
hour  for  thirteen  hours,  with  a rest  of  tAvelve 
hours:  and  then  10  units  every  hour  until 
urine-sugar  began  to  decrease  and  blood-sugar 
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fell  to  168  mgm.  Clinical  symptoms  cleared 
and  urine  became  free  of  diacetic  acid  and 
acetone.  F rom  this  he  was  put  upon  a low 
maintenance  diet.  This  patient  died  a year 
afterwards  from  an  erysipelas. 

In  coma  insulin  is  used  in  large  doses.  Re- 
peated blood-sugar  determinations  and  urine 
examinations  are  made  during  the  intensive 
administration.  Usually,  coma  yields.  One 
case,  we  recall,  in  whom  it  was  a question  of 
whether  or  not  there  was  a cerebral  embolus 
with  unconsciousness,  appears  to  have  failed. 
The  patient  Avas  living  in  an  adjoining  county 
and  laboratory  assistance  was  not  available. 

Before  the  days  of  insulin  the  pathetic 
death  by  acidosis  was  a spectre  ever  threaten- 
ing: now,  in  the  time  of  insulin,  one  may  feel 
reassured  and  well  armed.  Death  by  diabetic 
coma  now  should  occur  rarely,  if  at  all. 

News  Notes 

Ccme  One,  Come  All!  To  the  Richmond 

Meeting. 

Almost  as  you  read  this  issue  of  the  journal, 
members  of  the  Medical  Society  of  Virginia  are 
gathering  in  Richmond  for  its  fifty-six  annual 
meeting.  All  indications  point  to  a well  at- 
tended and  interesting  meeting,  and  every 
member  of  the  Society  is  cordially  invited  to 
attend. 

We  have  introduced  an  innovation  this  year 
in  the  form  of  medical  moving  pictures.  The 
invited  guests  are  men  whom  you  will  want 
to  hear  and  meet.  Wives  and  daughters  of 
members  will  be  entertained  while  the  scien- 
tific sessions  are  in  progress  and  diversions 
will  also  be  offered  members.  Collge  alumni 
“get-togethers"  in  the  form  of  dinners  on 
Thursday  evening  are  being  arranged. 

Dr.  Wendell  C.  Phillips,  president-elect  of 
the  American  Medical  Association  will  also  ad- 
dress the  members. 

Arrangements  have  been  made  whereby  the 
golf  tournament  will  be  held  at  Hermitage 
Club,  rather  than  at  the  Country  Club  of  Vir- 
ginia. as  previously  announced. 

This  is  your  meeting.  You  will  be  more  in- 
terested in  everything  pertaining  to  Society  ac- 
tivities if  you  attend  meetings.  Now  is  the 
time  to  start  the  habit. 

The  dates  are  October  13,  14,  15,  and  16. 
The  place  Richmond. 


The  Pediatric  Clinic  of  the  University  of  Vir- 
ginia Hospital 

Opened  its  new  building  on  September  21st. 

It  is  proposed  to  conduct  a General  Child 
Welfare  Clinic.  Trained  public  health  Pedia- 
tric nurses,  student  nurses  and  medical  st  i- 
dents  will  be  employed,  all  of  whom  will  not. 
only  work  in  the  Clinic  Building,  but  will  do 
follow-up  work  in  the  Held.  It  is  proposed  to 
start  this  work  in  the  territory  immediately 
surrounding  the  University  Hospital,  work- 
ing out  radially  as  progress  is  made,  ultimately 
reaching  the  mountain  people  of  the  western 
part  of  this  State.  These  people,  it  is  well 
known,  are  in  very  great  need  of  instruction 
in  personal  hygiene  and  preventive  measures 
generally.  This  is  particularly  true  of  the 
children. 

A further  aim  of  this  work  will  be  to  make 
an  intensive  study  of  these  people  sociologi- 
cally and  anthropologically.  It  is  hoped  that 
definite  contributions  will  be  made  to  pedia- 
trics as  well  as  sociology  and  anthropology, 
through  this  beginning.  It  is  estimated  that 
this  work  will  cost  $10,000.00  a year  for  the 
first  three  years,  and  this  amount  is  already 
in  hand.  Funds  have  been  secured  largely 
through  the  Commonwealth  Fund  of  New 
York,  but  other  sources  have  been  drawn 
upon,  largely  private  individuals,  and  the 
ladies  of  the  University  Hospital  League 
raised  a large  sum  of  money  for  this  work 
from  the  people  of  Charlottesville.  A new 
building  has  been  erected  to  house  these  activi- 
ties. and  it  is  believed  that  a new  era  in  pedia- 
trics, not  only  in  Virginia,  but  in  the  South, 
has  been  inaugurated. 

This  work  is  under  the  direction  of  Dr.  L.  T. 
Royster,  assisted  by  Dr.  W.  W.  Waddell. 

To  Teach  Preventive  Medicine  at  Medical 

College  of  Virginia. 

Dr.  Arthur  D.  Knott,  for  several  years  in 
charge  of  the  public  health  work  in  Aceomac 
County,  Virginia,  under  the  direction  of  the 
State  Board  of  Health,  has  accepted  the  posi- 
tion of  acting  professor  of  preventive  medicine 
at  the  Medical  College  of  Virginia.  He  takes 
the  place  of  Dr.  E.  C.  Levy,  who  secured  an  in- 
definite leave  of  absence  from  the  College  that 
he  might  become  chief  health  officer  of  Tampa. 
Florida.  Dr.  Knott  received  his  degree  as  doc- 
tor of  public  health  at  Johns  Hopkins  Univer- 
sity. Baltimore,  and  made  a most  creditable 
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record  as  a result  of  his  work  in  Accomac 
Count}7. 

Dr.  Robert  P.  Cooke, 

Front  Royal,  Va.,  who  has  been  connected 
with  the  army  re-mount  station  at  that  place, 
has  been  secured  to  succeed  Dr.  A.  D.  Knott  in 
charge  of  the  health  work  in  Accomac  County, 
Ya..  under  the  auspices  of  the  State  Board  of 
Health.  Dr.  Cooke  has  had  a good  deal  of  ex- 
perience in  connection  with  health  work  and 
was  associated  with  Dr.  Walter  Reed  in  his 
fight  against  yellow  fever.  He  is  expected  to 
enter  upon  his  new  duties  the  latter  part  of 
October. 

The  American  Roentgen  Ray  Society 

Held  its  annual  meeting  at  the  Mayflower 
Hotel,  Washington,  D.  C.,  September  22-25,  in- 
clusive. The  attendance  was  good,  and  scienti- 
flcally  and  socially  the  meeting  was  excellent. 
There  was  a golf  tournament  at  the  Congres- 
sional Country  Club,  which  was  followed  by 
a buffet  luncheon,  and  Mrs.  Coolidge  tendered 
a reception  to  the  ladies.  One  evening  was 
given  over  to  a banquet  and,  in  an  “after  din- 
ner'’ talk,  Frederick  William  Wile  entertained 
the  audience  with  “Behind  the  Scenes  at 
Washington.”  This  was  followed  by  a ball. 
The  Caldwell  lecture  in  memory  of  Dr.  Eugene 
Caldwell.  X-ray  martyr,  was  delivered  by  Dr. 
James  Ewing,  of  New  York  City.  His  ad- 
dress on  "Tissue  Reaction  to  Radiation”  was 
illustrated  and  was  a masterpiece. 

The  Leonard  prize  of  $1,000,  given  periodi- 
cally, in  competition  for  the  best  paper  por- 
traying original  work  in  X-ray,  was  awarded 
this  year  in  the  form  of  two  prizes:  The  first 
prize  of  $600  went  to  Dr.  Evarts  Graham  and 
his  co-workers,  Drs.  W.  H.  Cole  and  G.  H. 
Copher,  of  St.  Louis,  for  their  work  in  the 
study  of  the  gall-bladder;  the  second  prize 
of  $400  was  awarded  G.  Failla,  Ph.D.,  and  his 
co-workers  at  Memorial  Hospital,  New  York 
City,  for  their  study  pertaining  to  measure- 
ment and  dosage  in  radium  treatment. 

It  was  decided  to  change  the  time  of  meet- 
ing. time  for  the  next  convention  being  set  for 
the  Spring  of  1926  in  Detroit,  Mich.  Officers 
are:  President,  Dr.  Thomas  A.  Groover, 

Washington.  I).  C.;  President-elect,  Dr.  Rus- 
sell D.  Carman,  of  Mayo  Clinic,  Rochester, 
Minn. : vice-presidents.  Dr.  P.  F.  Butler,  Bos- 
ton. Mass.,  and  Dr.  Wm.  M.  Doughty,  Cin- 
cinnati : secretary,  Dr.  Charles  L.  Martin, 
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Dallas,  Texas;  treasurer,  Dr.  Wm.  A.  Evans, 
Detroit,  Mich. 

Dr.  and  Mrs.  Stephen  H.  Watts 

Have  returned  to  their  home  at  University, 
Va.,  after  a visit  to  New  York  City. 

Dr.  Charles  H.  Moncure 

Has  been  re-elected  health  officer  of  Orange, 
Va. 

Dr.  and  Mrs.  A.  B.  Householder 

Have  returned  to  their  home  at  Lovettsville, 
Va.,  after  a motor  trip  to  New  York,  Niagara, 
and  other  places  of  interest. 

Dr.  William  H.  Parker, 

For  six  years  a member  of  the  City  School 
Board  of  Richmond,  Va.,  has  tendered  his 
resignation,  owing  to  the  fact  that  he  has  moved 
from  the  district  from  which  he  was  named. 
Dr.  Joseph  A.  McGuire, 

Norton,  Va.,  has  been  appointed  by  Governor 
Trinkle  as  a member  of  the  State  Board  of 
Health  of  Virginia,  to  fill  the  unexpired  term 
of  Dr.  H.  M.  Miles,  of  Norton,  deceased. 

Dr.  and  Mrs.  Beverley  Wellford 
Have  returned  to  their  home  in  Richmond, 
after  a visit  to  Nimrod  Hall,  Bath  County.  Va. 
Dr.  and  Mrs.  A.  T.  Finch, 

Chase  City,  Va.,  returned  home  about  the 
middle  of  September,  after  an  extended  western 
trip.  They  left  earl}’  in  August  for  Vancouver, 
B.  C..  accompanied  by  their  young  daughter, 
Miss  Mary  Finch,  who  sailed  from  that  port 
for  Japan,  where  she  enters  the  foreign  mis- 
sionary field.  Dr.  and  Mrs.  Finch  returned 
home  by  way  of  San  Francisco,  and  the  Yel- 
lowstone National  Park. 

Dr.  and  Mrs.  H.  W.  Porter 
And  family  returned  to  their  home  at  Louisa, 
Va.,  early  last  month,  after  a trip  to  Canada 
and  points  of  interest  in  the  Northern  states. 
The  Edmunds  Hospital, 

Danville,  Va.,  has  been  undergoing  improve- 
ments amounting  to  $10,000  which  will  add 
greatly  to  the  comfort  and  convenience  of  pa- 
tients and  hospital  employees. 

Members  of  Danville  Board  of  Health. 

Drs.  Samuel  Newman,  R.  W.  Garnett, 
Charles  W.  Pritchett  and  R.  Bruce  James  were 
recently  elected  members  af  the  Danville.  Va., 
Board  of  Health. 

Married. 

Dr.  Frank  B.  Stafford,  of  the  medical  staff 
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of  the  Blue  Ridge  Sanatorium,  Charlottes- 
ville, Va.,  and  Miss  Nancy  Letitia  Morton, 
superintendent  of  the  Sanatorium,  September 
4,  at  the  home  of  the  bride  in  Bluetield,  W.  Va. 

Dr.  George  H.  Long,  Luray,  Va.,  and  Miss 
ZeDene  Horn,  Barnesville,  Ga.,  September  7. 

Dr.  Lee  Spottswood  Liggan,  Callao,  Va.,  and 
Miss  Alice  Elizabeth  Hechler,  Richmond,  Sep- 
tember 9. 

Dr.  Randolph  McCutcheon,  Fairmont,  W. 
Va.,  and  Miss  Gladys  Gertrude  Lumsden, 
Richmond,  Va.,  September  19.  Dr.  McCutcheon 
is  a member  of  the  class  of  ’24,  Medical  Col- 
lege of  Virginia. 

Dr.  Dempsey  Barnes,  Proctorville,  N.  C., 
and  Miss  Dorothy  Neagle,  in  Baltimore,  Aid., 
September  5.  Dr.  Barnes  graduated  from 
Medical  College  of  Virginia  last  June,  at 
which  time  he  was  appointed  one  of  the  in- 
terns at  Johnston-Willis  Hospital,  Richmond. 

Dr.  Berryman  Green,  Jr.,  formerly  of  Vir- 
ginia and  a member  of  the  class  of  ’17,  Uni- 
versity of  Virginia,  and  Airs.  Alice  Gordon, 
in  Denver,  Colorado,  September  14. 

Dr.  Churchill  Robertson, 

Of  Salem,  A7a.,  has  relinquished  his  private 
practice  in  that  place  and  has  gone  to  Saranac 
Lake,  N.Y.,  prior  to  affiliating  himself  with 
Alt.  Regis  Sanatorium,  Salem,  ATa. 

While  away,  Dr.  Robertson  will  visit  some 
of  the  large  tuberculosis  clinics  of  the  East. 

Dr.  Harry  M.  Wallace, 

Greenville,  Va.,  has  been  appointed  by  the 
Augusta  County  Council,  as  one  of  its  dele- 
gates to  the  National  Country  Life  Associa- 
tion. which  will  meet  in  Richmond,  October 
27-31. 

The  Southwest  Virginia  Registered  Nurses’ 

Association 

Held  its  annual  meeting  at  the  home  of  Miss 
Roberta  Ivillinger,  in  Alarion,  September  11. 
Interesting  talks  were  given  by  several  mem- 
bers and  the  following  officers  were  elected 
for  the  ensuing  year : President,  Aliss  Carrie 
Alae  Copenhaver,  Bristol;  vice-president,  Aliss 
Rebecca  Preston,  Meadow  View ; secretary- 
treasurer,  Aliss  Irma  Fortune,  East  Radford. 
Following  the  meeting,  refreshments  were 
served  by  the  Alarion  nurses. 

Dr.  Daniel  M.  Moore, 

Recently  of  Stonega,  Va.,  has  moved  to 
Alonroe,  La.,  where  he  has  accepted  an  ap- 


pointment as  roentgenologist  t©  the  St.  F rancis 
Sanitarium.  He  entered  upon  his  duties  there 
September  1st. 

Dr.  G.  G.  Hankins, 

Formerly  of  Phoebus,  Va.,  who  has  been 
assistant  resident  physician  at  the  Philadel- 
phia General  Hospital,  for  the  past  eighteen 
months,  has  located  in  Newport  News,  ATa.,  at 
118  Twenty-sixth  Street.  He  will  confine  his 
work  to  the  practice  of  ophthalmology,  otol- 
ogy,  rhinology  and  laryngology. 

Dr.  G.  W.  Skaggs, 

Of  the  class  of  ’08,  Aledical  College  of  Arir- 
ginia,  who  has  been  practicing  for  sometime 
at  Beards  Fork,  West  Va.,  has  located  at 
Page,  W.  Va.,  where  he  will  continue  his  pro- 
fessional work. 

The  American  Public  Health  Association 

A\"ill  hold  its  fifty-fourth  annual  meeting  in 
St.  Louis,  Mo.,  October  19-22,  with  Hotel 
Statler  as  headquarters.  Information  about 
this  meeting  may  be  obtained  of  its  executive 
secretary,  Air.  Homer  N.  Calver,  370  Seventh 
Avenue,  New  York  City. 

The  Wilmer  Eye  Institute,  Johns  Hopkins 
University, 

AVas  opened  October  1st,  with  sixty  beds. 
Dr.  William  Holland  Wilmer,  formerly  of 
AVashington,  D.  C.,  is  director.  He,  Dr.  Cecil 
H.  Bagley  and  Dr.  R.  S.  AVygodski  have  given 
up  private  practice  and  will  devote  their  full 
time  to  this  work. 

Dr.  Homer  Spitler, 

Aliddleburg,  Ara.,  was  a recent  visitor  at  the 
home  of  his  brother  in  Luray,  A"a. 

Dr.  F.  N.  Bowles, 

Of  Chester,  A^a.,  has  completed  an  interne 
service  at  AVatts  Hospital,  Durham,  N.  C., 
and  is  now  a resident  physician  at  Lying-in 
Hospital,  New  York  City. 

Dr.  Arthur  D.  Ownbey, 

Newport  News,  A^a.,  is  taking  a post-gradu- 
ate course  at  New  York  Post-Graduate  Aledi- 
cal School  and  Hospital,  New  York  City. 

Annual  Registration  of  Physicians  Required 
in  Pennsylvania. 

A law  has  been  adopted  in  Pennsylvania 
which  requires  that  all  persons  engaged  in  the 
practice  of  medicine  or  anj^  allied  branch  of 
the  healing  art,  in  the  State  of  Pennsylvania, 
shall  register  as  practitioners,  with  the  Board 
of  Medical  Education  and  Licensure  in  the 
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Department  of  .Public  Instruction,  annually, 
on  or  before  the  first  day  of  January.  A 
penalty  is  prescribed  for  those  not  abiding  by 
the  law. 

Mrs.  William  C.  Powell, 

Petersburg,  Ya.,  returned  home  about  the 
middle  of  September,  after  spending  the  sum- 
mer in  touring  Europe.  AAYiile  abroad,  Mrs. 
Powell  visited  England,  Scotland,  Holland, 
Belgium.  Germany,  Italy,  Switzerland  and 
France.  She  returned  by  way  of  Montreal, 
Canada. 

Dr.  and  Mrs.  S.  E.  Weymouth, 

Callao.  Ya.,  are  home  again  after  a visit  to 
Baltimore. 

The  Health  Food  Show 

Will  be  held  in  Indianapolis,  Ind..  October 
10  to  17.  inclusive,  under  the  direction  of  Dr. 
E.  A".  McCollum,  of  Johns  Hopkins  Univer- 
sity. in  connection  with  the  National  Dairy 
Exposition.  Many  features  of  unusual  inter- 
est are  promised  in  connection  with  this 
Flea  1th  Food  Show. 

Dr.  Leta  J.  White, 

Of  Richmond,  recently  visited  friends  at 
Callao.  AYt. 

Dr.  and  Mrs.  S.  E.  Hughes, 

Danville,  AYi..  are  home  again  after  spend- 
ing sometime  at  Asheville,  N.  C. 

Scholarships  Available  in  Post-Graduate 
AArork. 

It  is  announced  that  scholarships  on  the 
Oliver-Rea  Foundation  for  graduate  study  in 
medicine  are  available  at  the  New  York  Post- 
Graduate  Medical  School  and  Hospital.  In- 
quiries should  be  addressed  to  the  Dean,  301 
East  Twentieth  Street,  New  York  City. 

Dr.  and  Mrs.  A.  R.  Shands 

And  daughter,  of  AA'ashington,  I).  C.  re- 
cently visited  friends  at  Appomattox  Manor, 
near  Petersburg.  A’a. 

C*  7 

Dr.  and  Mrs.  L.  G.  Richards 

And  family,  of  Roanoke,  AYi.,  spent  some-, 
time  in  September  with  friends  at  Midlothian, 
A7a.  Dr.  Richards,  who  is  a member  of  the 
AYrginia  State  Amateur  Trapshooting  Asso- 
ciation. entered  the  annual  shoot  on  Labor 
Day,  and  made  a good  record. 

Dr.  Robert  Glasgow 

AAYis  recently  re-elected  health  officer  of 
Lexington,  A"a. 


Dr.  W.  Calhoun  Stirling, 

AVashington,  D.  C.,  was  recently  appointed 
as  instructor  in  genito-urinary  surgery  in 
Georgetown  University  Medical  School,  of 
that  city. 

Dr.  and  Mrs.  W.  Morrison  Robinson, 

Richmond,  after  a short  motor  trip  to  points 
of  interest  in  AYrginia  and  North  Carolina, 
have  returned  home  and  are  now  located  at 
411  North  Boulez  yard. 

New  Members  of  W.  Va.  Health  Council. 

Dr.  FI  ugh  A.  Barbee,  Point  Pleasant,  and 
Dr.  Benj.  O.  Robinson,  Parkersburg,  have 
been  appointed  by  the  Governor  of  AVest  AYr- 
ginia  as  new  members  of  the  Health  Council 
of  that  State. 

Dr.  and  Mrs.  Burnley  Lankford, 

Of  Norfolk,  A"a.,  recently  motored  to  Hot 
Springs,  AYi.,  where  Dr.  Lankford  attended 
the  meeting  of  the  American  Association  of 
Obstetricians,  Gynecologists  and  Abdominal 
Surgeons.  They  returned  home  by  way  of 
Sweet  Briar  College,  where  they  visited  their 
daughter.  Miss  Elizabeth  Lankford,  who  is  a 
student  there. 

Dr.  I.  C.  Riggin 

Has  resigned  as  epidemiologist  to  the  State 
Board  of  Health  of  Virginia,  and  has  accepted 
the  position  as  health  officer  of  Oberlin.  Ohio. 

Marriage  Rate  in  Virginia  Declines. 

Nineteen  hundred  and  nineteen  was  the  ban- 
ner year  for  weddings  in  AYrginia,  there  hav- 
ing been  50.904  persons  to  marry  that  year. 
Last  year,  44,354  people  married  in  AYrginia, 
which  was  over  1,300  less  than  in  1923.  This 
brings  about  a decline  in  the  1925  birth  rate 
also. 

Since  North  Carolina  passed  a law  requir- 
ing the  physical  examination  of  the  man  be- 
fore securing  a marriage  license,  the  number 
of  persons  applying  to  the  clerk  of  Greenes- 
ville  County,  AYrginia,  for  marriage  licenses 
has  considerably  increased.  AAYiether  or  not 
the  North  Carolina  law  is  responsible  for  this 
is  in  doubt,  however,  as  this  is  the  only  border 
county  in  Virginia  in  which  this  condition 
exists. 

Dr.  W.  H.  Newcomb  Goes  to  Illinois. 

Dr.  AAY  II.  Newcomb  recently  tendered  his 
resignation  as  head  of  the  health  unit  of 
Nansemond  County,  ATa.,  with  headquarters 
at  Suffolk,  to  accept  the  position  as  health 
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officer  at  Jacksonville,  111.  He  has  been  suc- 
ceeded by  Dr.  Charles  F.  Moriarty,  who  is  a 
graduate  of  Dalhousie  University,  Halifax, 
Nova  Scotia,  and  has  had  training  under  the 
International  Health  Board.  He  will  have 
headquarters  at  Suffolk. 

Dr.  Andrew  J.  Nelson. 

Seattle,  Wash.,  a former  Virginian,  while  in 
the  East  on  a trip  in  the  interest  of  his  work 
with  the  Government,  availed  himself  of  the 
opportunity  to  visit  friends  and  relatives  in 
Virginia.  Dr.  Nelson  continues  his  member- 
ship in  the  Medical  Society  of  Virginia  and 
called  at  the  Society’s  offices  during  his  stay 
in  Richmond. 

Dr.  George  H.  Snead, 

Of  Fork  Union,  Va.,  after  post-graduate 
work  in  Washington,  D.  C.,  has  located  in 
Lexington,  Va.,  and  taken  over  the  office  and 
work  of  the  late  Dr.  B.  W.  Switzer.  His  prac- 
tice will  be  limited  to  diseases  of  the  eye,  ear, 
nose  and  throat. 

Dr.  and  Mrs.  E.  J.  Nixon, 

Petersburg,  Va.,  were  called  to  Washington, 
D.  C.,  the  latter  part  of  September,  by  the 
illness  and  death  of  Mrs.  Nixon’s  sister. 

Dr.  James  M.  Whitfield,  Jr., 

One  of  the  resident  physicans  in  the  Medi- 
cal College  of  Virginia,  Hospital  Division, 
underwent  an  operation  for  appendicitis  at 
Memorial  Hospital,  Richmond,  the  last  of 
September. 

Dr.  H.  D.  Gilmer, 

Formerly  of  Virginia,  but  now  of  Hagers- 
town, Md.,  has  returned  from  Vienna,  Austria, 
where  he  has  been  taking  post-graduate  work 
in  eye,  ear,  nose  and  throat.  He  was  a mem- 
ber of  a group  headed  by  Dr.  George  W.  Mac- 
kenzie. of  Philadelphia.  There  were  about 
forty  doctors  in  the  party,  which  represented 
nearly  every  state  in  the  Union.  From  the 
number  of  doctors  seen  in  Vienna  it  would  seem 
that  this  place  still  holds  its  prestige  as  a great 
medical  center. 

Besides  intersting  post-graduate  work,  an 
opportunity  was  afforded  this  party  to  do 
some  sight  seeing,  especially  on  the  way  home. 
Some  of  the  places  visited  were  Venice,  Milan, 
Luzerne,  Interlaken,  Geneva  and  Paris. 

Dr.  D.  B.  Lepper, 

For  sometime  health  officer  of  Isle  of  Wight 
County,  Va.,  has  been  transferred  to  Sussex 


C.  H.,  and  has  charge  of  health  work  in  that 
county. 

Dr.  G.  Foard  McGinnis,  of  the  class  of  ’25, 
University  of  Virginia,  has  succeeded  Dr. 
Lepper  in  Isle  of  Wight  County,  and  is  lo- 
cated at  Smithfield,  Va. 

The  American  Electrotherapeutic  Associa- 
tion 

Held  its  annual  meeting  in  Chicago,  the  mid- 
dle of  September,  at  which  time  Dr.  Victor 
G.  Pedersen,  of  New  York  City,  was  elected 
president.  Dr.  Richard  Kovacs,  also  of  New 
York,  was  re-elected  secretary. 

Dr.  and  Mrs.  J.  R.  Adams, 

Blackstone,  recently  spent  their  vaction  with 
friends,  on  a motor  trip  which  included  a visit 
to  Jamestown  and  Williamsburg,  Va. 

O 7 

When  the  Doctor  and  the  Red  Cross  Work 
Together. 

The  town  which  is  bereft  of  hospitals  pre- 
sents a serious  problem.  But  by  the  union  of 
the  local  chapter  of  the  American  Red  Cross 
and  the  medical  society  makeshift  hospitals 
have  been  constructed  which  surmount  the 
handicap.  The  combination  furnishes  one  of 
the  most  interesting  phases  of  Red  Cross  work. 

It  may  be  that  a bed  or  two  is  placed  in  the 
Red  Cross  public  health  nurse’s  office  so  that  in 
imperative  need  an  emergency  patient  may  be 
given  immediate  care.  From  this  headquarters 
the  mother  may  obtain  in  her  own  home  the 
same  skilled  nursing  care  which  she  might  re- 
ceive in  a maternity  hospital.  # 

For  tonsillectomies,  more  elaborate  arrange- 
ments must  be  made.  A place  must  be  secured, 
the  upper  floor  of  the  Court  House  perhaps,  or 
a spare  room  in  City  Hall.  The  community  is 
asked  to  co-operate  with  the  doctors  and  nurses 
and  generous  merchants  come  forward  with 
cots,  bedding,  tables,  chairs  or  some  of  the 
various  things  needed  for  an  improvised  hos- 
pital. The  actual  operations  are  performed  by 
a specialist  who  comes  from  the  city. 

In  the  time  of  great  catastrophes  the  Red 
Cross  must  be  quick  to  make  arrangements  to 
fit  the  situation.  The  Red  Cross  mobile  dis- 
aster relief  unit  is  ready  for  service  any  hour 
of  the  day  or  night.  It  sends  special  trains, 
doctors,  nurses,  cots,  bedding,  surgical  supplies, 
even  portable  X-ray  machines,  bandages,  medi- 
cine and  other  equipment.  Then  emergency 
hospitals,  dressing  stations  and  dispensaries 
are  set  up  in  various  sections  of  the  stricken 
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area.  Just  after  the  great  tornado  in  the 
Middle  IVest  last  spring  the  First  Aid  Car  be- 
came a hospital  with  50  patients.  The  Indian- 
apolis chapter  sent  by  airplane  anti-tetanus 
serum  urgently  needed  by  doctors  at  Murphy  s- 
boro  and  Carbondale. 

No  one  knows  better  than  the  doctor  that 
this  work  should  go  on.  Every  membership 
taken  out  during  the  annual  Roll  Call,  from 
Armistice  Day  to  Thanksgiving,  November  11 
to  26,  will  be  used  to  further  this  cause. 

Dr.  Warren  T.  Vaughan, 

Richmond,  Va.,  announces  the  establishment 
of  a Kidney  Clinic  for  the  investigation  and 
treatment  of  nephritis  and  allied  conditions, 
particularly  arteriosclerosis  and  hypertension. 
Clinic  hours  are  on  Fridays  between  two  and 
five,  at  which  time  only  charity  cases  referred 
by  the  attending  physician  or  social  service  or- 
ganization will  be  cared  for. 

The  Clinical  Congress  of  the  American  Col- 
lege of  Surgeons 

Will  hold  its  annual  session  at  the  Bellevue- 
Stratford  Hotel,  Philadelphia,  October  26-30, 
under  the  presidency  of  Dr.  Rudolph  Matas,  of 
New  Orleans,  La.  Dr.  Franklin  H.  Martin, 
Chicago,  is  director-general. 

Dr.  Stanton  K.  Livingston, 

Of  University,  Va.,  who  graduated  from  the 
University  of  Virginia,  Medical  School,  in 
June,  after  several  months  at  the  State  Hos- 
pital. Middletown,  N.  Y.,  entered  upon  his 
duties  as  intern  at  University  of  Pennsylvania 
Hospital,  Philadelphia,  early  in  October.  He 
received  appointment  to  the  last  named  hos- 
pital at  time  of  his  graduation. 

The  American  Association  of  Obstetricians, 

Gynecologists  and  Abdominal  Surgeons 

Held  its  thirty-eighth  annual  meeting  at  Hot 
Springs,  Va.,  September  16-18.  Dr.  George 
Clark  Mosher,  Kansas  City,  Mo.,  was  elected 
president;  Drs.  Edmund  D.  Clark,  Indian- 
apolis, Ind.,  and  Palmer  Findley,  Omaha, 
Nebr,.  vice-presidents;  and  Dr.  James  E.  Davis, 
Detroit,  Mich.,  was  re-elected  secretary.  Chi- 
cago was  selected  for  the  next  place  of  meet- 
ing in  September,  1925.  This  is  the  first  time 
this  Association  has  met  in  Virginia,  Drs. 
M.  P.  Rucker  and  Greer  Baughman,  of  Rich- 
mond, and  Dr.  Burnley  Lankford,  Norfolk,  are 
the  only  Virginia  doctors  who  are  members. 


Dr.  and  Mrs.  W.  A.  Lambeth 

Have  returned  to  their  home  at  University, 
Va.,  after  a trip  abroad.  Most  of  their  time 
was  spent  in  Italy  and  Swizerland. 

Dr.  H.  M.  DeJarnette, 

F redericksburg,  recently  visited  his  sister  at 
her  home  near  Orange,  Va. 

Dr.  George  B.  Wood 

Has  returned  to  his  home  at  Emporia,  Va., 
after  a visit  to  Pennsylvania  and  Maryland. 

Dr.  A.  L.  Stratford,  Jr., 

Announces  the  removal  of  his  offices  to  1601 
Monument  Avenue,  Richmond. 

The  Medical  College  of  Virginia, 

Richmond,  opened  its  1925-1926  session  the 
middle  of  September,  with  an  enrollment  of 
500  in  its  departments  of  medicine,  dentistry, 
and  pharmacy,  that  of  the  medical  school  alone 
being  about  350.  Because  of  lack  of  space, 
more  than  two  hundred  applicants  for  matri- 
culation had  to  be  refused. 

“Health  Audit.” 

The  Gorgas  Memorial  Institute  has  on  a 
campaign  of  health  education,  its  purpose  being 
to  aid  every  one  to  a longer  life.  An  important 
phase  of  this  work  is  the  periodic  health  ex- 
amination— for  the  doctor  and  his  patients. 
This  should  be  urged  upon  every  one  as  the 
best  means  of  detecting  diseases  in  their  in- 

c 

cipiencv. 

Pulaski  to  Have  New  Hospital. 

Stock  has  been  subscribed  for  a $40,000  hos- 
pital in  Pulaski,  Va.,  and,  as  soon  as  a charter 
has  been  secured,  plans  and  specifications  will 
be  received.  The  hospital  will  be  known  as  the 
Pulaski  Hospital.  Incorporated.  Present  offi- 
cers are  Dr.  R.  H.  Woolling,  president;  Dr. 
R.  F.  Thornhill,  vice-president;  and  Dr.  D.  S- 
Divers,  secretary-treasurer. 

The  Park  West  Medical  Building 

Is  the  name  of  a private  general  hospital 
which  is  to  be  erected  at  once  on  the  south  side 
of  76th  Street,  just  off  Amsterdam  Avenue. 
New  York  City.  The  building  will  be  eight 
stories,  absolutely  fire  and  noise  proof,  and  will 
have  sixty  suites,  with  a capacity  for  seventy- 
eight  patients.  Dr.  Harold  M.  Hays  is  head 
of  the  enterprise  and  has  associated  with  him 
several  well  known  physicians  and  a group  of 
business  men.  It  is  expected  the  hospital  will 
be  opened  about  May  1,  1926. 
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Annual  Report  of  the  Central  State  Hospital 

Has  just  been  received  at  the  office,  for  the 
nine  months  ending  June  30,  1924,  and  the 
year  ending  June  30,  1925.  At  the  last  date, 
there  were  2,271  patients’  names  on  the  books, 
with  2,143  in  the  hospital.  General  health  of 
the  patients  was  good  with  only  minor  acci- 
dents and  injuries  reported.  There  are  special 
departments  for  the  epileptics  and  tubercular 
patients.  The  percentage  of  patients  employed 
since  1911  has  varied  from  72  to  86  per  cent. 
In  conjunction  with  this,  suitable  recreations 
and  diversions  are  provided.  Altogether  the  re- 
port shows  that  excellent  work  has  been  ac- 
complished. 

Tonsil  Clinic  in  Goochland. 

Late  in  September  a tonsil  clinic  was  held  in 
Goochland  County,  Va.,  by  the  County  Wel- 
fare League,  at  which  time  thirty  children  had 
their  tonsils  removed.  Surgeons  and  nurses 
from  Richmond  were  assisted  by  Dr.  T.  M.  Tay- 
lor, State  Farm,  Dr.  L.  K.  Leake,  East  Leake, 
and  Dr.  W.  K.  McCoy,  Gum  Spring. 

The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  the  following 
open  competitive  examinations,  information 
about  which  may  be  obtained  from  the  above 
named  Commission,  Washington,  I).  C.,  or  the 
secretary  of  the  board  of  U.  S.  Civil  Service 
Examiners  at  the  postoffice  or  customhouse  in 
any  city : 

Junior  medical  officer,  assistant  medical 
officer,  associate  medical  officer,  medical  offi- 
cer, and  senior  medical  officer;  graduate  nurse 
and  graduate  nurse  (visiting  duty)  ; and  dieti- 
tian, applications  for  all  of  the  above  named 
positions  to  be  rated  as  received  until  Decem- 
ber 30,  1925;  also,  for  physiotherapy  aide,  phy- 
siotherapy pupil  aide,  and  physiotherapy  as- 
sistant, receipt  of  applications  to  close  Octo- 
ber 24  and  November  28. 

Sunlight  and  Health,  England. 

Studies  by  physicians  and  scientists  in  Eng- 
land reported  at  the  Congress  of  the  Royal  In- 
stitute of  Public  Health,  held  at  Brighton  in 
May,  indicate  that  sunlight,  “either  natural  or 
artificial,  when  properly  administered,  may 
have  a definitely  beneficial  effect  on  mental 
activity.”  It  was  found  that  children  handi- 
capped in  school  work  by  illness,  when  cured 
with  the  aid  of  sunlight,  caught  up  with  or 
out-distanced  their  classmates. 


Child  Marriage,  India. 

Statistics  given  by  a writer  in  the  Times  of 
India , published  in  Bombay,  show  the  extent 
of  child  marriage  in  India.  The  figures  are 
from  the  1921  census  report  for  the  Bombay 
Presidency.  They  show  that  in  1921  there 
were  in  Bombay,  in  round  numbers  49,000  mar- 
ried girls  under  the  age  of  5 years,  of  whom 
more  than  2,000  were  widows;  261,000  be- 
tween the  ages  of  5 and  10  years,  13,000  of 
whom  were  widows;  643,000  between  the  ages 
of  10  and  15,  of  whom  34,000  were  widows. 
The  infant  death  rate  in  Bombay  in  1924  was 
411  per  thousand  live  births,  compared  Avith 
the  United  States  rate  (1923)  of  77. 

Operating  Room  Completed. 

The  Elizabeth  Sharpless  Keith  operating 
room  at  the  Fauquier  County  Hospital,  War- 
renton,  Va.,  was  just  completed  last  month. 
This  room  represents  about  $5,000  for  equip- 
ment. 

Wanted. 

A good  doctor,  in  a field  that  will  pay  $6,000 
or  more  annually.  Open  now.  Address  P.  O. 
Box  24,  Criglersville,  Va.  (Adv.) 

For  Sale. 

Virginia  $7,000.00  practice  and  property. 
Tidewater  town  1,200.  Rich  country.  Com- 
petition right.  Practice  easily  increased  to 
full  capacity.  Modern  brick  residence,  offices 
and  garages.  Good  roads,  churches  and 
schools.  Model  community.  Price  $5,000.00; 
require  $3,000.00.  No  triflers.  Specializing. 
Address  No.  433,  care  this  jurnal.  (Adv.) 

Obituary 

Dr.  Carlisle  Lamar  Nottingham, 

A prominent  doctor  of  the  Eastern  Shore  of 
Virginia,  died  at  Saranac  Lake,  N.  Y.,  Sep- 
tember 18,  after  an  illness  of  two  years.  He 
was  born  at  Seaview,  Va.,  forty-one  years  ago. 
Upon  completion  of  his  academic  education,  he 
entered  the  Maryland  Medical  College,  Balti- 
more, from  which  he  graduated  in  1905.  After 
this  he  took  a post-graduate  course  at  Johns 
Hopkins  University  for  another  year,  follow- 
ing which  he  took  up  the  practice  of  his  pro- 
fession at  Cape  Charles,  Va.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia 
since  1906  and  was  also  a member  of  the  Ameri- 
can Medical  Association.  His  funeral  was 
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conducted  with  Masonic  honors.  Dr.  Notting- 
ham is  survived  by  his  wife,  three  children 
and  a large  family  connection. 

Resolutions  on  Death  of  Dr.  Nottingham. 

Whereas,  The  Northampton  County  Medical  So- 
ciety has  learned  with  sincere  regret  of  the  death  of 
Dr.  Carlisle  L.  Nottingham,  and 

Whereas,  Dr.  Nottingham  in  the  history  of  his 
career  has  been  an  ornament  to  the  profession,  a 
self-sacrificing  and  devoted  minister  in  the  relief  of 
human  suffering;  therefore, 

Be  it  Resolved.  That  this  Society  desires  to  place 
on  record  its  sense  of  loss  in  the  death  of  Dr.  Not- 
tingham to  the  profession  and  to  humanity,  and 
Resolved.  That  this  preamble  and  these  resolutions 
be  placed  on  record,  that  a copy  be  sent  to  his  fam- 
ily, and  that  they  be  published  in  the  county  news- 
papers and  Virginia  Medical  Monthly. 

Signed: 

G.  Fred  Floyd. 

J.  Mortimer  Lynch. 

Committee. 

Dr.  Herry  Morgan  Miles, 

Of  Norton,  Va.,  was  found  dead  in  bed  at 
his  home  in  that  place-  on  September  8.  though 
he  had  apparently  been  in  good  health  before 
then.  Dr.  Allies  was  born  at  Jonesville,  Va., 
in  1867,  and  received  his ‘early  education  at 
Jonesville  Institute.  After  this,  he  took  up  the 
study  of  medicine  at  Louisville  Medical  Col- 
lege, receiving  his  diploma  from  this  college  in 
1890.  It  had  been  his  habit  to  take  post-gradu- 
ate courses  practically  every  year.  Dr.  Miles 
had  been  a member  of  the  Medical  Society  of 
Virginia  since  1903.  was  a member  of  the 
American  Medical  Association  and  was  a mem- 
ber and  an  ex-president  of  Wise  County  Medi- 
cal Society.  He  was  also  a member  of  the  Vir- 
ginia State  Board  of  Health. 

Dr.  Richard  Urquhart  Burges, 

Of  Norfolk,  Va.,  a member  of  the  stall'  of  the 
Norfolk  Protestant  Hospital,  died  at  his  home 
in  Norfolk,  the  latter  part  of  September.  He 
was  about  fifty-three  years  of  age  and  a native 
of  Southampton  County,  Va.,  though  he  had 
practiced  his  profession  in  Norfolk  for  about 
thirty  years.  After  attending  William  and 
Alary  College,  he  studied  medicine  at  Aledical 
College  of  Virginia,  graduating  in  1895,  and 
became  a member  of  the  Aledical  Society  of 
Virginia  that  year.  He  was  prominent  in  the 
professional  and  business  life  of  Norfolk. 

Resolutions  on  Death  of  Dr.  Burges. 

Whereas,  In  the  Providence  of  Almighty  God,  our 
friend  and  colleague,  Richard  Urquhart  Burges,  has 
passed  from  this  life.  Therefore,  be  it 

Resolved.  That  the  Norfolk  County  Medical  So- 
ciety has  lost  a true  and  worthy  friend,  and  a con- 
scientious co-worker. 


That  the  membership  of  this  society  extends  its 
heartfelt  sympathy  and  love  to  his  devoted,  faithful 
and  tireless  companion. 

That  a copy  of  these  resolutions  be  spread  upon 
the  minutes  of  this  Society  and  be  published  in  the 
daily  papers.  • 

NORFOLK  COUNTY  MEDICAL  SOCIETY, 

Chas.  W.  Dougktie, 
Kirkland  Ruffin, 

E.  C.  S.  TaJliaferro, 

Committee. 

Dr.  Henry  Rose  Carter, 

Assistant  Surgeon  General  of  the  IT.  S.  Pub- 
lic Health  Service,  and  recognized  as  one  of 
the  foremost  medical  and  sanitary  experts  of 
this  country,  died  at  his  home  in  Washington, 
D.  C.,  September  14,  after  a long  illness.  Dr. 
Carter  was  born  in  Caroline  County,  Va., 
seventy-three  years  ago.  He  first  studied  civil 
engineering  at  the  University  of  Virginia, 
graduating  in  1873,  and  later  studied  medicine 
at  the  University  of  Maryland,  School  of  Aledi- 
cine,  receiving  his  medical  diploma  in  1879. 
After  this  he  entered  the  U.  S.  Public  Health 
Service,  and  continued  constantly  with  the 
Service  until  his  death.  Dr.  Carter  inaugu- 
rated the  present  maritime  quarantine  system 
in  this  country  and  was  intimately  associated 
with  Surgeon  General  Gorgas  and  Dr.  Walter 
Reed  throughout  the  greater  part  of  their 
careers,  particularly  in  their  work  in  the  study 
and  control  of  malaria  and  yellow  fever.  Two 
sons  and  a daughter  survive  him.  The  inter- 
ment was  made  in  Ashland,  Va.,  where  he  had 
spent  much  of  his  time. 

Dr.  Thomas  McCormick  Lippitt, 

U.  S.  Navy,  retired,  of  Berryville,  Va.,  died 
suddenly,  September  16,  at  the  breakfast  table, 
at  the  age  of  fifty-three.  He  was  a graduate 
of  the  University  College  of  Aledicine,  Rich- 
mond, in  1897,  and  was  appointed  an  assistant 
surgeon  in  the  Navy  in  1898.  Dr.  Lippitt’s  bad 
health  was  due  to  a wound  in  the  hip,  which 
he  received  during  the  Boxer  rebillion  in  China 
in  1900,  while  he  and  another  surgeon  were  car- 
ing for  the  wounded  in  the  British  legation  in 
Peking.  He  was  promoted  for  conspicuous 
gallantry  but  was  soon  forced  to  retire  on  ac- 
count of  his  injury.  He  was  unmarried  but  is 
survived  by  a brother  and  several  sisters. 

Dr.  Welton  C.  Williams, 

Of  Vienna,  A7a.,  died  August  23,  following  a 
long  illness.  He  was  fifty-three  years  of  age 
and  a graduate  in  medicine  from  George  Wash- 
ington University,  Washington,  D.  C.,  in  1899. 


What  an  Eminent  Physician  says 

about  Gelatine  in  Milk  for  Infant  Feeding 

DR.  JOSEPH  LEIDY,  of  Philadelphia,  says:  “Thecom- 
bination  of  Gelatine  and  milk  in  infant  feeding  was 
long  used  by  my  father  and  the  late  Dr.  W.  Pepper.  I 
have  continued  to  use  it  during  the  past  thirty  years,  and 
am  of  the  opinion  that  it  gives  results  when  many  other 
combinations  fail.”  ( Quoted  by  permission.) 


Thomas  B.  Downey,  Ph.  D.,  Fellow 
of  Mellon  Institute,  Pittsburgh,  has, 
by  standard  feeding  test,  determined 
that  the  addition  of  pure,  plain  un- 
flavored Gelatine  increases  the  nour- 
ishment obtainable  from  the  milk  by 
about  23%. 

The  approved  method  of  combining 
Gelatine  with  milk  is  as  follows : 

Soak,  for  ten  minutes,  one  level 
tablespoonful  of  pure,  unflavored, 
unsweetened  Gelatine  in  one-half 
cup  of  cold  milk  taken  from  the 
baby’s  formula ; cover  while  soaking ; 
then  place  the  cup  in  boiling  water, 
stirring  until  Gelatine  is  fully  dis- 
solved; add  this  dissolved  Gelatine 
to  the  quart  of  cold  milk  or  regular 
formula. 


Physicians  are  cautioned  to  pre- 
scribe only  pure,  unflavored  and  un- 
sweetened Gelatine — the  purest  form 
of  which  is  Knox  Sparkling  Gela- 
tine— highest  quality  for  health — 
produced  by  the  most  scientific 
methods,  and  under  constant  bac- 
teriological and  chemical  laboratory 
control.  It  contains  no  artificial 
flavoring — no  sweetening. 


FREE-  To  Physicians  and  Hospitals 

The  Physician’s  reference  book 
of  nutritional  diets  with  recipes 
will  be  sent  free  to  physicians 
or  hospitals,  upon  request,  if 
they  will  address  the  Knox 
Gelatine  Laboratories,  441 
Knox  Avenue,  Johnstown, 
N.  Y. 


In  addition  to  the 
family  size  pack- 
ages  of  “Plain 
Sparkling”  and 
“Sparkling  Acidu- 
lated” (which  lat- 
ter contains  a spe- 
cial envelope  of 
lemon  flavoring), 
Knox  Sparkling 
Gelatine  is  put  up 
in  1 and  5 pound 
cartons  for  spe- 
cial hospital  use. 


KNOX 

SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health” 


Free  from  harm- 
ful acidity,  artifi- 
cial coloring , and 
synthetic  flavor- 
ing. 
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Calcium  Deficiency 


NOT  ALONE  for  the  creosote 
content  may  CALCREOSE 
be  administered  but  also  for  its  cal- 
cium content.  Many  physicians 
are  prescribing  calcium  to  over- 
come a calcium  deficiency.] 


CALCREOSE  is  a mixture  of  approximately  equa 
parts  of  creosote  and  calcium  oxid  that  can  be 
taken  for  a long  time,  and  in  comparatively  large 
doses  without  apparently  causing  any  gastrointes- 
tinal disturbance;  nor  do  patients  object  to][its 
long  continued  use. 

Samples  of  Tablets  on  request. 

THE  MALTBIE  CHEMICAL  COMPANY 
^Newark,  New  Jersey 


Individualized  Infant  Feeding 


There  are  more  babies  fed  on  fresh  cow’s 
milk  than  any  other  artificial  food. 

A vast  majority  of  these  babies  are  fed 
according  to  the  physician’s  instructions 
to  the  mother. 

A large  number  of  these  physicians  use 
Dextri- Maltose  as  the  modifier. 


MEAD’S  INFANT 
DIET  MATERIALS 

are  appreciated  by  all  physicians  inter- 
ested in  pediatric  work. 

It  is  well  worth  while  to  every  physician 
to  write  for  our  Pediatric  Tool  Kit. 


The  Mead  Policy 

Mead’s  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Manufacturers  of  Infant  Diet  Materials 
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Original  Communications 

CONTRIBUTIONS  OF  OPHTHALMIC 
SCIENCE  TO  PROGRESSIVE 
MEDICINE.* 

By  HUNTER  H.  McGUIRE,  M.  D.,  Winchester,  Va. 

When,  at  your  last  meeting,  you  saw  fit  to 
confer  the  greatest  honor  which  has  come  to 
me  in  my  professional  career,  I took  occasion 
to  remind  you  that  for  the  second  time  in  the 
history  of  this  organization  you  have  honored 
a representative  of  ophthalmic  science  with 
the  highest  office  within  the  gift  of  this  So- 
ciety. On  a former  occasion  this  distinctive 
honor  was  conferred  on  my  first  teacher  in 
ophthalmology — a clinician  whose  work  in  this 
special  branch  has  been  an  inspiration  to  the 
younger  generation  who  have  followed  in  his 
footsteps,  and  whose  friendship  and  counsel 
have  proven  to  be  valuable  assets  to  those  who 
hold  him  in  high  esteem.  Still  in  active  prac- 
tice, carrying  on  with  the  enthusiasm  of  youth, 
he  bears  the  happy  distinction  of  being  the 
father  of  ophthalmology  in  Virginia  and  the 
youngest  ophthalmologist  in  America.  It  is 
hardly  necessary  to  say  that  I refer  to  an  hon- 
ored past  President  of  this  Society,  Doctor 
Joseph  A.  White,  of  Richmond.  Deeply  ap- 
preciative of  this  evidence  of  your  confidence, 
I expressed  the  hope  that  your  action  had  been 
prompted  by  a desire,  on  the  part  of  this  So- 
ciety,  to  give  recognition  to  the  great  advances 
which  have  been  made  in  that  branch  of  medi- 
cine, which,  in  a very  humble  capacity,  I have 
the  honor  to  represent. 

With  this  thought  in  mind,  it  has  occurred 
to  me  that  on  this  occasion  it  might  not  be 
inappropriate  to  speak  particularly  on  some 
of  the  recent  contributions  of  ophthalmic 
science  to  progressive  medicine  and  to  point 
out  what  these  methods  of  precision  in  diag- 
nosis have  accomplished,  not  only  in  the  ad- 

. ’Address  of  the  President  before  the  fifty-sixth  annual  meet- 
ing of  the  Medical  Society  of  Virginia,  at  Richmond,  October 
13-16,  1925. 


vancement  of  this  special  branch,  but  in  gen- 
eral medicine  as  well. 

In  departing  somewhat  from  the  usual  type 
of  presidential  addresses,  I am  fully  aware 
that  I may  be  accused  of  breaking  a long  es- 
tablished precedent,  which  my  distinguished 
predecessors  in  office  have  never  set  aside,  of, 
in  a large  measure,  eliminating  scientific  mat- 
ters- from  the  subject  to  be  discussed,  but  I 
do  feel  that  in  this  day  of  rapid  progress, 
when  the  research  worker  and  other  investiga- 
tors are  untiring  in  their  efforts  to  emphasize 
the  scientific  aspect  of  medicine,  the  chairman 
of  an  assemblage  of  this  character  can,  with 
propriety,  speak  of  some  of  the  important  con- 
tributions which  one  branch  of  medicine  has 
been  able  to  make  in  the  development  of  the 
whole. 

For  a more  or  less  indefinite  period  the  phy- 
sician who  limited  his  activities  to  the  diseases 
of  the  eye  was,  to  some  extent,  expected  to  play 
a minor  role  in  the  larger  developments  of 
scientific  medicine  and,  as  a matter  of  fact,  for 
many  years,  no  contributions  worth}'  of  note 
were  forthcoming  from  ophthalmologists  to 
shed  light  in  the  solution  of  problems  which 
the  general  j^rofession  had  under  consideration. 

In  fact,  ocular  diseases  and  abnormalities 
were,  in  a large  measure,  entirely  dissociated 
from  systemic  medicine  and  the  intimate  re- 
lationship between  the  two  had  not  been  es- 
tablished. The  ophthalmologist  was,  therefore, 
limited  to  a very  small  field  of  activity  and  he 
failed  to  receive  that  broadening  influence 
which  comes  to  those  who,  because  of  interre- 
lated problems,  are  brought  into  more  intimate 
contact  in  their  professional  life. 

He  lived  in  a little  world  of  his  own,  segre- 
gated  to  some  extent  from  his  fellow  practi- 
tioners, and  his  daily  work  was  largely  con- 
cerned with  the  correction  of  refraction  errors 
and  muscular  anomalies.  The  many  inflamma- 
tory affections  of  the  ocular  structures,  so  im- 
perfectly understood,  were,  for  the  most  part, 
thought  to  be  of  luetic  or  so-called  rheumatic 
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origin,  and  therapeutic  measures  for  their  re- 
lief were  made  to  conform  to  these  theories. 
Bacterial  invasion  of  the  eye,  so  thoroughly 
studied  in  recent  years,  had  been  given  little 
or  no  attention  and  ophthalmic  surgery,  be- 
cause of  its  hazards  and  imperfectly  developed 
technic,  was  only  undertaken  by  a very  limited 
number. 

The  human  eye,  so  complex  in  its  structure 
and  so  wonderful  in  its  mechanism,  Avas  to  a 
large  extent,  not  regarded  as  a A'ital  part  of 
the  human  economy,  but  was  essentially  looked 
upon  and  treated  as  a separate  entity  Avhose 
pathologic  phenomena  Avere  unassociated  with 
and  independent  of  diseases  in  other  parts  of 
the  body. 

But  ophthalmology  was  not  destined  to  re- 
main an  undeveloped  science,  and  since  the 
middle  of  the  nineteenth  century  its  history  has 
been  replete  Avith  outstanding  achievements 
and  notable  contributions  to  medical  literature. 
The  inventive  genius  of  Helmholtz  and  the 
far-reaching  conceptions  of  von  Graefe  and 
Donders  brought  about  revolutionary  changes 
In  this  field  of  medicine.  Then  invention  of 
the  ophthalmoscope  opened  up  a neAv  world  of 
study,  and  eA’ery  branch  of  inquiry  and  in- 
vestigation in  the  physiology  and  pathology 
and  therapy  of  the  organs  of  vision  yielded  a 
rich  harvest.  Ophthalmology  quite  outstripped 
its  sister  sciences.  Among  the  disciples  of  this 
triunwirate  many  achieved  renown.  Liebreich, 
Zehender,  Alfred  Graefe,  Herman  Knapp, 
Leber  and  others  have  passed  aAvay,  and  the 
last  survivor  of  this  distinguished  group  was 
Julius  Hirschberg  Avhose  death  occurred  in 
February  of  the  present  year.  They  have  gone, 
leaving  behind  a precious  heritage,  but  the 
blazing  torch  thrown  from  their  arms  has  been 
caught  up  and  its  illuminating  influence  will 
continue  to  spread  throughout  the  world. 

In  the  last  twenty-five  years  the  trend  of 
events  in  ophthalmological  progress  has  been 
to  promote  and  strengthen  a closer  relation- 
ship between  ophthalmic  science  and  general 
medicine,  and  in  this  effort  America  has  taken 
no  small  part,  de  SchAveinitz,  whose  contribu- 
tions on  the  subject  have  been  so  illuminating, 
thus  expresses  himself:  “Though  fully  alive 
to  the  importance  of  special  deArelopment,  it  no 
longer  casts  its  lines  in  narrow  channels,  but  is 
increasing  its  range  of  action  in  co-operation 
and  in  association  Avith  the  great  system  of 


medicine  of  which  it  forms  an  important  part.” 

In  the  conduct  of  his  work,  the  ophthal- 
mologist must  of  necessity  be  familiar  Avith 
many  of  the  problems  which  confront  the  in- 
ternist, the  neurologist,  the  pathologist  and  the 
general  surgeon.  His  opinion  must  frequently 
be  sought  in  the  establishment  of  a diagnosis 
in  diseases  remote  from  the  ocular  region,  and 
he,  in  turn,  must  seek  the  advice  of  his  felloAv 
practitioners  in  tracing  out  the  etiological  fac- 
tors in  diseases  of  the  eye  and  the  institution 
of  proper  therapeutic  measures  for  their  relief. 
In  fact,  the  successful  ophthalmologist  must 
be  a student  of  general  medicine,  and  upon  his 
knowledge  of  the  subject  will  depend  his  use- 
fulness to  the  profession  and  his  fitness  for  his 
life  work. 

In  no  specialty  of  medicine  are  the  pre- 
liminary requirements  and  the  intensive  train- 
ing more  exacting,  and  the  great  national  or- 
ganizations, zealously  adhering  to  their  purpose 
to  maintain  within  their  ranks  a high  stand- 
ard of  efficiency,  Avill  only  admit  to  member- 
ship those  candidates  whose  scientific  at- 
tainments are  without  question  and  who  haAre 
been  granted  a certificate  as  to  their  qualifica- 
tions by  a National  Board  of  Examiners.  I feel 
that  the  time  is  not  far  distant  Avhen,  because  of 
the  exacting  requirements  of  these  national 
bodies,  American  ophthalmology  Avill  have 
reached  a degree  of  accomplishment  which  will 
be  unsurpassed  throughout  the  world. 

No  less  an  authority  than  Wm.  J.  Mayo  has 
recently  said  that  “the  great  progress  of  science 
in  the  last  generation  has  come  largely  through 
mechanical  aids  to  vision  which  have  permitted 
the  concentration  on  scientific  problems  of  the 
full  power  of  human  intelligence.  I think 
that  this  statement  very  aptly  applies  to  those 
more  recent  advances  in  ophthalmic  science 
Avhich  have  a special  significance  in  the  estab- 
lishment of  a closer  relationship  between  ocu- 
lar anomalies  and  general  disease. 

It  may  be  said  that  the  first  real  advance 
came  in  1851  when  Helmholtz  announced  his 
discoA^ery  of  the  ophthalmoscope.  IJp  to  this 
period,  our  knowledge  of  the  interior  of  the 
eye  in  the  living  subject  was  as  dark  as  the 
pupil  itself.  The  normal  fundus  picture  had 
never  been  seen,  and  the  departures  from  nor- 
mal, so  important  in  the  diagnosis  of  general 
disease,  had  not  been  considered.  The  first 
rather  crude  instrument  of  the  reflecting  type, 
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while  epoch-making  in  giving  us  the  first  satis- 
factory view  of  the  eyeground,  has  gone 
through  a process  of  rapid  development  until 
today  the  electric  ophthalmoscope  with  its 
perfected  lens  system,  so  familiar  to  all  of  us, 
enables  one  to  study  the  interior  of  the  eye 
with  a greater  degree  of  accuracy  than  in 
former  years. 

No  one  will  deny,  I believe,  that  ophthalmos- 
copy has  given  us  a method  of  procedure  in 
the  investigation  of  general  disease  which  has 
been  of  inestimable  value.  The  internist  and 
the  neurologist  who  fail,  in  the  study  of  their 
problems,  to  take  advantage  of  the  informa- 
tion it  affords,  cannot  be  expected  to  gain  that 
well-rounded  knowledge  of  their  cases  which 
comes  to  those  who  systematically  study  the 
eye-ground  for  manifestations  of  systemic  dis- 
ease. The  early  and  late  signs  of  general 
arteriosclerosis,  as  indicated  by  characteristic 
changes  in  the  vascular  system  of  the  retina, 
the  unmistakable  evidences  of  hypertension  in 
the  form  of  hemorrhagic  retinitis,  the  well- 
known  fundus  changes  in  renal  and  cardio- 
vascular disease,  the  impressive  and  import- 
ant picture  of  papilledema  in  brain  tumor  and 
more  remote  toxic  conditions,  the  degenerative 
and  inflammatory  processes  in  the  uveal  tract 
suggestive  of  syphilitic  and  tuberculous  in- 
volvement, the  ocular  phenomena  dependent 
upon  focal  infections  in  the  teeth,  tonsils,  nasal 
accessory  sinuses  or  even  more  distant  organs, 
and  the  associated  ocular  changes  in  diseases 
of  the  endocrine  glands  are  only  mentioned  as 
well  known  examples  of  fundus  manifestations 
which  have  an  important  value  in  the  diag- 
nosis and  study  of  general  disease.  Without 
the  ophthalmoscope,  these  important  changes 
Would  never  have  been  added  to  our  knowledge 
of  systemic  medicine,  and  it,  therefore,  seems 
to  me  its  discovery  represents  the  first  scientific 
contribution  which  ophthalmology  has  offered 
to  progressive  medicine. 

fi’he  second  stage  of  advancement  is,  in  my 
opinion,  represented  by  that  period  in  which 
a much  more  comprehensive  and  intensive 
study  of  visual  field  changes  has  been  under- 
taken not  only  in  the  solution  of  problems  con- 
cerned with  the  function  of  vision,  but  in  the 
detection  of  lesions  in  the  optic  tracts,  the 
hypophysis  and  other  parts  of  the  brain.  The 
science  of  perimetry  has  opened  up  a field  of 
investigation  which  has  been  of  untold  value 


not  only  to  the  ophthalmologist,  but  to  the 
neurologist  and  brain  surgeon.  When  it  is  re- 
called that  the  ophthalmoscope  often  fails  to 
reveal  minute  changes  in  diseases  of  the  an- 
terior part  of  the  visual  path,  as,  for  example, 
in  beginning  toxic  amblyopia  and  forms  of 
retrobulbar  optic  neuritis;  that  in  disease  of 
the  visual  path  posterior  to  the  chiasm,  eye- 
ground  changes  are  late  phenomena,  and  that 
disease  above  the  primary  optic  centers  may 
not  be  visible  at  any  time  by  means  of  the 
ophthalmoscope,  we  can  hardly  fail  to  be  im- 
pressed with  the  value  of  carefully  practiced 
perimetry  as  an  aid  to  diagnosis  and  prognosis. 

The  study  of  field  changes  in  diseases  of  the 
pituitary  body  so  fully  elaborated  by  de 
Schweinitz,  Cushing,  and  others,  the  enlarge- 
ment of  the  normal  blind  spot  in  sjnus  infec- 
tions, the  visual  field  phenomena  occurring  in 
functional  nervous  diseases,  and  the  signifi- 
cance of  the  various  forms  of  scotomata,  are 
only  mentioned  as  emphasizing  the  value  of 
this  method  of  investigation. 

When  Gullstrand  announced,  a few  years 
ago,  his  discovery  of  a new  method  of  illumi- 
nation by  which  it  became  possible  to  render 
the  corneal  microscope,  an  instrument  dis- 
covered thirty  years  ago  and  long  since  dis- 
carded, a practical  method  of  diagnosis,  a new 
era  was  opened  up  in  the  investigation  of 
ocular  disease.  Ocular  microscopy  or  the  ex- 
amination of  the  histological  structure  of  the 
living  eye  has  been  developed  through  the  use 
of  the  slit-lamp,  an  apparatus  designed  by 
Gullstrand  to  render  visible  by  means  of  a 
sharp  bundle  of  light  the  cellular  structure  of 
the  human  eye.  The  method,  while  yet  in  its 
infancy,  has  been  sufficiently  developed  to  open 
up  what  might  be  termed  a new  field  of  ocular 
pathology,  and  constitutes  the  greatest  advance 
in  ophthalmic  diagnosis  since  the  discovery  of 
the  ophthalmoscope.  The  apparatus,  as  fur- 
nished today,  so  thoroughly  familiar  to  oph- 
thalmologists, but  perhaps  not  as  well  known 
to  the  general  profession,  consists  essentially  of 
two  parts:  a binocular  microscope  supplied 
with  several  oculars  and  objectives  for  obtain- 
ing different  magnifications,  and  the  slit-lamp 
mounted  on  an  adjustable  double  arm  and 
capable  of  being  swung  in  various  positions  in 
order  to  properly  direct  the  beam  of  light  on 
the  eye  and  to  illuminate  the  various  structures 
as  they  are  observed  with  the  microscope.  The 
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principle  involved  is  that  of  increased  visibility 
by  extreme  contrast,  dark  and  light.  When  we 
observe  a small  beam  of  sunlight  entering  a 
dark  room  through  a crack,  dust  particles  in  its 
path  are  rendered  visible.  The  same  principle 
is  applied  to  the  study  of  the  human  eve  un- 
der a microscope.  In  Gullsirand’s  slit-lamp 
the  principle  of  focal  illumination  reaches  its 
highest  development.  We  are  able  to  project 
into  the  eve  a powerful,  clearly  defined,  rib- 
bon of  light,  to  modify  the  width  of  this  beam, 
and  to  focus  it  at  will  upon  any  desired  spot. 
By  using  a pin-hole,  a pencil  of  light  is  ob- 
tained, which  serves  a useful  purpose  in  the 
search  for  cellular  elements  in  the  aqueous  and 
for  accurate  localization  in  the  lens.  The  pres- 
ent instrument,  as  used  with  a highly  de- 
veloped technic  in  the  various  methods  of  ex- 
amination, gives  us  an  intimate  knowledge  of 
the  histological  structures  of  the  cornea,  iris, 
lens  and  approximately  one-half  of  the  vitreous 
body.  When  the  bundle  of  light  of  the  slit- 
lamp  passes  through  the  cornea  and  lens,  opti- 
cal sections  of  these  structures  are  obtained, 
and  the  illuminated  zones  are  no  longer  trans- 
parent but  appear  opaque.  The  light  as  it 
passes  through  the  cornea  more  or  less  diag- 
onally because  of  the  angle  of  illumination,  if 
in  exact  focus  at  this  point,  sharply  demarcates 
this  zone  as  if  it  were  an  optical  cut  section. 
In  the  lens  a perfect  optical  section  is  pro- 
duced, showing  in  cross  section  its  capsules  and 
the  clearly  defined  nuclear  surfaces.  Studies 
of  the  iris  bring  out  in  an  amazing  manner  in- 
te resting  details  of  its  structure  with  a clear- 
ness not  obtainable  by  other  methods  of  ex- 
amination, while  an  investigation  of  the  vi- 
treous brings  into  view  its  supporting  struc- 
ture, its  normal  and  pathological  opacities, 
changes  in  density,  and  the  remnants  of  em- 
bryonic vessels.  The  study  of  the  circulation 
of  the  blood  in  the  conjunctival  vessels  at  the 
limbus  or  in  newly  formed  vessels  in  the  cor- 
nea, in  cases  of  ulcer  or  pannus,  brings  to  light 
interesting  phenomena  which  have  never  be- 
fore been  observed.  The  actual  movement  of 
the  red  cells  as  they  rapidly  roll  along  in  the 
lumen  of  the  vessel  is  an  amazing  spectacle,  and 
forcibly  illustrates  the  far-reaching  results 
which  may  be  expected  from  this  new  method 
of  investigation. 

Ocular  microscopy,  as  is  being  developed 
from  the  use  of  the  slit-lamp,  is  destined  to 


play  an  important  role  in  changing  our  view- 
point with  reference  to  certain  pathological 
problems  in  diseases  of  the  eye  and  perhaps 
those  of  organs  remote  from  the  ocular  region. 
The  work  of  Vogt  and  Ivoeppe  on  the  conti- 
nent. of  Basil  Graves  and  Harrison  Butler  in 
England,  and  of  Bedell,  von  der  Heydt,  and 
Gradle  in  this  country,  is  bringing  to  light  new 
and  interesting  problems  in  pathological  re- 
search, the  result  of  which  has  been  to  furnish 
a wealth  of  information  concerning  cellular 
changes  in  ocular  disease  and  to  give  early 
recognition  to  many  processes  which,  hereto- 
fore, have  not  been  discovered. 

The  slit-lamp  opens  up  such  a wide  field  of 
investigation  that  it  would  not  be  possible  to 
attempt  to  describe  even  a few  of  the  many 
pictures  it  reveals  of  normal  ocular  tissue  and 
of  those  departures  from  the  normal  which  are 
only  capable  of  being  recognized  under  the 
microscope. 

Ocular  microscopy  will  not  supplant  other 
older  and  well-known  methods  in  ophthalmic 
diagnosis  which  have  stood  the  test  for  many 
3"ears,  but  sufficient  advance  has  been  made  to 
definitely  assert  that  it  represents  one  of  the 
very  important  achievements  of  modern  medi- 
cine, and  those  of  us  who  have  had  an  oppor- 
tunity to  investigate  its  merits  are  convinced 
that  it  is  destined  to  play  an  important  part 
in  the  future  development  of  ocular  pathology. 
Certainly  the  ability  to  study  living  tissue  un- 
der the  microscope  should  be  regarded  as  an 
outstanding  contribution  to  progressive  medi- 
cine, and  for  this  ophthalmic  science  stands 
responsible. 

In  thus  summing  up  some  of  the  important 
achievements  of  one  specialty  of  medicine,  my 
purpose  has  not  been  to  detract  in  the  least 
from  the  brilliant  and  outstanding  contribu- 
tions, for  which  the  present  generation  has 
been  responsible,  in  other  branches  of  medical 
science,  but  I do  feel  that  the  general  profes- 
sion has  failed,  to  some  extent,  to  appreciate 
what  ophthalmology  has  accomplished,  and 
what  an  important  link  it  has  become  in  the 
great  chain  of  special  branches  whose  func- 
tion is  to  hold  in  one  unbroken  line  the  truths 
which  scientific  investigation  has  revealed. 

If  scientific  medicine  is  to  prevail,  if  it  is 
to  withstand  the  assaults  of  quackery  and  the 
various  cults,  if  it  is  destined  to  reveal  the 
truth  to  a public  disturbed  and  harassed  by 
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pseudo-scientific  propaganda,  such  a consum- 
mation can  only  be  brought  about  through  the 
co-operative  effort  of  laborers  in  every  de- 
partment of  medicine,  and  in  this  effort 
ophthalmology,  with  its  sister  sciences,  is  em- 
bracing every  opportunity  to.  lend  assistance 
in  the  solution  of  problems  of  vital  concern  to 
the  progress  of  modern  medicine.  Working  to- 
gether in  a common  cause,  ever  striving  to  es- 
tablish, through  increasing  research,  the  un- 
assailable evidences  of  scientific  investigation, 
and  with  an  abiding  faith  in  the  great  prin- 
ciples for  which  our  profession  stands,  the  in- 
evitable result  must  be  the  highest  develop- 
ment of  medical  art. 

105  North  Braddock  Street. 


THE  RELATION  OF  QUACKERY  TO 
SCIENTIFIC  MEDICINE  IN 
VIRGINIA.* 

By  ISAAC  PEIRCE,  M.  D.,  Tazewell,  Va. 

Not  since  the  days  of  Mesmer,  and  the  ad- 
vent into  Paris  of  one  Hahnemann  with  his 
tall  daughters,  has  quackery  and  humbug  held 
such  high  carnival  over  the  whole  of  the 
civilized  world,  and  affected  to  so  great  a de- 
gree, both  the  literate  and  the  illiterate,  as  at 
the  present  time.  In  the  financial  world,  in 
business,  in  education,  in  the  learned  profes- 
sions. in  government,  even  in  religion,  and,  we 
may  ask,  where  it  is  that  we  fail  to  find  these 
partners  safely  established  and  seemingly  do- 
in<r  a thriving  business ! 

Graft  and  fraud  are  so  prevalent  in  all  civil 
governments  as  to  seemingly  endanger  the 
stability  of  our  public  institutions.  In  our 
own  government,  recent  investigations  at 
Washington  have  revealed  such  corrupt  condi- 
tions in  some  of  its  most  important  branches 
as  to  cause  thinking  men  to  wonder  how  long 
the  strain  can  be  borne.  If  we  make  the  most 
superficial  survey  of  our  immediate  surround- 
ings. our  state  and  county  governments,  we  are 
sensible  of  a most  widespread  disrespect  for 
law  and.  at  the  least,  great  waste  and  careless- 
ness  in  the  handling  of  our  public  funds,  not 
to  call  it  by  a worse  name  or  to  consider  the 
number  and  ability  of  those  engaged  in  the 
administration  of  government.  Again,  if  we 
but  glance  at  our  financial  transactions,  we 
cannot  fail  to  appreciate  the  fraud  and  abso- 

•Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Richmond,  in  a public  session,  October 
13,  1925. 


lute  worthlessness  of  much  that  is  offered  in 
the  shape  of  blue  sky  stocks,  and,  what  will 
surprise  us  most,  is  the  extreme  gullibility  of 
the  public  to  whom  it  is  offered. 

In  this  era  of  fraud  and  corrupt  practices  in 
all  forms  of  business  activity,  in  professional 
relations  to  the  public,  in  government,  even  in 
the  administration  of  justice  extending  to  our 
very  courts  of  law,  and  with  a public  showing 
such  disrespect  for  law,  such  willingness  to  in- 
vest in  “gold  bricks”  and  with  such  mad  desire 
to  get  something  for  nothing,  it  is  a matter  of 
no  surprise  that  the  medical  profession  should 
show  a decided  increase  in  “quacks,”  “shysters,” 
“irregular  practitioners”  “cults,”  or  whatever 
you  wish  to  call  the  gigantic  fraud  that  is 
being  perpetrated  on  the  public  in  the  name  of 
medicine  and  surgery.  Several  things  conspire 
to  make  this  true.  The  science  of  medicine, 
having  originated  in  mysticism,  struggled  up 
through  superstition,  depending  upon  empiri- 
cism for  its  facts,  and  has  only  been  able  to 
call  itself  a science  for  comparatively  a short 
time.  Notwithstanding  the  immense  strides 
made  by  medicine  and  surgery  in  the  past  fifty 
years,  we  are  still  far  from  exactitude  in  our 
knowledge  of  the  cause  of  disease,  and  es- 
peciallj”  is  this  true  of  the  treatment  of  even 
those  best  understood.  Then,  too,  the  human 
race  in  its  early  history  regarded  disease  as 
punishment  visited  upon  them  by  the  Gods, 
the  fiat  of  the  Almighty,  and  it  is  not  strange 
that  much  of  the  child,  the  savage,  the  super- 
stition. and  credulity  should  attend  the  afflicted 
of  our  advanced  civilization.  The  history  of 
the  race  indicates  that  reason  and  education 
will  develop  slowly,  and  that  as  long  as  super- 
stition and  credulity  persist,  just  so  long  will 
the  unscrupulous  thrive. 

Again,  the  requirements  for  medical  educa- 
tion have  rapidly  risen  in  the  past  thirty-five 
years.  At  that  time  a young  man  could  leave 
the  plow,  the  carpenter’s  bench,  or  the  fac- 
tory, spend  one  year  in  the  office  of  a physi- 
cian, reading  medicine  it  w’as  called,  and  two 
years  in  a medical  school,  and  be  allowed  to 
graduate  and  immediately  begin  practice. 
Now,  almost  all  colleges  and  State  boards  of 
examiners  require  two  years  of  pre-medical 
college  work  and  four  years  of  professional 
work,  these  being  the  requirements  in  Vir- 
ginia. Twelve  medical  colleges  have  added  a 
fifth  year,  to  be  spent  as  an  intern  in  an  ap- 
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proved  hospital,  and  this  is  now  required  by 
twelve  States.  I may  say  here  that  many 
thinking  men,  both  in  and  out  of  the  profes- 
sion, believe  that  we  are  going  too  far  and  too 
fast  in  raising  the  requirements  for  medical 
education.  The  Hon.  William  Potter,  who  has 
been  chairman  of  the  board  of  trustees  of  the 
Jefferson  Medical  College  for  many  years  and 
a close  student  of  the  subject  of  medical  edu- 
cation, said,  in  an  address  before  the  alumni 
association  of  that  institution  at  its  centennial 
celebration  last  spring,  “The  board  of  trustees 
of  the  Jefferson  Medical  College  will  not  advo- 
cate the  further  elevation  of  the  requirements 
for  graduation,  nor  will  they  recommend  any 
further  specializing  in  the  practice  of  medi- 
cine.” In  discussing  this  subject  with  an 
eminent  lawyer  sometime  ago,  he  recommended 
that  a fifth  year  should  be  spent  in  the  office 
of  some  general  practitioner  of  medicine  rather 
than  in  the  hospital. 

With  the  rise  in  requirements  for  graduation 
in  medicine  we  find  a decline  in  the  number 
of  medical  schools,  a decrease  in  the  number 
of  students,  and  an  increase  in  the  expense. 
From  162  medifcal  schools  in  1906  there  has 
been  a decrease  to  80  in  1925 — less  than  half. 
From  a total  of  medical  college  graduates  in 
1904  of  5,747,  there  has  been  a decrease  to 
3,974  in  1925,  this  being:  an  increase  as  com- 
pared  with  all  years  since  1913.  In  the  last 
college  year  there  were  only  443  medical  stu- 
dents in  all  schools  in  the  United  States  from 
Virginia.  The  cost  of  a medical  education  in 
1890  was  from  $1,000.00  to  $1,500.00;  at  pres- 
ent I should  say  it  would  easily  reach  that 
amount  per  year,  making  the  cost  for  profes- 
sional training  alone,  from  $4,000.00  to 
$6,000.00.  We  cannot  blame  the  recent  gradu- 
ate  for  his  desire  for  some  immediate  return 
from  his  investment,  so  that  he  enters  the  field 
of  specialism,  locates  in  the  centers  of  popula- 
tion, thus  depleting  still  further  the  rapidly 
thinning  ranks  of  the  general  practitioner  of 
medicine.  This  is  especially  true  in  the  coun- 
try districts  where  there  is  beginning  to  be 
felt  a decided  need  of  physicians.  A few  years 
ago  the  advertising  pages  were  full  of  offers 
to  sell  practice  and  equipment.  Now  you  find 
in  every  medical  journal  that  physicians  are 
wanted  as  hospital  assistants,  to  locate  in  coun- 
try districts,  and  as  contract  doctors  in  mines 


and  manufacturing  plants.  It  is  useless  to 
look  further  for  a cause  to  stimulate  the 
cupidity  of  the  unscrupulous  in  his  desire  to 
be  admitted  to  the  practice  of  medicine,  with- 
out preparation,  or  at  most  so  little  that  it  is 
unworthy  the  name. 

In  studying  the  relations  of  quackery  to 
scientific  medicine,  it  will  be  well  to  review 
briefly  the  history  of  the  former  for  the  past 
few  years.  We  were  told  at  our  last  meeting 
by  a representative  of  the  A.  M.  A.  that  the 
medical  literature  of  a hundred  years  ago 
showed  the  profession  was  beset  with  the  same 
conditions  and  discussing  the  same  problems 
as  at  the  present  time.  The  patent  medicine 
fraud  we  have  always  had  with  us,  and  it  is 
likely  to  contine  with  us  from  present  outlook. 
The  retail  druggist  has  added  to  his  ever-in- 
creasing list  a well  advertised  line  of  private 
and  secret  formulary,  remedies  for  every  ill, 
which  are  sold  direct  to  the  consumer.  Prior 
to  1885,  the  great  bogey  that  was  responsible 
for  the  doctor’s  loss  of  sleep  was  the  homeo- 
path, an  importation  from  Europe.  He  came 
with  a great  blast  of  trumpets,  chiefly  his  own, 
for  his  motto,  “similia  similibus  curantur,”  and 
his  stock  in  trade  was  a system  of  “dilutions,” 
the  more  dilute  the  higher  the  “potency.”  The 
eclectic  was  another  flourishing  cult  at  that 
time.  Both  have  become  pretty  good  fellows 
at  this  time,  though  they,  too,  seem  to  be  on 
the  decline,  with  the  advent  of  higher  educa- 
tion and  protective  legislation,  the  homeopaths 
having  two  schools  and  the  eclectics  only  one 
in  the  United  States.  The  chief  class  of  ir- 
regular medical  quacks  prior  to  the  passage  of 
the  medical  practice  act  was  the  partially  pre- 
pared “doctors,”  men  who  had  attended  medi- 
cal school  for  a short  time,  had  been  attached 
to  the  hospital  or  medical  departments  during 
the  Civil  War,  or  had  taken  up  the  practice  of 
medicine  without  any  preparation  whatever. 
Each  county  in  the  state  had  two  or  three 
such  men.  Next  in  importance  were  the 
traveling  quacks,  men  who  appeared  in  the 
streets,  in  a buggy  or  on  a goods  box,  sold 
patent  medicines,  eye-glasses,  removed  corns, 
pulled  teeth,  and  gave  all  who  came  advice  as 
to  the  nature  and  treatment  of  any  real  or 
imaginary  disease  of  which  he  might  be  the 
subject.  Another  class  traveled  with  a show, 
generally  an  Indian,  and  bought  medicine  di- 
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rect  from  the  Indians — nature’s  remedies.  The 
cities  had  so-called  specialists  who  advertised 
cures  for  venereal  diseases  and  sexual  disorders. 
Occasionally  one  advertised  a sure  cure  for 
some  incurable  disease,  as  cancer,  epilepsy,  etc. ; 
you  may  recall  the  flaming  headline.  “I  Cure 
Fits.”  In  this  state  these  people  required  only 
a license  to  vend  a patent  medicine,  or  to 
practice  medicine,  costing  $10.00.  They  led  a 
precarious  existence,  their  reward  being  usually 
small.  Often  the  country  quack  practiced  as 
a side-line  to  farming  or  merchandising.  They 
were  treated  with  contempt  by  the  regular 
practitioners  who  refused  to  consult  with  or 
notice  them  in  any  way.  Often  they  refused 
even  to  attend  a patient  who  had  previously 
been  treated  by  one  of  them.  Their  existence 
was  largely  individual,  as  no  form  of  organiza- 
tion existed  among  them. 

Medical  legislation  in  Virginia  is  of  rather 
recent  date.  In  1831-3*2,  an  act  was  approved 
against  the  sale  or  administration  of  drugs  by 
slaves;  in  1847,  against  the  administration  of 
drugs  to  produce  abortion.  I can  find  no  lav 
requiring  even  a license  tax  against  physicians 
or  surgeons  prior  to  the  Civil  War.  The  code 
of  1873  shows  that  an  act  had  been  approved 
levying  a specific  license  tax  of  $10.00  on  phy- 
sicians and  surgeons.  This  legislation  must 
have  been  an  effort  at  regulation,  as  it  is  diffi- 
cult to  believe  that  any  legislative  body  could 
have  been  guilty  of  so  unjust  an  action  as  the 
levying  of  an  occupational  tax  against  any 
class  or  group  of  our  citizens,  simply  for  the 
purpose  of  increasing  the  public  revenue.  No 
political  economist  or  legislative  body  has 
ever  been  able  to  successfully  defend  any  law 
taxing  the  right  of  any  individual  or  group 
of  individuals  to  obtain  a living  by  the  pur- 
suit of  any  honest  endeavor,  certainly  not  so 
poorly  remunerated  a profession  as  that  of  the 
practice  of  medicine. 

It  was  not  until  the  legislature  of  1883-4 
passed  an  act  creating  a state  board  of  medical 
examiners  that  anything  like  real  regulation 
of  the  practice  of  medicine  and  surgery  was 
attempted  in  Virginia.  It  would  be  interest- 
ing to  review  carefully  the  vicissitudes  of  the 
birth  and  growth  of  the  laws,  both  national 
and  state,  which  have  developed  in  the 
past  forty  years,  but  I can  only  mention 
a few  of  the  most  important  changes  which 
have  attended  the  evolution  of  our  own 


state  law.  The  laws  of  1883-4  did  little  but 
provide  the  machinery  of  an  unwieldly  board 
of  medical  examiners,  providing  for  three 
members  from  each  congressional  district  and 
two  for  the  state  at  large,  of  the  regular  medi- 
cal profession,  and,  in  addition,  five  homeo- 
paths from  the  state  at  large.  Thus,  we  had, 
in  the  very  beginning  of  medical  legislation, 
engrafted  upon  us  what  was  at  that  time  re- 
garded as  the  most  dangerous  of  all  the  irregu- 
lar practitioners  of  medicine.  This  law  pro- 
vided that  any  person  assessed  with  a license 
tax  prior  to  1885  shall  be  considered  to  have 
commenced  the  practice  of  medicine  and  was 
therefore  exempt  from  its  provisions  as  to 
examination.  This  bill  was  re-enacted  and 
amended  by  the  legislature  of  1885-6,  and  again 
in  1894.  In  the  act  approved  January  23,  1894, 
we  find  that  all  persons  who  have  practiced 
continuously  for  five  years  previous  to  this 
act  are  exempt  from  its  provisions,  thus  rais- 
ing the  time  limit  from  1885  to  1889,  and  al- 
lowing any  irregular  who  had  failed  to  take 
advantage  of  the  first  limit  to  come  in  under 
the  second.  This  act  also  changed  the  number 
of  members  of  the  examining  board  to  one 
member  from  each  congressional  district,  two 
from  the  state  at  large  and  two  homeopaths, 
and  makes  the  first  attempt  to  define  the  term 
“Practice  of  Medicine  and  Surgery:”  “Any 
person  shall  be  regarded  as  practicing  medi- 
cine or  surgery,  within  the  meaning  of  this  act, 
who  shall  profess  publicly  to  be  a physician 
or  surgeon,  and  shall  offer  to  practice  as  such, 
or  Avho  shall  prescribe  for  the  sick  or  for  those 
needing  medical  or  surgical  aid,  and  shall 
charge  and  receive  therefor  money  or  other 
compensation,  directly  or  indirectly.”  This  law 
has  been  re-enacted  and  amended  variously  un- 
til the  present  time,  the  most  important 
changes  being  the  increase  in  the  requirements 
in  education  of  applicants  for  examination,  the 
admission  of  the  osteopath  by  giving  him  a 
member  on  the  board,  the  admission  to  prac- 
tice of  a cult  known  as  chiropractors  who  were 
practicing  in  the  state  prior  to  1913,  and  the 
passage  of  the  poropathy  act  of  1918.  The 
energy  of  the  patron  of  this  latter  bill  to  serve 
his  constituents  and  benefit  suffering  humanity 
is  only  equaled  by  that  of  one  of  his  colleagues 
in  the  state  senate  who  insisted  upon  holding 
up  important  health  legislation  until  he  se- 
cured a special  provision  setting  up  the  time 
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limit  imposed  upon  irregulars  ten  years  in 
order  that  an  old  chap  in  Buchanan  county 
be  allowed  to  continue  practice. 

The  legislative  committee  of  this  society  and 
the  gentlemen  who  have  been  active  in  per- 
fecting our  present  law  to  regulate  the  prac- 
tice of  medicine  and  surgery,  are  justly  proud 
o*f  it,  for  it  represents  much  hard  labor.  The 
passage  of  any  really  progressive  legislation 
seems  to  be  almost  an  Herculean  task. 

In  the  study  of  this  matter,  I appealed  to  my 
friend,  Dr.  J.  W.  Preston,  Secretary  of  the 
State  Board  of  Medical  Examiners,  than  whom 
there  is  none  better  posted  upon  the  question 
of  medical  legislation  and  irregular  medical 
practice  in  Virginia.  I thank  him  for  the 
completeness  of  his  reply,  and  give  his  letter 
in  full: 

August  28,  1925.- 

“Dr.  Isaac  Peirce, 

Tazewell,  Va. 

“My  Dear  Dr.  Peirce: 

if*  * H*  * H* 

“In  reply  to  your  first  question  as  to  how 
many  irregular  practitioners  there  are  in  the 
State,  I have  to  advise  that  in  the  matter  of 
homeopaths  and  osteopaths,  while  each  is  ex 
amined  upon  the  practice  of  his  sectarian 
school  by  their  respective  representatives  on 
our  Board,  homeopaths  have  always  been  is- 
sued the.  same  certificates  admitting  them  to 
practice  medicine  the  same  as  regulars.  Osteo- 
paths are  granted  certificates  entitling  them 
to  practice  osteopathy  only,  except  in  such 
cases  as  under  the  ruling  of  the  Attorney-Gen- 
eral we  have  been  compelled  to  admit  to  ex- 
amination upon  materia  medica  and  therapeu- 
tics and  allow  the  practice  of  surgery  in  addi- 
tion to  osteopathy,  but  such  certificate  does 
not  give  them  authority  to  practice  medicine. 

“Relative  to  the  composition  of  our  Board.  I 
have  to  advise  that  there  is  one  regular  prac- 
titioner from  each  Congressional  District,  ten 
in  all.  In  addition,  there  is  one  homeopath 
and  one  osteopath,  this  in  accordance  with  Sec- 
tion 1608  of  the  Medical  Practice  Act.  here- 
with enclosed. 

“Now  as  to  the  number  of  homeopaths  and 
osteopaths  entering  the  State,  it  probably  will 
be  of  interest  to  you  to  know  that  since  the  en- 
actment of  1916,  which  has  required  gradu- 
ates of  all  schools,  sectarian  and  otherwise,  to 
meet  the  same  requirements  as  to  time  of  study 


and  examination  as  relates  to  pre-professional 
and  professional  training,  that  is  to  say,  two 
years  of  pre-professional  and  four  years  of 
eight  months  each  in  separate  calendar  years 
professional  training,  and  likewise  requires 
them  to  take  the  same  examination  upon  the 
fundamental  branches,  the  number  applying 
for  certificates  to  practice  in  the  State  has  be- 
come almost  negligible,  not  to  exceed  on  an 
average  I should  say  three  to  four  osteopaths 
a year  and  perhaps  not  over  two  homeopaths 
a year. 

“Relative  to  the  cults,  the  chiropractors  are 
the  only  ones  giving  us  any  trouble  of  con- 
sequence; occasionally  someone  claims  to  prac- 
tice naturopathy  in  some  part  of  the  State  but, 
as  a rule,  they  also  claim  to  practice  chiroprac- 
tic. 

“Now  as  to  the  number  of  chiropractors  in 
the  State,  by  reference  to  Section  1618,  page 
8 of  the  statute,  near  the  bottom  of  the  page, 
you  will  observe  that  there  was  an  enactment 
in  1913  admitting  all  chiropractors  who  were 
then  practicing  in  the  State  to  continue  to  prac- 
tice without  an  examination.  Of  these  lat- 
ter, there  are  registered  in  the  State  at  this 
time  thirteen,  each  of  whom  holds  a Verifica- 
tion Certificate.  As  to  the  number  practicing 
illegally  in  the  State,  there  is  no  way  by  which 
we  can  know  definitely,  since,  as  you  doubtless 
know,  they  have  for  the  past  four  years  been 
making  strenuous  efforts  to  get  an  enactment 
which  would  either  give  them  their  own  Board 
or  put  a member  of  their  cult  upon  the  Ex- 
amining Board,  at  the  same  time  legalizing  all 
who  could  show  any  claim  of  having  practiced 
in  the  State  prior  to  such  enactment.  It  has 
seemed  to  be  the  wish  of  their  organization 
to  get  as  many  into  the  State  as  possible  so 
that,  when  such  enactment  as  they  desire  might 
be  obtained,  each  would  be  admitted  to  a cer- 
tificate as  here  stated.  We  have  definite  in- 
formation that  the  chiropractors  have  been 
pressing  an  active  campaign  among  the  can- 
didates for  the  various  offices  before  the  re- 
cent primary,  laying  a foundation  for  their 
fight  in  the  next  legislature. 

“Now,  relative  to  the  trials  of  chiropractors 
which  have  taken  place  in  the  State  within 
the  last  two  years,  they  are  as  follows: 

“One  in  Winchester  in  which  the  proof  was 
positive.  Instructions  to  the  jury  fair.  Ver- 
dict returned  bv  the  jury,  ‘Not  guilty.’ 
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' “One  in  Staunton.  Conviction.  Party  left 
the  State. 

“Three  in  Roanoke.  All  the  same  party.  In 
the  first  two  trials  convictions  were  obtained. 
Lines  were  paid  bv  the  National  Chiropractic 
Association.  Party  continued  practice.  In  the 
last  trial,  about  the  first  of  this  year,  proof 
was  positive.  Instructions  to  the  jury  were 
fully  in  accordance  with  the  law.  Verdict  ‘Not 
guilty.’ 

“One  in  Richmond  last  month.  Party  was 
convicted  and  placed  under  bond  of  five  hun- 
dred dollars.  Have  not  heard  the  final  out- 
come. 

“It  will  probably  be  of  interest  to  you  to 
know  that  there  seems  to  be  a feeling  upon  the 
part  of  the  public  throughout  the  State  that 
chiropractors  are  oppressed  and  treated  un- 
fairly. which  feeling  doubtless  has  to  do  with 
the  reluctance  with  which  prosecuting  attor- 
neys undertake  to  prosecute  these  cases,  and 
also  from  the  fact  that  juries  almost  invariably 
impose  the  minimum  fine,  if  any.  Because  of 
these  things,  together  with  the  fact  that  it 
makes  little  difference  to  a chiropractor  whether 
he  be  convicted  or  not  since  the  expenses  of  his 
trial  and  his  fines  are  always  paid,  as  above 
stated,  by  their  associations,  back  of  which 
doubtless  is  their  school  from  which  emanates 
this  propaganda,  many  of  the  physicians  of 
the  State  who  have  observed  the  situation  are 
coming  to  feel  that,  except  for  the  more  ag- 
gravated cases,  it  is  a question  if  the  advertise- 
ment, which  above  all  things  they  desire  and 
which  they  obtain  through  a trial,  may  not  do 
them  more  good  than  harm. 

“Relative  to  your  question  as  to  whether 
there  is  an  increase  of  irregular  practitioners 
in  Virginia,  there  is  no  doubt  but  what  those 
who  have  been  required  by  the  statute  to  prop- 
erly prepare  themselves  to  practice,  as  set  out 
above,  are  on  the  decrease.  On  the  contrarj’. 
chiropractors,  who  have  been  pushed  in  by 
their  schools  and  by  their  powerfully  financed 
organization,  have  been  on  the  increase,  but 
my  personal  opinion  is  that  they  have  now 
about  reached  their  zenith,  unless  they  are 
able  to  secure  some  special  legislative  act  which 
they  now  claim  to  have  in  twenty-eight  other 
States. 

“Finallv,  cominof  to  analvze  the  whole  situ- 
ation,  I personally  feel  that,  while  we  will  al- 
ways have  some  form  of  eultism  springing  up 


one  after  another,  the  final  solution  will  be 
that  the  medical  profession  will  come  to  pay 
more  attention  to  minor  complaints  and  recog- 
nize that  there  is  almost  invariably  in  chronic 
diseases  of  all  types  a 'disturbance  of  the 
mentality  as  well  as  the  physical  make-up; 
likewise,  that  in  all  patients  in  whom  vitalit)’ 
and  circumstances  are  not  such  as  to  admit 
them  to  take  their  accustomed  physical  exer- 
cise, any  manipulation  which  in  a measure 
gives  them  exercise,  active  or  passive,  tends  to 
a feeling  of  well-being,  and  is  perhaps  a 
greater  agent  than  we  realize  in  inspiring  hope 
and  encouragement.  I believe  also  that  medi- 
cal schools  and  hospitals  as  well  as  general 
practitioners  must  eventually  come  to  consider 
these  things  more  seriously  than  at  present, 
and  that  a greater  number  of  mechano- 
therapists  and  technicians  must  be  trained  who 
will  act  under  the  direction  of  medical  prac- 
titioners who  are  not  willing  to  do  more  of 

© 

such  work  themselves. 

“With  kindest  personal  regards,  I remain. 

Yours  very  truly, 

J.  W.  Preston.” 

Dr.  Preston  gives  us  a clear  statement  of 
facts  and  an  accurate  picture  of  present  condi- 
tions as  to  three  of  the  leading  cults.  He  does 
not.  however,  mention  the  one  which  has  grown 
with  greatest  rapidity  and  deserves  to  reach 
the  height  of  quackdom,  as  it  is  pure  bunk, 
out  of  the  whole  cloth.  I refer  to  the  followers 
of  Dr.  Albert  Abrams,  the  most  outstanding 
quack  of  the  century.  The  author  of  the  “divin- 
ing rod”  for  disease,  and  the  “electronic  reac- 
tions”  as  a remedy,  in  a very  few  years  became 
a millionaire,  and  from  the  press  reports  of 
his  death  you  would  have  thought  the  father 
of  medicine  had  passed  to  his  reward.  What 
Dr.  Preston  does  show  is  the  high  degree  of 
organization  these  people  have  attained.  Wit- 
ness further  the  recent  meeting  of  “The  Ameri- 
can Association  for  Medico-Physical  Research” 
at  its  fourteenth  anniversay  in  Chicago,  Sep-  « 
tember  21-2G.  From  the  list  of  speakers  it 
seems  to  have  included  Abramites,  osteopaths, 
and  chiropractors  alike.  From  the  beginning 
of  legislative  regulation  of  medicine,  both  na- 
tional and  state,  we  see  a gradual  growth  in 
the  organization  of  quasi-medical  endeavor. 
First  we  had  “Christian  science,”  “evening 
light,”  “Holy  rollers,”  and  a host  of  other  di- 
vine healing  organizations,  all  of  whose  lead- 
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ex-s  practiced  medicine  in  the  name  of  l'eligion, 
this  being  the  easiest  and  quickest  way  to 
evade  the  laAv.  Then  we  have  had,  in  rapid 
succession,  osteopaths,  chiropractors,  Abram  - 
ites,  poropaths,  natiTropaths,  and  other  medico- 
physical  operators  who  have  all  practiced  medi- 
cine in  open  disregard  of  law  until  they  were 
able  to  find  some  friendly  legislature  who 
would  consent  to  nullify  any  medical  practice 
act  bv  either  giving  them  special  privileges  or 
engrafting  them  on  to  the  regular  medical  pro- 
fession. The  latter  has  been  the  practice  in 
Virginia,  with  the  exception  of  the  poropath. 
The  homeopath,  the  osteopath,  aixd  the  chirop- 
odist have  all  been  fastened  upon  us  by  law; 
why  not  the  chiropractors,  the  Abramites,  or 
any  other  fraudulent  clan  who  may  enter  the 
twilight  zone  of  medicine  and  perfect  an  or- 
ganization strong  enough  to  influence  legisla- 
tion? Dr.  Preston  is  too  optimistic  in  his  con- 
clusion that  the  cults  have  reached  their  zenith 
at  the  present  time.  With  their  present  com- 
plete organization  and  propaganda  they  must 
increase  both  in  numbers  and  sti'ength.  I can- 
not fully  agree  with  Dr.  Px-eston  in  his  belief 
that  the  general  practitioner  is  failing  to  recog- 
ixize  the  value  of  sympathetic  encouragement, 
or  the  important  part  played  by  suggestion 
in  dealing  with  the  mentality  of  diseased  con- 
ditions. Nor  is  the  genei'al  practitioner  ready 
to  agree  with  Dr.  Preston  that  we  have  lost 
sight  of  the  value  of  exeivise  in  restoring 
health.  We  may,  however,  advise  a pick  or  a 
shovel  instead  of  an  osteopath  or  a chiroprac- 
tor.  Thei’e  is  no  better  adjuster  of  spines  than 
a post-hole  digger  or  an  old  fashioned  churn. 

Any  law  regulating  the  practice  of  xxiedicine, 
or  the  practice  of  anything  else,  has  but  one 
object : The  protection  of  the  public  from 

fraud.  No  law,  either  national  or  state,  has 
been  able  to  do  this  to  any  great  dein'ee.  We 
had  great  hope  that  “the  pure  food  and  drug 
actv  would  greatly  relieve  the  patent  medicine 
* evil.  It  changed  the  label  on  the  bottle.  The 
Harrison  law  has  done  much  to  rid  the  nos- 
trum of  its  danger  from  narcotic  content,  but 
is  far  from  the  great  success  we  expected ; 
especially  is  this  true  since  the  increased 
x-evenue  levied  in  its  name  is  rapidly  taking 
the  trade  out  of  the  hands  of  physicians  and 
druggists  and  turning  it  over  to  an  organized 
system  of  bottleggers. 

Our  own  state  law,  I believe,  can  be  shown 


to  be  rapidly  creating  a scai’citv  of  scientific 
practitioners  in  the  state,  especially  in  country 
districts,  depriving  an  increasing  number  of 
the  right  to  medical  advice  in  the  restoration 
and  preservation  of  health,  creating  a demand 
for,  and  fostering  the  further  organization  of, 
the  fraudulent  practitioner,  and,  by  the  close 
association  and  competition  with  such  cattle, 
doing  great  injury  to  the  scientific  practitioners 
of  medicine. 

I blush  to  admit  it,  but  the  greatest  enemy 
to  scientific  medicine  today  is  within  our  own 
ranks.  Needless  to  say,  I refer  to  the  lai-ge 
class  of  practitioners  who  are  using  all  kinds 
of  questionable  proprietary  concoctions,  sera, 
organic  jxioducts,  and  glandular  exti'acts, 
which  have  not  been  proved  to  have  value,  and 
of  which  they  know  nothing,  either  of  the 
action  or  administration,  save  that  furnished 
by  the  manufacturer  who  is  often  a prince  of 
quacks  in  his  line. 

“Vice  is  a monster  of  so  hideous  mien, 

That  to  be  hated  needs  but  to  be  seen; 

But  seen  too  oft,  familiar  with  its  face, 

We  first  endure,  then  pity,  then  embrace.” 

Now  as  to  the  remedy : It  would  seem  that 
further  legislation  is  but  a waste  of  time.  That 
was  the  opinion  of  our  legislative  committee 
two  years  ago.  I think,  however,  that  our  pres- 
ent law  could  be  improved,  first,  by  enlarging 
the  present  definition  of  practice  of  medicine 
to  include  any  person  claiming  to  have  suffi- 
cient knowledge  of  human  functions,  either 
mental  or  physical,  as  to  be  able  to  diagnose 
diseased  conditions  and  give  advice  concerning 
them.  This  definition  should  be  made  so  plain 
that  there  could  be  no  doubt  as  to  its  meaning, 
and  so  compi-ehensive  as  to  include  all  pei’sons 
attempting  to  cure,  heal,  treat,  diagnose,  or 
o-ive  advice  concei-nin<r  diseased  conditions,  or 
their  prevention. 

Second  ; All  candidates  for  the  right  to  prac- 
tice medicine  should  be  required  to  meet  the 
same  conditions  as  to  education  and  examina- 
tion. Examinations  should  include,  in  addi- 
tion to  the  essential  branches  of  medicine,  the 
pathology  and  symptomatology  of  disease,  and 
the  laws  governing  the  preservation  of  the  pub- 
lic health.  There  should  be  no  exceptions 
here. 

Third : The  ixiedical  pi'ofession  should  unite 
with  the  people  in  asking  that  our  legislators 
separate  medicine  as  a science  from  medicine 
as  fraud,  to  refrain  fi*om  passing  laws  inci'eas- 
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ing  the  requirements  for  practicing  the  science 
of  medicine  and  surgery,  and  then  defeating 
their  operation  by  engrafting  exceptions  and 
special  acts  admitting  all  manner  of  quacks, 
even  though  they  are  dignified  by  the  term 
“sectarian  medicine.”  If  our  legislature  deems 
it  wise  and  necessary  to  enter  a partnership 
with  humbug  and  fraud  in  the  interest  of  the 
public  health,  let  it  be  done  independently,  not 
at  the  expense  and  in  the  name  of  scientific 
medicine. 

The  organized  profession  should  stop  its 
fight  on  these  people.  Dr.  Preston  is  right  in 
his  conclusion  that  the  public  cannot  realize 
the  altruistic  character  of  the  bitter  fight  we 
have  been  waging  upon  them  in  the  past  few 
years,  and  are  becoming  more  and  more  con- 
vinced that  it  savors  of  persecution  and  un- 
fair treatment.  He  is  also  right  in  his  sug- 
gestion that  the  more  they  are  fought  in  the 
courts  the  more  free  advertising  they  get.  They 
had  better  be  left  to  the  attention  of  common- 
wealth attorneys  and  grand  juries  who  may 
awake  to  the  fact  that  the  law  should  be  en- 
forced in  the  interest  of  public  welfare  and 
not  in  the  interest  of  the  medical  profession. 
Scientific  medicine  needs  no  law  to  protect  it 
from  the  practice  of  quackery. 

I have,  now.  a remedy  to  propose  for  the  cure 
of  our  ills,  which  at  first  sight  may  seem  so 
Utopian  as  to  partake  of  the  Quixotic.  I claim 
no  novelty  for  the  suggestion  I have  to  offer, 
nor  can  I do  more  than  outline  it  in  this  paper. 
For  many  years  there  has  been  a growing  tend- 
ency to  make  certain  branches  of  medicine  a 
public  function.  Our  national  government  is 
maintaining  successfully  three  large  medical 
organizations,  the  army,  navy,  and  public 
health  departments.  All  states  have  been,  for 
many  years,  operating  hospitals  for  the  care 
and  treatment  of  mental  disease.  In  this  state 
we  have  added  to  our  four  large  asylums  an 
epileptic  colony,  three  santoria  for  the  treat- 
ment of  tuberculosis,  and  at  least  one  large 
hospital  for  the  treatment  of  general  disease. 
In  addition  to  preventive  measures,  our  State 
Board  of  Health  has  added  the  treatment  of 
crippled  children,  clinics  for  examination,  and 
advice  for  the  tubercular,  throat,  ear,  and  eye 
defects;  teeth  are  examined  and  filled,  patho- 
logical material  examined,  and  other  activities, 
tending  towards  free,  or  partially  free,  medical 
advice.  This  work  has  not  proved  the  success 


that  should  be  expected  of  it,  from  the  simple 
reason  that  it  has  not  had  the  united  and  un- 
qualified support  of"  the  medical  profession. 
So,  I believe,  it  is  an  absolutely  sound  sugges- 
tion, that  corrective  and  preventive  medicine 
be  combined  into  one  great  system  of  public 
medicine.  I believe  that  every  argument  used 
for  public  education  will  equally  apply  here, 
even  to  the  advantage  of  public  medicine.  Of 
what  advantage  is  it  to  educate  the  mind  and 
fail  to  teach  the  pupil  to  live?  Why  cure  or 
prevent  one  disease  and  leave  the  patient  ex- 
posed to  all  others? 

I have  only  mentioned  here  a few  of  the 
activities  at  work  toward  making  medicine  a 
community  function  in  our  state.  In  support 
of  my  suggestion,  I point  to  an  example  from 
the  industrial  world.  Railroads,  manufactur- 
ing plants,  mines,  and  almost  all  large  em- 
ployers of  labor  have,  for  many  years,  been 
taxing  each  employee  a small  monthly  fee  to 
provide  medical  attendance,  and  are  adding 
hospital  advantages.  In  some  instances,  sani- 
tary and  preventive  measures  are  being  advo- 
cated and  carried  out.  This  system  is  working 
Avell  and  has  become  one  of  the  necessities  of 
industrial  life,  popular  alike  with  employer 
and  employee.  When  big  business  adopts  such 
a plan,  it  will  usually  be  found  to  be  the  best. 
Further,  I wish  to  quote  from  an  article  in 
Collier’s  for  September  19,  1925,  entitled 
“Your  New  Doctor,”  bv  Dr.  Royal  S.  Cope- 
land. United  States  Senator  from  New  York. 

“The  old  family  doctor  has  served  his  day 
and  generation  well.  When  he  goes,  and  in 
course  of  events  he  will  go,  he  will  not  be  suc- 
ceeded by  the  new  family  doctor.  His  work 
will  be  done  by  the  health  counselor,  who  will 
wear  the  same  M.  D.  behind  his  name,  although 
its  meaning  will  be  different. 

“The  doctor  of  the  future  will  be  a practi- 
tioner of  preventive  rather  than  corrective 
medicine;  he  will  be  paid  and  expected  to  pre- 
vent sickness  rather  than  to  cure  it.  Medical 
training  of  the  most  enlightened  kind  is 
pointed  that  way.  A well-known  teacher  of 
preventive  medicine  once  said  that  hygeia,  the 
science  of  preventive  medicine,  has  long  been 
the  Cinderella  of  the  medical  family.  True. 
The  effect  has  been  that  the  average  physician 
has  failed  to  see  as  clearly  as  he  should  that  he 
has  a part  to  play  in  public  health  organiza- 
tion; that  he  is  expected  to  support  local 


486 


VIRGINIA  MEDICAL  MONTHLY. 


[November, 


authorities  co-operating  with  them  in  all  in- 
telligent movements  for  the  elimination  of  dis- 
ease; that  the  practice  of  medicine  is  an  im- 
portant community  function ; that  private 
health  is  public  business.” 

H:  ^ ^ 4:  H: 

“It  will  not  be  enough  for  the  doctor  of  the 
future  to  be  able  to  read  the  surface  symptoms 
and  prescribe  medicine  to  that  reading.  He 
must  know  how  his  people  live,  what  is  wrong 
with  their  manner  and  method  of  living,  and 
how  the  wrong  thing  can  be  righted.  He  will 
know  that,  in  preserving  health,  modern  sani- 
tation goes  further  than  old  fashioned  sym- 
pathy. The  work  in  lecture-rooms  and  labora- 
tories of  the  medical  student  of  today,  who  will 
be  the  doctor  of  the  future,  will  be  supple- 
mented bv  practical  experience  in  the  field.” 

We  h ave  been  talking  for  years  about  pay- 
ing the  doctor  to  keep  us  well;  let  us  now 
proceed  to  do  it.  When  accomplished,  it  will 
mean,  for  the  taxpayer,  that  he  receives  100 
per  cent  efficiency  in  the  administration  of  his 
medical  needs,  that  he  will  be  investing:  in  the 
best  kind  of  health  insurance,  that  he  would 
not  only  be  providing  “Life-Extension  Exami- 
nations,” but  life  extension  in  reality.  To  the 
science  of  medicine,  it  would  mean  the  bring- 
ing of  order  out  of  chaos;  system  and  unity 
of  purpose  would  supercede  difference  of 
opinion  and  professional  jealousy:  it  would  re- 
ceive the  greatest  impetus  of  the  century  to- 
ward making  it  the  exact  science  it  should  be. 
To  the  fraudulent  in  medicine,  it  would  sound 
the  death  knell,  the  quack  would  die  before  he 
is  born ! To  the  practitioner,  it  would  mean — 
but  let  us  wait  and  see  what  it  would  mean  to 
him.  He  may  be  against  it,  and  if  he  is,  he 
deserves  little.  I can  only  hope  that  when  the 
people  of  Virginia  awake  to  their  best  inter- 
ests and  make  the  practice  of  medicine  a com- 
munitjr  function,  the  profession  of  medicine 
and  surgery  will  be  in  line  with  the  movement 
and  ready  to  accept  the  inevitable. 

RACIAL  IMPROVEMENT.* 

By  W.  A.  PLECKER.  M.  D„  Richmond,  Va. 

State  Registrar. 

The  subject  of  this  paper  should  be  of  in- 
terest to  every  physican,  not  simply  because  he 
is  a physician  but  because  he  has  intimate 

•Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Richmond,  in  a public  session,  October 
13,  1925. 


knowledge  of  the  truths  brought  out,  and  can 
discuss  intelligently  the  problem  and  its 
remedy. 

The  purpose  is  to  consider  only  racial  con- 
ditions in  our  own  country,  both  because  it  is 
distinctively  our  own  problem,  and  because  the 
world  itself  will  be  greatty  influenced  by  our 
success  in  handling  the  problem  in  its  various 
ramifications. 

All  will  readily  admit  that  no  nation  ever 
had  a more  auspicious  beginning  and  that  none 
in  three  centuries  ever  attained  an  equal  de- 
gree of  success  and  prosperity. 

That  has  been  made  possible  because  of  the 
extent  and  marvelous  resources  of  our  country. 
These  natural  advantages  are  only  secondary, 
as  is  shown  by  the  complete  failure  of  the 
savage  aborigines  to  develop  them  or  to  make 
other  use  of  this  immense  area  than  as  a great 
hunting  preserve,  with  only  villages  and  small 
tracts  of  cultivated  land  scattered  here  and 
there. 

This  great  country  would  have  remained 
forever  dormant  had  not  settlers  of  a differ- 
ent type  come  to  its  shores,  representing  the 
best  that  northern  Europe  could  offer. 

America  was  claimed  by  the  great  Nordic 
race  as  its  final  and  chiefest  possession;  as  the 
great  haven  of  refuge  from  religious  and  po- 
litical persecution  where  the  most  hardy,  most 
enlightened  and  best  equipped  of  Europe’s  peo- 
ples could  establish  a great  country  for  their 
race. 

Starting  with  this  idea,  they  refused  to  mix 
their  blood  with  the  savages  of  the  land,  as 
did  the  Spanish  and  Portuguese  to  the  south  of 
us. 

As  settlers  poured  in  from  the  homeland 
and  others  born  in  this  new  world  became 
adults,  their  frontiers  were  extended  and  the 
original  savage  dwellers  were  crowded  back 
and  back. 

Introduction  of  the  Negro  into  America. 

Then  was  made  the  fatal  mistake  of  intro- 
ducing into  their  midst  and  into  their  very 
homes,  other  savages,  many  being  recently  can- 
nibals from  the  west  coast  of  Africa. 

These  submissive  laborers  seemed  a Godsend 
as  aids  in  the  great  task  of  developing  a new 
continent.  None  for  a moment  dreamed  that 
these  docile  blacks  were  a danger  a hundred 
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times  greater  than  the  savage  Indians  with 
tomahawk  and  scalping-knife. 

It  was  the  very  docility  of  these  slaves, 
couided  with  their  lack  of  morals,  inherited 
from  ancestors  through  many  generations,  and 
continuing  to  a marked  extent  to  the  present 
day,  that  constituted  the  real  racial  peril  of 
the  whites. 

Though  sentiment  at  first  was  strong  against 
the  whites  who  so  far  forgot  their  own  self- 
respect  and  their  duty  to  their  race  as  to  mix 
their  blood  with  that  of  the  blacks,  intermix- 
ture went  on.  Instead  of  the  morals  of  the 
blacks  becoming  raised  in  the  presence  of  the 
whites,  the  opposite  occurred,  and  it  ceased  to 
be  an  odium  for  young  men  to  become  fathers 
of  mulatto  children.  In  fact,  such  acts  became 
to  be  looked  upon  as  a matter  of  fact,  and  as 
a joke. 

The  result  has  been  that  we  have  raised  in 
our  midst  a new  third  race  of  mulattoes  and 
near-whites  who,  though  without  reason,  con- 
sider themselves  superior  to  the  true  negro. 
The  highest  ambition  of  many  of  these  is  to 
be  classed  as  white  and  to  marry  whites. 

In  former  days  before  the  enormity  of  the 
evil  and  its  bearing  upon  the  future  of  the 
white  race  w7ere  realized,  the  law  recognized 
as  white  and  permitted  or  actually  required 
a person  of  one-fourth  negro  blood  to  marry 
into  the  wdiite  race.  The  per  cent  was  after- 
wards raised  to  one-eighth,  later  to  one- 
sixteenth,  and  finally  the  Virginia  legislature 
of  1924,  as  said  by  Major  Cox,  took  the  most 
advanced  step  taken  within  four  thousand 
yrears,  and  declared  that  a white  person  is  one 
“wTho  has  no'  trace  whatsoever  of  any  blood 
other  than  Caucasian,”  and  that  a white  person 
shall  not  marry  one  with  any  trace  of  colored 
blood. 

One  serious  defect,  however,  which  is  giving 
an  immense  amount  of  trouble,  crept  into  the 
law.  In  order  to  provide  for  several  families 
of  whites  with  some  outside  Indian  admixture, 
it  was  made  permissible  to  admit  as  white  a 
person  of  one-sixteenth  Indian  blood  if  he  has 
no  other  mixture  than  white.  The  result  has 
been  that  there  are  springing  up  all  over  the 
State  families,  and  groups  of  families,  mulat- 
toes, who  are  claiming  to  be  of  Indian-white 
descent  unmixed  with  negro. 

Some  of  these  mulattoes,  either  with  or  with- 
out a trace  of  Indian  blood,  have,  by  persist  - 


entlv  advancing  this  claim  for  a generation  or 
two,  caused  unthinking  whites  to  accept  their 
claims,  and  even  take  part  in  putting  across 
this  great  fraud  and  imposing  it  upon  the 
white  race. 

This  action,  however,  is  of  quite  recent  origin, 
as  the  racial  composition  of  these  people  was 
well  known  to,  and  recognized  by,  both  whites 
and  mulattoes,  until  a few  years  ago. 

This  whole  subject  is  thoroughly  discussed 
by  Prof.  John  H.  Russell  in  his  book,  “The 
Free  Negro  of  Virginia,”  published  by  the 
Johns  Hopkins  Press.  The  U.  S.  Bureau  of 
Ethnology,  and  various  old  histories  of  Vir- 
ginia also  clearly  show  that  there  are  no  longer 
any  native  Indians  free  from  heavy  negro  ad- 
mixture. 

A letter  from  Dr.  Charles  B.  Davenport,  of 
the  IT.  S.  Bureau  of  Ethnology,  advises  us 
that  the  tribe  of  “Indians”  on  Long  Island  has 
been  declared  no  longer  to  exist,  ov'ing  to  simi- 
lar negro  admixture. 

The  fate  of  our  Virginia  Indians  wdio  have 
thus  lost  their  identity,  except  in  name,  points 
clearly  to  what  we  may  expect  to  happen  to 
the  white  race,  unless  united,  determined,  and 
radical  measures  are  adopted  while  it  is  not 
yet  too  late. 

That  the  process  of  amalgamation  is  pro- 
gressing with  great  rapidity  is  a matter  of  com- 
mon knowledge.  This,  of  course,  is  chiefly  out 
of  wedlock,  but  the  Bureau  of  Vital  Statistics 
is  in  possession  of  ample  facts  to  show  that 
there  are  today  in  Virginia  a large  number  of 
families  of  which  the  heads  are  of  different 
races. 

Even  since  the  new7  law  became  effective,  al- 
though the  county  and  city  clerks  have  been 
diligent  in  the  enforcement  of  the  law,  mar- 
riages have  occurred  between  wdiites  and  those 
of  negro  descent. 

Abraham  Lincoln  foresaw7  the  danger  and 
repeatedly  advocated  in  his  speeches  and  writ- 
ings the  necessity  for  separation  of  the  races 
bv  returning  those  of  child-bearing  age  to  their 
home  in  Africa.  Virginia  herself  inaugurated 
this  move  during  the  days  of  slavery  by  mak- 
ing provisions  for  the  return  of  the  freed 
negroes  to  Africa. 

Major  Earnest  Sevier  Cox,  perhaps  the  best 
authority  on  this  subject  now  living,  in  his 
book,  “White  America,”  and  in  all  of  his 
speeches  and  w7riting,  lays  down  the  positive 
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statement  that  there  can  be  but  one  of  two 
solutions  to  the  race  problem — separation  or 
amalgamation.  Marcus  Garvey,  the  great 
negro  leader,  succeeded  in  building  up  an  or- 
ganization of  several  millions  of  negroes,  a 
prime  object  of  the  organization  being  to 
found  a negro  State  in  Africa. 

As  three  millions,  or  about  one-fourth  of  the 
negroes  in  the  country,  are  mulattoes  or  near- 
Avhites.  they  constitute  a strong  political  fac- 
tion. 

They  constitute  also  a living  example  of 
what  we  may  expect  in  the  future  when 
amalgamation  has  become  complete. 

The  most  urgent  need  in  slowing  up  this 
process  is  for  the  nineteen  states  and  the  Dis- 
trict of  Columbia,  which  now  permit  the  free 
intermarriage  between  the  races,  to  adopt  ade- 
quate laws  for  the  prevention  of  this  monstrous 
wrong. 

The  Virginia  law  needs  strengthening,  and 
we  need  one  making  it  a felony  for  relations 
to  occur  between  the  races  when  marriage  is 
not  permissible. 

A law  also  making  the  fathers  of  illegitimate 
children  responsible  for  the  expenses  of  the 
mothers  during  confinement  and  of  the  main- 
tenance of  the  children  for  fourteen  years, 
would  have  a deterring  effect  upon  race  inter- 
mixture. 

Improvement  Within  the  Race. 

We  come  now  to  the  second  phase  of  the 
question,  which  is  that  of  raising  the  standard 
of  either  race — white  or  black — within  itself. 
While  this  will  be  discussed  from  the  stand- 
point of  the  white  race,  the  same  principles 
and  rules  are  applicable  to  the  others. 

Improvement  will  be  based  upon  two  gen- 
eral principles: 

1.  Securing  an  adequate  birth-rate  from  the 
superior  class. 

2.  Discouraging  or  preventing  a high  birth- 
rate amongst  the  lowest  types. 

Our  country  possesses  an  abundant  supply 
of  everything  needed  for  our  prosperity  and 
growth,  except  of  the  superior  class  of  people 
and  an  adequate  increase  of  these  by  birth. 

From  the  early  settlement  of  our  country 
up  to  recent  years  the  ratio  of  increase  of  the 
superior  class  has  always  kept  pace  with  that 
of  the  inferior,  and  we  have  never  been  lacking 
in  great  leaders  upon  whom  real  prosperity 
anti  advancement  in  civilization  depends.  This 


has  been  due  to  the  fact  that  there  was  no 
great  difference  in  the  birth-rates  of  the  two 
classes,  and  the  law  of  natural  selection,  work- 
ing chiefly  through  a differential  death-rate, 
has  affected  the  least  capable  and  least  fit. 

In  the  days  before  we  possessed  organized 
charities  to  assist  the  unfit,  and  before  knowl- 
edge of  preventive  medicine  prevailed  gener- 
ally and  was  adequately  applied,  the  infant 
and  child  death-rate  as  vTell  as  the  birth-rate 
of  this  class  was  high. 

The  insane  and  feeble-minded  were  neglected 
or  harshly  treated,  and  either  died,  or  Avere 
not  temporarily  restored  or  given  forced  train- 
ing, and  turned  loose  upon  society  to  propagate 
their  kind,  and  pass  on  to  posterity  a type  of 
germ-plasm  that,  for  race  betterment,  could 
Avell  be  spared. 

Capital  punishment  had  not  become  unpopu- 
lar for  crime,  and  the  most  dangerous  types 
of  criminals  Avere  not  sentenced  to  a few  years 
imprisonment  Avith  the  prospect  of  having  even 
that  sentence  cut  down,  and  of  being  paroled 
or  pardoned,  to  go  forth  and  breed  more  of 
their  kind. 

Customs  and  laws  Avorked  then  toAvard  race 
preservation  and  improA’ement,  and  not  for 
the  coddling  and  increase  of  the  undesirable 
and  dangerous  classes. 

It  is  right  to  be  humane  and  charitable,  but 
this  spirit  can  be  so  directed  as  not  to  extend 
to  degenerates  the  privilege,  either  in  or  out 
of  Avedlock,  to  propagate  others  of  their  kind — 
a burden  and  a menace  to  societj’. 

The  introduction  of  the  negro  into  America 
in  1619,  tAvelve  years  after  the  first  white 
settlement  at  Jamestown,  and  the  subsequent 
intermixture  of  the  races.  Avas  the  first,  great- 
est, and  most  destructive  force  threatening  our 
civilization. 

The  War  Betaveen  the  States. 

Next  in  importance  to  the  importation  of 
the  negro  Avas  the  war  between  the  States. 
In  this  great  fratricidal  struggle  Virginia  and 
North  Carolina  lost  about  40  per  cent  of  their 
choicest  young  men,  while  other  Southern 
States  Avere  not  far  behind.  In  Vermont, 
Massachusetts  and  Connecticut  the  loss  Avas  al- 
most as  great.  The  loss,  as  is  the  case  in  all 
wars,  Avas  selective,  taking  the  best,  including 
those  aaIio  were  the  hope  of  the  Nation  for 
its  future  leaders. 
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While  our  best  were  laying  clown  their  live; 
freely  for  their  ideals,  the  lower  fourth,  who 
now  produce  half  of  the  increase  by  births, 
naturally  untrustworthy  and  unfit  for  duty 
at  the  front,  either  skulked  at  home  and  es- 
caped, or,  if  drafted,  were  assigned  duty  as 
teamsters,  or  as  manual  laborers,  always  in 
the  rear  and  away  from  danger.  These  re- 
turned home  to  breed  their  kind,  while  40  per 
cent  of  our  noblest  young  women  either  lived 
and  died  without  husbands,  or  wed  their  social 
inferiors.  Women  have  been  known  to  apolo- 
gize for  their  husbands,  saying  that  they  took 
the  best  that  were  left. 

Can  anyone  doubt  the  disastrous  effect  of 
this  catastrophe  from  an  eugenic  standpoint, 
or  does  anyone  believe  that  our  present  race 
is  what  it  would  have  been  if  we  had  escaped 
this  great  loss?  The  brave  women  of  the 
South  heroically  took  up  the  task  of  repopu- 
lating their  land,  without  a thought  of  self 
or  of  shirking  their  duty  to  their  race  and 
their  State.  The  horrors  of  reconstruction  and 
adjustment  to  changed  conditions  were  safely 
passed  through.  The  rule  of  the  carpet-bag- 
gers and  their  negro  allies  was  thrown  off,  and 
the  former  leaders  or  their  sons  were  again  at 
the  head  of  business  and  government. 

Race  Suicide. 

All  was  going  well  until  the  third  great  race- 
destroying  force  began  to  spread  abroad,  and 
is  already  threatening  to  stop  the  production 
of  our  leaders  and  other  desirable  elements  of 
the  population. 

This  destructive  force  has  been  correctly 
styled  ‘‘Race  Suicide,”  though  the  leaders  in 
the  movement  prefer  to  designate  it  as  “Birth- 
Control,”  or  the  still  more  euphonious  term 
“Voluntary  Parenthood.”  Like  war,  this  evil 
is  selective  in  its  diabolical  work,  and  reaches 
chiefly,  or  only,  the  best. 

We  have  already  reached  the  point  in  our 
cities  where  people  of  wealth,  education  and 
ability  are  restricting  their  families  to  one  or 
two,  rarely  three,  children.  Seldom  do  we  find 
heads  of  families  who  follow  the  example  of 
their  parents  or  grandparents  and  show  their 
patriotism  and  love  for  their  State  and  race 
by  producing  six,  eight,  ten,  or  twelve  chil- 
dren as  was  the  custom  in  the  recent  past.  The 
habit  is  spreading  to  the  rural  sections  of  Vir- 
ginia and  the  white  birth-rate  of  some  whole 


counties  is  only  two-thirds,  or  less,  that  of 
the  blacks.  When  we  consider,  further,  that 
the  white  birth-rate  includes  those  who  add  no 
real  strength  to  our  population,  we  can  easily 
realize  that  the  loss  in  country  as  well  as  in 
city  is  from  the  class  of  Avell-to-do  families  to 
which  we  look  for  future  leaders. 

Let  us  turn  now  to  the  other  side  of  the  pic- 
ture. I was  in  New  York  four  years  ago  when 
this  race  suicide  movement  held  its  first  con- 
ference at  one  of  the  city’s  most  exclusive  ho- 
tels. I attended  all  of  their  meetings,  includ- 
ing the  one  for  physicians  only,  when  methods 
were  revealed.  The  audiences  were  composed 
of  women  handsomely  gowned  and  showing 
other  evidences  of  wealth.  The  propagandists 
related  in  the  most  pathetic  manner  sad  in- 
stances of  poverty  stricken  women  with  large 
and  increasing  families  to  whom  they  wished 
to  give  birth-control  knowledge.  One  of- the 
speakers  admitted,  however,  their  inability  to 
reach  these,  because  this  class  consists  largely 
of  immigrants  whose  religious  leaders  forbid 
this  practice.  The  Mormon  church  in  the  West 
likewise  makes  the  raising  of  large  families 
a religious  duty. 

At  present  the  situation  is  that  in  the 
Northern  States,  New  England  in  particular, 
the  birth-rate  of  the  native  American  stock, 
descendants  of  those  who  landed  on  Plymouth 
Rock,  has  declined  at  a woeful  rate,  while  that 
of  the  recent  immigrants,  composed  of  an  en- 
tirely different  type  of  people,  is  far  ahead. 

In  our  own  State  the  negro  rate  continues 
high,  as  does  that  of  our  poorer  white  people, 
and  particularly  the  very  lowest  strata  com- 
prising the  feeble-minded,  criminal  and  other 
undesirables.  It  is  this  class  which  is  holding 
up  our  white  birth-rate,  and  making  the  situa- 
tion seem  better  than  it  is.  We  learn  from 
a studv  of  the  birth  certificates  reaching  our 
office  that  in  these  families  the  old  custom  of 
rearing  from  six  to  twelve  or  more  children 
still  prevails.  The  race-suicide  teachers  have 
failed  to  reach  this  class,  and  perhaps  will 
always  fail. 

If  this  situation  continues  unchecked  for  even 
one  or  two  generations  more,  there  will  be  a 
great  shortage  in  the  upper  and  middle  classes, 
and  the  population  will  of  necessity  be  of  a 
far  lower  type.  These  will  be  unfitted  by  in- 
heritance for  leadership  and  for  sustaining  our 
present  standard  of  civilization. 
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New  leaders  of  low  ideals  and  selfish  pur- 
poses Avill  spring  up  from  this  new  element 
of  native  stock  and  from  the  ranks  of  the 
recent  immigrants.  Some  of  the  most  danger- 
ous of  these  foreigners  have  already  secured 
a strong  foot-hold  in  our  land  and,  in  spite  of 
law  and  efforts  of  the  police,  are  spreading 
abroad  their  propaganda  of  destruction,  even 
in  our  universities  and  colleges.  The  Ameri- 
can Defense  Societjq  154  Nassau  Street,  New 
York  City,  will  supply  information  on  this 
subject  to  those  who  desire  it. 

When  race-suicide  shall  have  brought  us  to 
the  point  that  we  are  lacking  in  those  who  are 
true  leaders  by  inheritance,  the  downfall  of 
our  civilization  will  be  in  sight.  Racial  pride 
will  disappear,  and  then  complete  amalgama- 
tion of  the  whites  with  our  present  twelve  mil- 
lions of  negroes  will  rapidly  follow,  beginning 
at  the  bottom  and  working  up. 

Our  splendid  natural  resources  will  not  save 
us,  and  America  will  go  the  way  of  Egypt, 
Greece,  Rome  and  other  great  empires. 

This  is  the  dark  side  of  the  picture,  but  the 
case  is  not  hopeless. 

Major  Cox  offers  the  solution  for  the  race . 
problem,  that  of  Lincoln,  whose  untimely  death 
prevented  from  becoming  a reality,  his  plan  of 
returning  the  negro  to  his  native  land. 

Meanwhile  our  upper  and  middle  classes 
must  be  impressed  with  a sense  of  their  in- 
dividual responsibility  to  set  aside  their  own 
sel’sh  and  indolent  desires,  and  to  realize  that 
it  is  their  religious  and  patriotic  duty  to  do 
their  part  in  saving  their  race  and  country.  To 
do  this,  four  children  to  a family  must  be  set 
as  the  minimum,  while  those  of  the  best,  most 
healthy  and  long-lived  stocks,  must  accept  as 
their  duty  the  task  of  raising  families  such  as 
their  grandparents  had. 

A few  cases  will  arise  in  which,  for  physi- 
cal <jr  other  good  reasons,  child-bearing  might 
be  undesirable,  even  in  families  of  the  best 
type.  In  all  such  cases  physicians  can  give 
the  necessary  advice,  and  should  alone  de- 
cide the  question. 

The  State  itself  should  interfere  and  pre- 
vent by  restraint  or  operative  measures,  in- 
crease of  feeble-minded,  hereditarily  insane, 
epileptics,  and  perhaps  other  types.  Long 
terms  of  imprisonment  of  dangerous  criminals 
who  escape  the  electric  chair  is  an  eugenic 
measure  of  high  value,  as  such  traits  are  apt 


to  be  passed  on  to  their  children,  if  they  are 
freed  and  permitted  to  live  in  marital  rela- 
tions. 

Judge  Olsen,  of  Chicago,  in  a recent  address 
before  the  State  Health  Convention,  summed 
up  his  study  of  this  question  in  the  statement 
that  the  criminal  instincts  are  92  per  cent  in- 
herited and  8 per  cent  the  result  of  environ- 
ment. 


THE  PROBLEM  OF  RURAL  MEDICINE.* 

By  F.  H.  SMITH,  M.  D.,  F.  A.  C.  P.,  Abingdon,  Va. 

At  the  outset  of  what  I am  to  say  to  you 
tonight  let  me  confess  that  I am  in  a dilemma. 
I realize  that  I shall  be  quite  remiss  and  false 
to  my  sincerest  feelings  if  I shall  fail  to  con- 
xey  to  ATou  in  some  convincing  way  my  heart- 
felt appreciation  of  your  graciousness  in  se- 
lecting me  for  this  office.  And  j^et  I find, 
when  I attempt  to  express  my  gratitude, 
words  have  failed  me  utterly.  Each  attempt 
has  seemed  to  me  more  trite,  more  stilted,  or 
more  hackneyed  than  the  others.  May  I not 
leave  it  just  as  it  is,  relying  on  your  sound 
judgment  to  know  that  no  one  could  be  so 
callous  as  to  fail  to  appreciate  such  an  honor 
bestowed  by  his  fellow  practitioners? 

One  could  not  have  been  at  the  head  of  an 
organization  of  physicians  of  Southwestern 
Virginia  for  a year  without  having  had  im- 
pressed upon  him  two  facts : First,  we  are 
distinctly  fortunate  in  that  the  physicians  of 
this  section  are  nearly  entirely  of  the  same 
stock,  if  not  actually  native-born  Southwest- 
ern Virginians.  We  speak  the  same  language ; 
we  have  the  same  ideals,  the  same  standard  of 
ethics;  we  think  the  same  thoughts.  We  can 
understand  each  other.  We  are  of  a family, 
as  it  were,  of  which  we  can  be  proud  and 
whose  traditions  we  take  pride  in  maintain- 
inor.  Then,  we  are  fortunate,  we  whose  prac- 
tice  takes  us  over  and  through  the  hills  and 
valleys  of  this  country,  in  the  land  in  which 
we  live.  We  do  not  half  appreciate  what  a 
beautiful  region  this  is;  nor  do  we  often  stop 
to  be  thankful  for  our  amazing  freedom  from 
all  of  those  catastrophes  which  afflict  other 
countries  and  other  parts  of  our  own  country. 
How  welcome  and  happy,  then,  was  the  choice 
of  this  grand  mountain  top,  by  the  side  of 
one  of  Nature’s  marvels,  Mountain  Lake,  for 

•Address  of  the  President.  Southwestern  Virginia  Medical 
Society,  Mountain  Lake,  Va.,  August  27,  1925. 
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the  place  of  this  meeting.  Truly,  we  physi- 
cians of  Southwestern  Virginia  have  reason 
to  be  grateful  that  our  lines  have  fallen  in 
such  pleasant  places. 

Something  is  demanded  of  us  in  return  for 
all  of  these  privileges.  To  whom  much  is 
given  much  shall  also  be  required.  This  de- 
mand and  the  complexities  attending  it  is  my 
theme  tonight. 

Earlj'  in  the  struggle  for  health  man  used 
what  emerged,  and  has  been  recognized,  as  the 
profession  of  medicine.  This  recognition  was 
bestowed  worthily,  for  from  time  immemorial 
the  physician  has  been  the  trusted  guardian 
of  man's  health.  Be  it  said  to  the  credit  of 
the  profession  that,  through  the  centuries,  the 
physician  has  been  reasonably  true  to  the 
trust  committed  to  him. 

Perhaps  it  was  only  natural  that  the  trust 
reposed  in  the  physician  as  the  sole  guardian 
of  man’s  health  should  have  developed  in  him 
the  tendency  to  think  of  himself  and  of  his 
work  as  things  apart.  There  was  a time,  cer- 
tainly, when  mysticism,  possibly  fostered  by 
the  healer,  together  with  the  services  he  alone 
could  render,  set  the  doctor  on  a plane  above 
the  people. 

Now,  during:  our  brief  generation,  times  are 
changing  and  men  with  them.  Men  are  not 
as  complacent  as  they  once  were.  They  are 
becoming  more  inquisitive  and  the  profession 
more  frank.  Everything,  everywhere,  is  in  a 
state  of  flux.  The  social  order  is  changing: 
business  relations,  political  foundations,  even 
religious  tenets  themselves  are  being  chal- 
lenged. In  it  all  we  discern  a movement  to- 
ward socialism.  How  far  it  will  go,  who 
knows!  But  no  one  will  contend  that  the 
status  quo  of  the  medical  profession  is  in- 
violable. 

An  evidence  of  the  changing  relations  to- 
ward the  medical  profession  is  the  public’s 
loss  of  implicit  confidence  in  the  family  doc- 
tor. The  layman  is  no  longer  bound  to  his  old 
physician  by  the  former  ties  of  gratitude  and 
affection.  He  is  frankly  trying  out  experi- 
ments of  his  own.  He  goes  to  whom  he 
pleases.  He  goes  to  seek  out  a specialist,  as 
he  calls  it.  With  no  guide  in  his  choice,  he 
may  succeed  in  his  search.  Or  he  may  land 
in  the  office  of  a self-styled  specialist,  little 
better  than  the  quack.  Or,  perchance,  good 
luck  leads  him  to  a genuine  consultant  whose 


charges  the  patient  appreciates  as  a compli- 
ment, doubtless,  but  finds  himself  unable  to 
meet.  His  reaction  is  unfavorable  to  the 
whole  profession.  He  turns  to  one  of  the 
cults,  irregular  practitioners  as  we  compla- 
cently call  them.  But  he  can  find  no  abiding 
faith  in  them. 

Baffled,  the  public  is  turning  to  state  medi- 
cine, though  it  may  not  be  called  that.  Hence 
come  the  demand  for  so-called  health  insur- 
ance, the  invitation  to  extend  the  work  of 
the  boards  of  health,  the  organization  and 
promotion  of  societies  to  prevent  this,  that 
and  the  other.  The  public  is  frankly  dissatis- 
fied with  what  it  is  getting  out  of  the  profes- 
sion of  medicine,  at  least  that  part  of  it  within 
the  individual’s  means  to  pay. 

Paradoxical  as  it  may  sound,  our  very  suc- 
cesses have  contributed  to  loss  of  prestige,  for 
the  layman  often  cannot  understand  why  we 
cannot  always  get  results,  and  too  often  he  is 
unwilling  to  pay  the  increased  cost  of  im- 
proved service. 

Meanwhile,  if  general  practitioners  every- 
where are  speaking  the  truth,  affairs  with 
them  are  going  from  bad  to  worse.  We  are 
told  that  there  is  no  longer  any  inducement 
to  enter  general  practice,  certainly  in  the 
country  and  smaller  towns.  They  claim  they 
are  no  longer  able  to  command  the  wages  of 
the  skilled  laborer  working  union  hours. 
They  have  not  savings  to  carry  proper  in- 
surance, to  educate  their  children,  to  travel  in 
the  pursuit  of  knowledge  or  recreation.  Their 
services  are  belittled  by  comparison  with  that 
of  the  more  distant  consultant.  State  and 
national  boards  of  health,  created  to  prevent 
disease  and  epidemics,  now  actually  take  over 
the  practice  of  medicine,  and  make  inroads 
upon  their  practice.  Witness,  they  tell  you, 
the  chest  clinics,  those  treating  intestinal 
parasites,  tonsils,  orthopedics,  and  so  on.  For 
these  reasons,  and  others,  the  younger  doc- 
tors are  staying  in,  or  going  to,  cities.  The 
country  doctors  are  dying  out,  wearing  out; 
and  the  genus  is  well-nigh  extinct. 

The  doctor  feels  he  has  a grievance  both 
against  his  clientele,  the  specialist  and  the 
pseudo-specialist.  The  layman  complains  of 
the  doctor  whose  opinion  and  judgment  he  no 
longer  trusts,  and  of  the  specialist  who  he  be- 
lieves imposes  upon  him  and  takes  advantage 
of  his  need  and  distress. 
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Just  here  let  me  pause  one  moment  to 
record  this  tribute  to  the  family  doctor:  It 
is  my  candid  belief  that  unwittingly  the  pub- 
lic is  about  to  lose  its  best,  its  most  sincere, 
its  most  unselfish  and  self-sacrificing  friend 
in  the  whole  professional  world,  when  or  if 
it  allows  the  family  doctor  to  go  out  of  exis- 
tence. 

This  is  the  problem  we,  as  doctors,  must  set 
ourselves  to  solve.  Admitting  the  unrest  and 
dissatisfaction  in  and  with  the  medical  pro- 
fession, what  can  we  do  about  it?  There  can 
be  no  single  remedy  applicable  to  the  situa- 
tion. I have  grave  doubts  whether  it  will  be 
possible  to  find  anjr  combination  of  remedies 
which  will  be  immediately  applicable.  AVe 
can,  however,  seek  to  discover  causes  of  the 
unrest.  Let  us,  then,  examine  ourselves,  not 
forgetting  that  these  conditions  are  in  the 
main  but  a part  of  what  is  going  on  in  the 
world  at  large. 

Doctors  begin  to  get  out  of  touch  with  the 
mass  of  those  who  will  need  them  from  the 
day  they  enter  the  medical  schools.  Our 
schools  are  no  longer  graduating  doctors  of 
medicine  in  the  old  sense  of  the  term.  They 
are  training-  and  releasing  numbers  of  young 
men  who  regard  themselves  above  general 
practice,  already  specialists  with  all  the  fan- 
cied dignity  and  prestige  the  term  implies. 
Our  modern  process  of  selecting  prospective 
medical  students  lays  proper  stress  upon  the 
academic  and  scientific  pre-medical  instruc- 
tion. but  entirely  too  little  upon  the  moral 
and  ethical  qualifications  for  the  practice  of 
what  should  be  the  most  humane  of  arts.  Ac- 
credited medical  schools  have  reached  the 
point  of  saturation.  To  increase  the  capacity 
will  inci'ease  the  present  almost  prohibitive 
cost  about  one  thousand  dollars  per  student 
per  year.  How  can  this  highly  expensive 
product  adjust  himself  to  a country  practice! 

In  the  old  days  when  the  family  doctor 
was  the  keystone  of  the  profession,  the  student 
read  medicine  in  the  doctor’s  office  and  accom- 
panied him  in  his  rounds  of  practice.  He  be- 
gan his  study  on  the  patient;  he  finished  it 
in  the  dissecting  halls,  the  laboratories  and 
the  class-rooms  of  the  schools.  He  was  first 
of  all  a clinician.  Nowadays,  the  student 
spends  two  years  in  the  laboratories  before  he 
sees  a patient.  In  his  third  year  there  is  an 
abrupt  transition  from  these  materialistic 


pursuits  to  the  hospital  wards  with  their 
human  beings.  By  the  time  his  interne  year 
is  ended,  he  is  a scientific  instrument  of  pre- 
cision, may  be,  but  mighty  rarely  a clinician. 

Furthermore,  two  years  must  elapse  before 
either  the  student  or  his  teachers  learn 
whether  the  prospective  doctor  is  a misfit. 
This  is  in  large  measure  responsible  for  the 
fact  that,  of  physicians,  three  groups  can  be 
made.  The  upper  level  are  leaders  in  re- 
search, thought  and  helpful  activity.  The 
middle  level  are  strong,  able,  clear-minded 
men  who  follow  the  lead  of  the  upper  group. 
The  lower  stratum  is  one  of  the  by-products 
of  the  present  rule-of-thumb  method  of  train- 
ing students.  They  are  the  men  unfitted  in 
education,  in  spirit,  in  morale  and  in  courage 
for  the  practice  of  medicine.  Finding  it  im- 
possible to  carry  on  in  ethical  fashion,  dis- 
appointed in  the  gratification  of  ambition  or 
in  the  desire  for  money,  they  backslide  into 
quackery,  knavery,  crime,  suicide,  drug  ad- 
diction. (Manfred  Call:  The  Supervision  of 
Pre-Medical  Education ) . 

May  it  be  permitted  one  to  suggest  that 
there  is  much  in  this  system  that  needs  the 
thought  of  our  medical  educators,  and  that 
perhaps  sympathetic  study  might  help  in  the 
major  problem  of  securing  efficient  medical 
service  to  the  mass  of  the  people?  Is  it  old 
fashioned  to  suggest  that  what  we  need  is 
more  doctors  and  fewer  imperfectly  trained 
specialists;  that  medical  schools  are  supposed 
to  graduate  men  prepared  to  serve  the  sick; 
that  the  spiritual  and  moral  qualifications  of 
fitness  are  at  least  as  important  for  admission 
to  the  profession  as  the  scientific;  that  the 
selected  student  should  be  led  directly  to  the 
bedside,  and  throughout  his  medical  school 
curriculum,  the  clinical  study  of  the  patient 
should  be  the  center  of  his  interest,  the  start- 
ing point  of  all  of  his  laboratory  and  special 
studies  ? 

The  cost  of  the  study  of  medicine  should  be 
reduced  by  curtailing  the  overhead  expense 
through  the  consolidation  of  the  smaller  col- 
leges, such  as  the  two  medical  colleges  of  the 
State  of  Virginia.  Then,  I think  we  should 
subsidize  a number  of  worthy  students,  prob- 
ably through  state  aid.  Perhaps  this  need  be 
only  a temporary  expedient,  but  I believe  the 
State  of  Arirginia  could  well  afford  to  con- 
tribute materially  to  educate  students  in  medi- 
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cine,  as  it  does  now  in  the  technical  schools  of 
the  State — say  ten  or  twenty  young  men 
yearly — on  condition  that  the  graduates  bind 
themselves  to  practice  medicine  for  a term  of 
years  within  the  rural  districts  of  Virginia, 
or  wherever  they  may  be  sent  by  proper 
authority. 

In  fact,  I doubt  whether  any  of  us  should 
graduate  as  Doctor  of  Medicine.  I believe 
the  public  would  be  better  protected,  better 
served,  and  the  profession  elevated,  if  we  were 
graduated  as  Bachelors  of  Medicine,  and  were 
unable  to  dub  ourselves  otherwise  until  we 
should  have  come  up  for  our  Doctor’s  exami- 
nation, say,  three  to  five  years  later.  This  ex- 
amination might  become  the  test  of  fitness  for 
the  chosen  specialty,  in  which,  if  successful, 
he  takes  his  Doctor’s  degree.  Let  family  prac- 
tice be  first  on  the  list  of  accredited  special- 
ties. 

There  will  be  a field  to  which  such  young 
practitioners  can  and  will  go.  Qualified  phy- 
sicians will  always  be  in  demand  because  they 
meet  an  economic  need.  Not  for  an  instant 
would  I suggest  nor  countenance  the  sugges- 
tion that  the  student  destined  for  country 
practice  should  be  trained  differently  from 
his  classmate  being  groomed  for  a city  prac- 
tice. The  school  that  belittles  the  equipment 
necessary  for  country  practice  is  grossly 
ignorant  and  not  deserving  of  public  support. 

The  conditions  of  country  practice  must  be 
improved.  The  isolation  of  the  man  in  coun- 
try practice,  his  separation  from  his  fellows, 
insidiously  invites  rust  and  decay.  How  shall 
we  prevent  this  isolation,  the  marooning  of 
the  doctor  in  rural  practice?  So  long  as  there 
is  a demand  for  efficient  medical  service, 
there  must  be,  perforce,  a readjustment  of 
working  conditions  to  invite  and  to  hold  the 
services  demanded. 

In  theory  it  is  easy  to  find  the  answer.  At 
once  it  occurs  to  us  that  it  is  only  necessary 
for  the  doctor  to  keep  himself  in  touch  with 
progress  through  his  reading,  and  through 
visits  to  the  larger  clinics,  hospitals  and  medi- 
cal centers  of  the  country.  But,  in  fact,  as 
at  present  organized,  or,  rather,  unorganized, 
this  is  nearly  impossible  for  the  profession 
of  our  smaller  towns  and  country  districts. 
To  leave  his  practice  is  difficult.  Frequently 
the  doctor  is  the  only  one  within  reach  of  a 
wide  stretch  of  country.  Often  he  would  feel 


like  a deserter  did  he  quit  his  post  even  for 
a few  days.  Frequently  he  cannot  afford  it. 
The  doctor  knows  that  when  he  closes  his 
office  door,  he  has  shut  the  door  upon  his 
already  meager  income.  Again,  it  is  poor 
fun  and  often  a fruitless  quest  for  a lone  coun- 
try fellow  to  go  to  some  of  our  select  centers 
in  search  of  the  crumb  of  knowledge  that  fails 
to  fall  from  these  rich  tables. 

But  we  must  find  some  solution,  however 
partial  and  open  to  objection  it  may  be.  And 
may  I say,  we  must  quickly  find  it  before  the 
public  forces  upon  the  medical  profession  of 
America  some  such  system  as  Germany  has, 
or  the  “panel  system”  of  England.  In  my 
opinion,  no  such  compulsion  as  these  systems 
imply  would  be  tolerated  by  free-born  Ameri- 
cans. With  all  our  souls,  I believe  the  pro- 
fession of  America  would  resent  any  such 
dictation  or  limitation,  even  though  in  such 
a system  we  might  find  relief  from  the  most 
urgent  of  our  financial  problems. 

What,  then,  is  the  alternative?  I believe 
the  only  alternative  to  state  medicine  is  to 
bring  post-graduat  e instruction  and  oppor- 
tunity just  next  door  to  the  doctor  at  his 
work.  To  be  specific:  I believe  the  remedy 
for  the  present  conditions  of  country  practice 
is,  first,  for  the  medical  schools  to  exclude 
the  ethically  and  morally  unfit  at  their  source; 
second,  to  encourage  the  profession  of  every 
community  to  develop,  formally  or  inform- 
ally, units,  clinical  groups  if  you  please,  which 
will  serve  the  community  on  a co-operative, 
instead  of  a competitive  and  cut-throat  basis. 
I am  not  now  suggesting  a group  of  spec- 
ialists, but  a group  made  up  of  general  prac- 
titioners, probably  entirely  so ; but  to  what- 
ever extent  its  several  members  have  fitness 
or  liking  for  one  department  and  another  of 
general  medicine,  to  cultivate  it.  The  very 
confidence  placed  in  him  by  his  professional 
friends  will  most  assure  his  deserving  it.  Of 
course,  mutual  trust  and  fidelity  are  basic  in 
any  such  plan. 

This  group  system  adapted  to  the  peculiar 
character  of  the  doctors’  work  in  rural  com- 
munities will,  in  the  course  of  a few  years, 
make  a welcome  change  in  the  conditions  and 
nature  of  the  service  each  individual  doctor 
will  render.  Good  fellowship,  self-respect, 
public  confidence,  efficient  work,  all  would  be 
promoted. 
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It  may  be  argued  that  this  would  but  tend 
to  increase  of  specialism  now  already  over- 
done. Expert  specialism  is  not  overdone,  and 
if  such  a division  of  labor  results  in  the 
acquisition  of  an  expertness  that  merges  into 
special  practice  within  the  community,  the 
community  and  the  profession  have  regis- 
tered a gain.  If  I were  a patient  in  a town 
of  eight  doctors,  I should  be  very  glad  to 
know  there  was  one  of  the  eight  whom  the 
others  regarded  as  the  man  for  my  need. 

But,  by  itself,  such  a system  will  not  be 
complete  nor  render  the  full  service  demanded 
of  the  profession.  However  excellent  such  a 
group  may  be,  there  will  be  services  it  will 
not  be  equipped  to  render.  Whether  he  prac- 
tices as  an  individual  or  as  a member  of  a 
group,  the  doctor  will  need  the  help  of  the 
hospital  and  hospital  staff.  This  does  not 
abridge  the  right  of  the  general  practitioner 
to  hospital  connections.  In  fact,  I believe  the 
doctor's  hospital  connection  is  the  second  fac- 
tor in  the  remedy  for  his  present  situation. 
Every  reputable  physician  should  have  not 
only  the  opportunity,  but  a hearty  welcome, 
to  the  use  of  the  public  hospital  in  whatever 
sphere  his  capacity  permits.  He  should  be 
an  extra-mural  member  of  the  hospital  staff, 
not  the  hospital  as  at  present  so  often  oper- 
ated and  regarded.  Unfortunately,  many 
hospitals  would  have  to  be  reorganized  and 
some  thrones  overthrown.  I do  not  want  to 
give  the  impression  that  I have  a quarrel 
with  hospital  staffs  and  specialists.  I have 
no  such  feeling.  Real  specialism  is  the  out- 
standing development  of  medicine  of  the  last 
generation  or  two.  We  could  no  more  do 
without  it  than  we  could  revert  in  comfort  to 
living  conditions  of  Colonial  days.  So  long 
as  there  must  be  specialism,  grouping  of  spec- 
ialists is  the  clientele’s  guarantee  against  most 
of  the  dangers  and  evils  of  specialism  itself. 
But  in  all  candor,  we  must  admit  that  these 
specialists  have  often  brought  the  hospital 
into  disrepute.  They  have  aroused  the  jeal- 
ousy of  the  general  practitioner,  and  the  sus- 
picion of  the  public.  They  endanger  bring- 
ing down  the  whole  structure  on  our  heads 
through  exorbitant  charges  for  services, 
through  casting  reflections  upon  the  ability 
and  capacity  of  practicing  physicians,  by 
ignoring  the  primal  claims  of  the  family  doc- 


tor, and  like  practices  in  this  struggle  for  self 
and  selfish  ambition. 

The  regeneration  of  the  hospital  and  its 
personnel  means  that,  first,  last  and  all  the 
time,  it  is  to  be  conducted  in  the  interest  of 
the  sick  public.  Only  incidentally  thereto 
should  it  operate  for  the  personal  reward  in 
-fame  or  money  of  its  staff.  Let  it  be  recog- 
nized that  hospital  positions  are  the  soft 
places  of  practice,  arrived  at,  it  may  be  true, 
by  hard  work  and*  some  sort  of  ability,  but 
where  the  work  and  the  service  itself  should 
substitute  to  some  extent  for  financial  re- 
muneration. 

I believe  such  a hospital  spirit  is  just  around 
the  corner.  This  is  the  hospital  to  which  I 
would  attach  the  doctor  in  whatever  way  it 
can  serve  him.  So  far  as  it  is  practicable, 
every  qualified  physician  within  reach  of  the 
hospital  should,  through  his  recognized  mem- 
bership upon  its  staff,  make  use  of  its  facili- 
ties, and  especially  of  its  staff  conferences,  for 
that  friction  of  contact  which  sharpens  men- 
tal processes;  for  the  acquisition  of  knowl- 
edge that  he  can  carry  with  him  to  the  bed- 
side; for  maintenance  of  self-respect  which 
increase  of  knowledge  and  skill  inevitably 
bring — a self-respect  which  will  command  re- 
spect in  others,  and  hold  a clientele  through 
merit  alone. 

In  return,  the  physician  will  bring  with 
him  into  the  hospital  an  atmosphere  of  de- 
mocracy now  often  missed.  Furthermore,  he 
will  make  acute  a need  now  already  sensed. 
That  need  is  provision  for  the  man  who  needs 
the  hospital  worst  and  is  largely  shut  off  from 
it;  the  man  that  only  the  family  doctor 
reaches  in  some  obscure  place  where  the 
specialist  of  today  rarely  goes.  The  honest 
doctor  having  determined  the  honest  need,  the 
hospital  should  find  a way  to  admit,  regard- 
less of  creed  or  condition.  Once  admitted,  he 
should  be  accorded  all  the  attention  and  skill 
the  need  demands. 

I submit  that  such  a plan  has  in  it  elements 
for  bridging  the  gulf  that  now  separates  the 
hospital  man,  the  practitioner  and  the  pub- 
lic.each  from  the  other. 

Instantly  objections  appear  to  your  minds. 
The  well-to-do  patient  must  not  be  saddled 
with  the  cost  of  the  less  fortunate.  Again, 
such  a scheme  seriously  risks  paternalism  on 
the  one  hand,  pauperism  on  the  other.  Per- 
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sonally,  I am  opposed  to  giving  any  one  but 
the  most  destitute  absolutely  free  service. 
Such  service  is  rarely  appreciated,  and  its 
practice  fosters  pauperism.  I would  fix  im- 
partially the  applicant’s  ability  to  pay, 
whether  that  he  ten  cents  or  ten  dollars  a day, 
up  to  the  cost  to  the  hospital  of  the  services 
rendered.  Then  require  the  payment  of  that 
assessment. 

Of  course,  there  may  be  a deficit  from 
operation,  more  apparent  than  real  in  my  be- 
lief. If  there  be  a de'icit,  it  must  be  met  by 
ample  endowment  or  be  underwritten  by  some 
unit  of  the  body-social  or  politic.  Large  en- 
dowments cannot  be  general  in  the  South  to- 
day. The  State  as  a whole,  the  County  or 
some  group  of  counties  are  units  that  suggest 
themselves  as  the  only  alternatives.  If  the 
State  agrees  to  subsidize  the  care  of  the  in- 
sane, of  the  epileptic,  of  the  tuberculous,  of 
the  crippled,  and  of  the  general  sick  in  teach- 
ing hospitals,  it  does  not  seem  radical  to  pro- 
pose like  state-aid  for  several  hospitals  dis- 
tributed throughout  the  State.  In  this  event, 
of  course,  the  books  of  the  hospital  would  be 
open  to  inspection  by  proper  authority.  In- 
deed. I am  ready  to  admit  that  the  earnings 
of  the  staff  are  a legitimate  matter  for  the 
information  of  any  donor,  public  or  private, 
to  hospital  expense  or  endowment. 

Such  hospitals  would  serve  as  post-gradu- 
ate centers  of  instruction,  would  entice  young 
men  back  to  rural  communities,  and  would 
provide  adequate  care  for  the  sick  of  rural 
communities. 

This  is  not  state  medicine.  Let  the  private 
hospital  alone;  let  the  physician  alone;  let 
the  individual  be  entirely  free  to  select  his 
own  physician,  his  consultant,  his  hospital. 
But  make  it  possible  to  every  person  to  get 
efficient  medical  service,  and  every  doctor  who 
deserves  it  opportunity  to  keep  himself  effi- 
cient. 

Now,  as  we  come  to  an  end,  are  these  the 
visions  of  a dreamer?  Possibly  so.  Yet  our 
grandfathers  would  have  been  called  vision- 
ary had  they  pictured  the  status  of  medicine 
of  today.  And.  after  all,  the  doctor,  the  rea- 
son of  his  existence,  the  ground  of  his  pros- 
perity. are  controlled  by  principles  that  regu- 
late all  human  endeavor  and  success.  Certain 
fundamental  laws  have  always  been  in  opera- 
tion in  society  as  in  nature.  One  was  the  old 


law  of  the  survival  of  the  fittest.  Today  there 
is  something  moving  in  the  world  evolving  a 
principle  that  is  constantly  challenging  this 
law  of  the  jungle.  This  principle  promises 
to  become  a law  too,  which  will  exempt  none 
who  truly  succeed.  It  has  been  called,  there- 
fore, “the  inescapable  law  of  service.”  And 
yet  this  is  not  a new  idea.  For  nineteen  hun- 
dred years,  we  have  been  told : It  is  more 

blessed  to  give  than  to  receive! 


HISTORY  AND  SYMPTOMS  IN  THE  DIAG- 
NOSIS OF  PULMONARY  TUBER- 
CULOSIS.* 

By  DAVID  R.  LYMAN,  M.  D.,  Wallin-jford.  Conn. 

The  physician  who  takes  the  most  pains  with 
his  histories  will  always  have  the  smallest 
percentage  of  failures  in  his  diagnoses.  With 
the  rapid  development  of  the  X-ra}^  and  of 
the  clinical  laboratory  with  the  constant  new 
“tests”  it  is  giving  us,  we  are  somewhat  prone 
to  forsake  the  guidance  of  onr  natural  five 
senses  and  to  trust  entirely  to  these  aids  of 
modern  science.  It  is  a tendency  to  be  de- 
plored, for  with  no  lack  of  due  appreciation 
of  the  great  advantages  of  these  newer  diag- 
nostic aids,  one  can  but  regret  to  see  them  sub- 
stituted for  instead  of  added  to  the  highly 
trained  senses  of  sight,  smell,  taste,  touch  and 
hearing  that  characterized  the  leaders  of  our 
profession  in  other  days.  The  keen  diagnos- 
tician of  those  times  would  have  gladly  wel- 
comed the  aid  of  the  laboratory  with  its  cul- 
tures for  his  doubtful  throat  cases,  and  yet, 
had  we  not  in  turn  something  well  worth 
while  to  learn  from  the  doctors  who  could 
diagnose  diphtheria  as  soon  as  they  sniffed 
the  atmosphere  of  a sick  room? 

The  diagnosis  of  pulmonary  tuberculosis 
often  affords  an  excellent  illustration  of  the 
unfortunate  tendency  to  rely  entirely  upon 
the  new  procedures.  Is  there  a question  of 
tuberculosis?  Then,  have  an  X-ray  at  once! 
To  be  sure,  sputum  examinations  can  be  had 
free*  of  charge  at  any  public  laboratory,  but 
that  is  apparently  out  of  date.  How  many 
cases  we  now  see  who  have  been  diagnosed  by 
X-ray,  where  a careful  history,  with  due  con- 
sideration of  the  previous  record  and  the 
present  signs  and  symptoms,  would  have  led 
to  a correct  diagnosis  with  considerable  sav- 

*Read  before  the  New  York  State  Medical  Society,  May  14, 
1925. 
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ing  in  expense  to  the  patient  and  with  marked 
increase  in  prestige  to  the  physician ! 

We  all  readily  acknowledge  the  value  of  the 
history  as  an  aid  to  diagnosis,  but  when  one 
notes  the  superficial  manner  in  which  most 
histories  of  our  tuberculosis  cases  are  recorded, 
one  is  led  to  wonder  whether  this  has  not  in- 
deed become  a lost  art?  This  laxity  is  to  my 
mind  one  of  the  chief  reasons  why  the  general 
practitioner  has  to  call  on  the  specialist  so 
often  for  aid  in  his  diagnoses.  The  diagnosis 
of  tuberculosis  is  not,  or  should  not  be,  the  task 
of  a specialist. 

In  the  majority  of  cases  it  could  and  should 
be  made  by  the  general  practitioner  with  the 
data  gathered  from  a careful  study  of  the  his- 
tory, symptoms  and  physical  signs  and  before 
the  disease  has  advanced  beyond  its  earlier 
stages. 

As  regards  the  value  of  history  and  symp- 
toms in  the  diagnosis  of  pulmonary  tubercu- 
losis, my  personal  feeling  is  that,  if  forced  to 
discard  all  but  one  of  the  four  main  diagnostic 
methods — history,  physical  examination.  X-ray 
and  laboratory  tests,  I would  discard  the  three 
last  and  take  my  chances  on  the  history.  Not 
only  will  it  give  me  as  high  a percentage  of 
accuracy  as  any  of  the  others,  but  it  alone  can 
give  the  background  of  the  patient’s  past  with 
that  knowledge  of  his  industrial,  social  and 
mental  status  which  one  must  have  in  order  to 
advise  him  intelligently. 

Before  taking  up  the  important  points  to  be 
brought  out  in  the  history  of  a suspected  case 
of  tuberculosis,  let  me  first  emphasize  the  state- 
ment that,  for  your  present  information  and 
for  future  reference,  it  is  necessary  to  record 
in  detail  all  the  important  factors.  When- 1 
look  up  a history  and  find  “previous  history 
negative”  or  “cough  I know  that  record 
was  made  on  one  of  my  lazy  days,  for  it  tells 
me  almost  nothing.  I have  no  idea  how  deeply 
the  previous  history  was  inquired  into,  and 
surely  the  fact  that  the  patient  had  a cough  is 
of  but  little  moment  unless  I know  its  type, 
duration,  time  of  day  when  worst,  whether  dry 
or  productive  and  what  was  its  apparent  point 
of  origin.  So,  if  I seem  to  you  to  be  unduly 
verbose  in  regard  to  details  it  is  because  I re- 
gard them  as  most  important. 

What,  then,  are  the  principal  points  to  be 
brought  out  in  a case  of  suspected  tuber- 
culosis ? 


First,  is  the  family  history — the  most  mis- 
leading of  all  records.  Unless  we  are  sure 
the  patient  is  well  acquainted  with  the  his- 
tory of  the  family,  at  least  so  far  as  covers 
the  close  associations  of  his  childhood,  a nega- 
tive family  history  means  little.  In  fact,  even 
though  he  be  well  acquainted  with  this  his- 
tory, tuberculosis  has  been  covered  up  under 
so  many  alibis  and  aliases  that  a negative 
answer  to  the  question  “has  any  of  your  family 
back  to  and  including  your  grandparents  had 
tuberculosis?”  means  but  little  to  me.  No- 
body ever  had  tuberculosis  a generation  ago 
who  could  find  some  other  name  that  seemed 
to  fit  their  symptoms;  chronic  cough,  bron- 
chitis, asthma  and  catarrh  being  the  diagnoses 
most  often  called  upon  to  help.  The  family 
history  is  most  incomplete  unless  special  in- 
quiry is  made  as  to  these.  I also  inquire  as 
to  any  history  of  hemorrhage,  remembering 
one  case  whose  family  history  (so  his  mother 
assured  me)  was  free  of  tuberculosis  for  gen- . 
erations.  When  I asked  if  any  of  them  ever 
had  a hemorrhage  she  replied,  “Yes,  I did 
when  John  was  a baby,  but  the  doctors  said 
it  came  from  my  stomach !”  It  later  de- 
veloped she  also  had  a cough  which,  having 
been  the  familiar  companion  of  a lifetime,  she 
had  overlooked,  and  subsequent  examination 
showed  numerous  tubercle  bacilli  in  her  ex- 
pectoration. 

Next  comes  the  history  of  previous  illness — 
mosf  important  not  only  to  indicate  but  also 
to  exclude  tuberculosis. 

Of  especial  interest  to  us  are  previous  at- 
tacks of  pneumonia,  pleurisy  and  influenza, 
and  whether  or  not  the  patient  has  been  es- 
pecially subject  to  “colds.”  Remember  in  re- 
gard to  “colds”  that  the  average  patient  will 
class  them  all  together.  Only  by  further 
questioning  can  you  determine  whether  they 
were  merely  corvzas  and  unimportant,  or  chest 
colds  which  cleared  very  slowly  and  whose 
frequent  presence  recorded  in  the  history  may 
add  considerably  to  your  understanding  of 
the  case.  So,  with  influenza  or  “grippe.” 
Were  the  symptoms  those  of  grippe?  Did 
the  patient  recover  promptly  or  not?  How 
frequent  were  the  attacks?  Only  last  week  I 
listened  to  a history  of  “grippe  every  winter 
for  the  last  thirty  years”  and  was  quite  pre- 
pared to  find  an  old  chronic  tuberculosis 
scattered  through  one  entire  side,  but  never 
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diagnosed  as  such.  It  is  very  important  to 
make  note  of  any  recent  attacks  of  acute  re- 
spiratory affections,  for  the  post-influenzal 
symptoms  and  physical  signs  can  simulate 
pulmonary  tuberculosis  so  closely  that  only 
time  and  study  can  give  the  correct  answer. 
One  must  be  cautious  as  to  making  a positive 
diagnosis  during  the  period  of  convalescence 
from  such  acute  infections,  and  especially 
when  the  physical  signs  are  in  the  bases, 
though  the  presence  of  a basal  lesion  is  by  no 
means  proof  that  the  trouble  is  not  tuber- 
culosis. 

In  institutional  work  it  is  also  necessary 
for  us  to  go  carefully  into  the  business  and 
social  history.  To  you  in  general  practice, 
these  details  are  often  already  well  known. 
Where  this  is  not  the  case,  let  me  urge  that 
you  acquaint  yourselves  with  them  as  thor- 
oughly as  possible,  for  here  you  will  often  find 
the  real  cause  for  your  patient  progressing  so 
slowly,  as  well  as  the  means  to  best  guard 
against  break-down  after  his  initial  recovery. 

Now,  as  to  the  present  illness.  What  do  we 
need  to  know  to  guide  us  to  a correct  diag- 
nosis? 

Fatigue 

First,  the  patient’s  general  health  is  to  be 
considered.  Is  he  as  well  as  usual?  If  not, 
how  long  since  he  has  been?  Has  he  been 
“going  on  his  nerve,”  so  to  speak,  and  gradu- 
ally running  down  for  some  time?  That  is 
the  way  the  malaise  of  tuberculosis  usually 
presents.  If  tired,  then,  when  does  he  note 
it  most?  Perhaps  the  most  constant  signi- 
ficant symptom  is  a fatigue  that  is  noticed  in 
the  morning,  after  what  would  ordinarily  have 
proven  a refreshing  night’s  rest.  It  is  much 
more  significant  than  fatigue  at  the  end  of 
the  day’s  work.  With  such  a history,  one 
must  search  for  other  causes  of  morning 
fatigue;  — late  hours,  dissipation,  mental 
strain  due  to  family  troubles  or  finances  and 
causing  troubled  sleep  must  all  be  asked  about 
and  given  due  weight.  These  excluded,  how- 
ever, the  persistence  of  a marked  tired  feeling 
on  first  awakening  is  to  my  mind  the  most 
constant  of  all  suggestive  symptoms  of  tuber- 
culosis. 

Cough 

This  is  perhaps  the  most  varying  of  all 
symptoms  in  its  presence  or  absence,  its  type 
and  its  persistence,  and  it  often  requires  a 


good  deal  of  questioning  to  get  a proper  idea 
as  to  these.  The  little  dry  “hack,”  especially 
in  the  early  morning,  has,  you  will  often  find, 
never  registered  itself  in  the  patient’s  mind 
as  a real  cough  and  will  only  be  admitted  to 
exist  when  asked  about  specifically.  The  pres- 
ence of  a severe  cough  following  on  an  acute 
cold  does  not  carry  near  as  much  weight  in 
suspicion  of  underlying  lung  trouble  as  does 
the  story  of  just  a slight  persistent  cough  in 
the  absence  of  such  a history.  You  will  find 
many  patients,  however,  who  classify  all 
coughs  as  “colds,”  whether  accompanied  by 
any  symptoms  of  recent  infection  or  not,  and 
it  is  only  through  careful  questioning  that  you 
can  distinguish  between  them. 

Then,  too,  the  origin  of  a cough  will  give 
you  valuable  clues.  Asked  where  the  tickle 
is  that  starts  the  cough,  most  patients  reply 
“in  my  throat.”  Asked  to  put  their  finger 
over  the  spot,  they  touch  either  over  the  base 
of  the  tongue,  the  larynx  or  the  supra-sternal 
notch.  The  two  former  locations  are  almost 
presumptive  evidence  of  pharyngeal  or  laryn- 
geal irritation.  The  supra-sternal  notch,  on 
the  contrary,  while  included  by  the  patient  in 
the  general  anatomy  of  his  throat,  is  the  most- 
common  seat  of  the  sensation  which  excites 
the  cough  in  chronic  lung  diseases.  Irritation 
located  back  of  the  sternum  is  usually  indi- 
cative of  a bronchitis. 

One  of  the  common  errors  in  diagnosis  is 
found  in  the  patients  treated  for  stomach 
trouble  instead  of  tuberculosis,  because  their 
chief  complaint  is  that  of  vomiting  immedi- 
ately after  meals.  If  we  take  the  trouble  to 
make  our  own  diagnosis  instead  of  accepting 
that  of  the  patient,  a careful  questioning 
usually  shows  in  these  that  there  is  no  true 
nausea  present,  but  a gag-reflex  from  a cough 
excited  by  the  swallowing  of  warm  food,  and 
that  the  chest  is  the  seat  of  the  trouble  and  not 
as  the  patient  thinks,  the  abdomen. 

E XPECTORATIO  N 

History  of  this  symptom  is  of  most  import- 
ance when  it  inspires  the  physician  to  have 
the  sputum  carefully  examined,  not  once  but 
manjr  times,  bearing  in  mind  that  while  the 
typical  sputum  of  tuberculosis  is  thick  puru- 
lent or  muco-purulent,  yet  bacilli  may  some- 
times be  found  in  specimens  that  appear  to  be 
little  more  than  saliva.  We  must  also  re- 
member that  while  one  positive  sputum  is 
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enough  to  establish  the  presence  of  tubercu- 
losis, no  number  of  negative  results  can  justify 
its  exclusion  in  the  face  of  clinical  evidence 
to  the  contrary. 

Fever  and  Pulse 

The  general  practitioner  fails  more  in  his 
recording  of  these  symptoms  than  in  any 
other.  Nine  times  out  of  ten,  patients  referred 
to  the  specialist  have  only  had  these  observed  ' 
when  at  the  doctor’s  office,  and  that  during 
morning  office  hours,  whereas  the  most  im- 
portant, readings  are  in  the  afternoon  or  eve- 
ning. In  all  cases  where  you  are  suspicious  of 
tuberculosis,  have  your  patient  get  a ther- 
mometer, show  him  how  to  read  it,  and  then 
have  him  bring  you  a written  record  taken 
every  four  hours  for  several  days,  with  record 
of  the  pulse  at  the  same  time.  Most  patients 
can  find  means  of  doing  this,  and,  once  you 
explain  to  them  the  importance  of  your  know- 
ing how  these  records  vary  at  different  times 
of  day,  will  not  think  you  a nuisance,  but 
rather  will  appreciate  the  care  you  are  taking 
with  them.  Be  sure  not  to  omit  the  evening 
temperature.  We  see  many  cases  where  a 
normal  afternoon  temperature  has  led  the 
physician  astray  and  lost  the  patient  his 
chance  for  early  diagnosis.  In  taking  such 
records,  also  bear  in  mind  that,  no  matter 
what  is  printed  on  the  thermometer,  it  takes 
a full  five  minutes  to  get  an  accurate  mouth 
reading,  and  that  where  patients  have  been 
talking  in  the  open,  especially  in  cold  weather, 
it  takes  nearly  half  an  hour  indoors  for  the 
mouth  to  again  register  the  correct  tempera- 
ture. This  is  the  reason  so  many  patients 
gleefully  report  that  their  temperature  comes 
down  after  exercise ! Remember  also  that  in- 
gestion of  food,  warm  drinks,  mental  excite- 
ment and  smoking  may  cause  temporary  slight 
elevations  of  both  temperature  and  pulse  and 
that  both  of  these  are  common  in  women  at 
the  menstrual  period.  With  such  causes  ruled 
out,  a record  that  shows  a persistent  daily 
range  of  temperature  from  normal  or  sub- 
normal in  the  morning  to  99°  and  99.5°  later  in 
the  day,  with  a pulse  range  ten  beats  or  more 
above  the  normal,  should  be  regarded  as  pos- 
sible indication  of  tuberculosis,  and  set  you  to 
work  to  prove  the  contrary  if  possible. 

Weight 

The  steady  loss  of  weight,  with  no  marked 


change  in  the  patient's  life  to  account  for  it. 
is  perhaps  one  of  the  best  recognized  warn- 
ings of  the  possible  existence  of  tuberculosis. 

Sweats 

Few  symptoms  are  more  carelessly  recorded 
than  night  sweats.  In  most  early  cases  where 
the  patient  complains  of  these,  a close  ques- 
tioning will  reveal  that  this  symptom  which 
has  caused  such  alarm  is  only  what  might  be 
expected  when  patients,  fearful  of  colds  and 
draughts,  have  closed  the  windows  and  piled 
on  the  bed  clothes.  True  night-sweats  are 
most  significant  once  you  have  by  careful 
questioning  excluded  those  of  artificial  origin. 

Hemorrhage 

This  is  one  symptom  which  in  itself  can  be 
sufficient  to  justify  a diagnosis  of  pulmonary 
tuberculosis,  but  the  history  of  the  hemor- 
rhage, as  to  type,  amount  and  manner  of  ap- 
pearance must  first  be  well  established.  Bar- 
ring certain  heart  lesions,  lung  abscess,  bron- 
chiectasis and  other  causes,  all  of  which  can 
be  readily  excluded,  the  appearance  of  pure 
red  blood,  even  in  small  amounts,  when  de- 
finitely raised  from  below  the  base  of  the 
tongue  is  sufficient  to  establish  a tentative 
diagnosis,  and,  if  the  bleeding  be  at  all  free, 
to  justify  a positive  diagnosis  even  in  the  face 
of  negative  physical  signs  and  X-ray.  Noth- 
ing is  more  often  misleading,  however,  than 
the  patient's  first  statement  as  to  hemorrhage, 
and  it  requires  careful  questioning  to  deter- 
mine if  the  blood  was  clear  or  simply  streaked 
in  the  mucus  of  a hard  cold,  whether  it  was 
dark  or  light,  and  whether  raised  with  a 
cough  or  merely  “hawked”  from  the  back  of 
the  throat.  I recall  one  case  sent  me  with 
positive  diagnosis  based  on  a history  of 
hemorrhage,  where  I could  find  nothing 
wrong,  when  the  patient  suddenly  snuffed 
violently,  hawked  from  the  back  of  his  throat, 
spat  out  some  streaked  mucus  and  with  cold 
sweat  starting  on  his  forehead,  said  “Good 
Lord,  another  hemorrhage!”  Examination 
of  the  posterior  nares  revealed  its  origin,  and 
the  patient  went  away  rejoicing,  but  I don’t 
think  he  went  back  to  his  former  physician ! 
As  a general  rule,  blood  streaked  sputum  re- 
peatedly raised  from  below  the  mouth  cavity 
in  the  absence  of  acute  respiratory  affections 
is  most  suggestive  of  tuberculosis,  and  free 
hemorrhage  so  raised  is,  in  the  absence  of  the 


1925 


VIRGINIA  MEDICAL  MONTHLY. 


499 


other  causes  above  mentioned,  sufficient  in  it- 
self to  justify  a diagnosis. 

Pleurisy 

Dry  pleurisies,  recurring  in  the  absence  of 
acute  respiratory  infections,  should  be  given 
great  weight.  A single  such  attack  should 
lead  to  a most  careful  study  of  the  case 
and,  even  when  other  signs  are  absent,  indi- 
cate at  least  a warning  to  the  patient  as  to 
possibility  of  underlying  trouble,  with  cau- 
tion as  to  mode  of  living.  Pleurisy  is  not  a 
disease.  It  is  a symptom  of  some  underlying 
inflammatory  condition  in  the  lung.  In  the 
absence  of  acute  disorders,  these  recurring  at- 
tacks are  usually  due  to  tuberculosis.  Here, 
again,  one  cannot  rely  upon  the  patient’s  diag- 
nosis, but  must  inquire  into  the  details  of  the 
pain  and  other  symptoms  and  satisfy  himself 
that  the  attacks  were  true  pleurisies. 

Pleurisy  With  Effusion 

When  the  fluid  is  clear  and  sterile,  it  prac- 
tically always  indicates  tuberculosis  and,  like 
free  hemorrhage,  is  in  itself  enough  to  justify 
a positive  diagnosis.  The  absence  of  tubercle 
bacilli  in  the  fluid  is  of  no  significance,  for 
experiments  at  the  Saranac  Laboratory  have 
shown  that  in  the  effusions  produced  experi- 
mentally in  animals,  the  bacilli  cannot  be  re- 
covered from  the  fluid  after  the  first  day  or 
two. 

Isciiio-Rectal  Abscess 

In  all  doubtful  cases  we  should  always  ask 
if  there  has  been  any  history  of  ischio-rectal 
abscess.  A large  proportion  of  these  are  of 
tuberculous  origin,  and  in  cases  where  other 
signs  and  symptoms  are  strongly  suggestive 
of  tuberculosis  its  presence  in  the  previous 
history  is  sufficient  to  confirm  the  diagnosis. 

To  sum  up,  I would  say  that,  aside  from 
free  hemorrhage  and  pleurisy  with  effusion, 
the  symptoms  are  rarely  sufficient  in  them- 
selves for  positive  diagnosis,  but  that  a care- 
fully taken  history  will  give  indication  of  the 
need  of  close  study  in  time  to  secure  a diag- 
nosis in  the  early  curable  stage  of  the  disease. 
Further  than  this,  with  a history  giving  a 
suggestive  grouping  of  typical  symptoms,  es- 
pecially morning  fatigue,  constant  elevation 
of  pulse,  slight  daily  rise  of  temperature,  per- 
sistent hacking  cough  and  increasing  malaise, 
a tentative  diagnosis  of  tuberculosis,  with  the 
institution  of  proper  treatment  until  its  pres- 


ence can  be  finally  proven  or  disproven,  will 
safeguard  both  the  welfare  of  the  patient  and 
the  reputation  of  his  physician,  and  this  diag- 
nosis could  and  would  be  made  by  the  family 
Ph  ysician  in  the  majority  of  cases  if  he  would 
make  use  of  the  careful  study  of  the  history 
and  symptoms  in  connection  with  the  physical 
signs. 

It  may  seem  that  the  detail  which  I liaA'e 
indicated  is  more  suitable  for  the  leisurely 
records  of  an  institution  than  for  those  of  a 
busy  practitioner.  Such  isnnost  emphatically 
not  the  case.  A brief  line  of  questioning  is 
sufficient  to  determine  the  presence  or  absence 
of  these  cardinal  symptoms,  but  when  you 
find  any  of  them  present,  only  such  detail  in- 
quiry as  I have  indicated  will  enable  you  to 
give  them  their  true  value;  and  their  value 
for  future  reference  will  depend  in  turn  upon 
the  detail  with  which  you  record  them. 


APPENDICITIS  IN  CHILDREN.* 

By  CHARLES  S.  WHITE,  M.  D„  Washington,  D.  C. 

It  requires  more  than  passing  temerity  to 
present  to  this  Society  a paper  dealing  with 
appendicitis,  a subject  well-nigh  exhausted, 
but  I wish  to  stress  the  point  that  appendi- 
citis in  children  presents  problems  of  its  own 
that  tax  our  very  best  judgment  and  skill. 
Its  higher  mortality,  compared  with  the  same 
disease  in  the  adult,  demands  some  attention. 
To  save  more  lives,  the  co-operation  of  the 
family  physician  (if  such  a personality  still 
exists),  the  pediatrician,  the  surgeon,  and 
other  specialists,  is  necessary,  and  for  that 
reason  I will  submit  some  facts  and  opinions, 
chiefly  from  a surgical  point  of  view,  for  your 
consideration. 

It  is  not  possible  to  get  accurate  data  on 
the  death  rate  of  acute  appendicitis  in  adults 
or  children,  as  no  true  demarcation  exists  be- 
tween acute,  subacute,  and  chronic  appendi- 
citis. as  far  as  most  hospital  records  are  con- 
cerned. We  all  know  of  cases  of  so-called 
acute  appendicitis  which  are  hurried  to  the 
hospital  for  operation,  only  to  find  upon  ex- 
ploration that  the  appendix  is  playing  rather 
a minor  role,  yet  the  case  goes  down  in  the 
record  as  acute  appendicitis,  and  such  records 
are,  necessarily,  untrustworthy  for  purposes 
of 'comparison.  I reviewed  the  records  of  two 
city  hospitals  for  the  past  two  years,  noting 

*Read  before  the  Medical  Society  of  the  District  of  Columbia, 
May  20,  1925. 
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only  the  drainage  cases  of  appendicitis.  In 
one,  the  mortality  was  14  per  cent;  in  the 
other,  less  than  5 per  cent.  This  seems  rather 
remarkable  when  further  investigation  shows 
that  the  same  surgeons  operate  frequently  in 
both  hospitals. 

The  mortality  rate  in  the  Children’s  Hos- 
pital, this  city,  for  the  past  five  years,  up  to 
January  1,  1925,  was  12  per  cent. 

The  mortality  in  children  under  two  years 
of  age  is  50  per  cent.  Helmholtz,  of  the  Mayo 
Clinic,  in  1924,  Reports  fifteen  cases  under 
five  years  of  age  with  a mortality  of  47  per 
cent,  and  fifty  cases  between  six  and  fourteen 
years  with  a mortality  of  5.5  per  cent.  (Of 
these,  six  cases  were  carried  to  the  interval 
operation).  The  mortality  for  the  entire 
series  was  14.5  per  cent. 

There  seem  to  have  been  only  a few  authors 
who  have  stressed  the  difference  between  the 
disease  in  the  adult  and  in  the  child.  Finney 
was  one  of  the  first  to  do  so,  and  I am  sure 
the  subject  will  bear  repeating  many  times. 
So  much  depends  upon  the  early  recognition 
of  the  disease  that  it  may  be  truthfully  said 
that  the  fate  of  the  patient  is  in  the  hands 
of  the  physician  who  treats  him  in  the  first 
forty-eight  hours. 

While  appendicitis  is  essentially  a surgical 
disease,  particularly  in  children,  the  general 
practitioner  is  the  first  to  see  the  patient,  and 
it  is  upon  his  advice  that  the  surgeon  is  con- 
sulted. Let  me  state  at  this  time  that  there 
are  two  outstanding  features  in  appendicitis 
in  children  that  do  not  belong  to  the  sympto- 
matology of  the  adult,  namely:  The  apparent 
insidious  onset,  and  the  violent  or  fulmina- 
tive  character.  Add  to  this,  poor  diagnosis, 
purgation,  and  procrastination,  and  the  high 
mortality  is  explained. 

It  is  stated  by  Howard  Kelly  that  the  ap- 
pendix in  the  child  is  relatively  longer  than 
that  of  the  adult,  but  the  submucous  layer  is 
relatively  thinner.  In  his  opinion,  that  varia- 
tion accounts  for  the  angulation  and  kinking 
as  well  as  the  early  rupture  from  pressure 
within.  In  my  own  experience,  the  appendix 
is  found  in  the  pelvis  very  frequently.  Its 
deep  situation  often  removes  it  from  the  re- 
gion of  the  parietal  peritoneum  and  the  ten- 
derness and  rigidity  so  common  and  striking 
in  the  disease  is  often  absent  or  modified. 

Undoubtedly  mistakes  are  made  in  the 


operating  room.  Operations  are  prolonged 
in  search  of  an  appendix  which  should  not 
be  disturbed,  and  drainage  is  unwisely  used, 
and  poor  choice  of  anesthesia  is  made,  but 
these  constitute  a relatively  small  proportion 
of  the  causes  of  death.  The  cases  of  ruptured 
appendix,  general  peritonitis,  extension  of  the 
infection  to  other  organs  and  the  blood 
stream,  account  for  the  largest  number  of 
fatalities. 

The  previous  history  of  the  child  furnishes 
very  little  constructive  information.  Ex- 
posure to  contagious  diseases  may  suggest  the 
examination  of  the  patient  for  the  early  signs 
of  such  diseases.  Many  of  the  infectious  dis- 
eases of  childhood  are  ushered  in  with  fever 
and  abdominal  pain,  and  appendicitis  follow- 
ing influenza  is  not  uncommon. 

The  most  important  single  sypmtom  of  ap- 
pendicitis is  local  tenderness  in  the  right  lower 
quadrant.  It  requires  much  patience  and  tact 
to  elicit  this  symptom  in  a child,  and  we  would 
do  well  to  profit  by  the  method  of  the  pedia- 
trician who  uses  numerous  ways  and  devices 
to  distract  the  patient’s  attention  to  get  his 
confidence. 

The  absence  of  tenderness  in  the  classical 
area  does  not  exclude  appendicitis,  as  an  in- 
flamed appendix  in  the  pelvis  does  not  give 
the  peritoneal  irritation  represented  by  rigid- 
ity. The  tenseness  of  the  abdominal  muscles 
is  so  common  in  illnesses  of  childhood  that 
very  little  dependence  is  placed  upon  it,  al- 
though in  appendicitis  it  is  usually  localized 
early  in  the  disease.  After  general  perito- 
nitis is  present,  tenderness  and  rigidity  may 
be  entirely  absent.  A mass  found  in  the  re- 
gion of  McBurney’s  point  is  almost  positive 
evidence  of  appendicitis. 

Pain  is  usually  sudden  in  the  onset,  then 
subsides,  and  recurs.  It  varies  greatly,  de- 
pending upon  the  tension  in  the  appendix, 
and  is  relieved  by  its  rupture.  When  the  ap- 
pendix is  in  the  pelvis,  as  it  often  is,  the  pain 
may  be  slight  and  then  just  above  the  pubes. 

A rectal  examination  to  determine  tender- 
ness is  of  much  value  and  should  be  a part  of 
the  routine  examination.  In  infants  under 
two  years  of  age  it  is  usually  unsatisfactory. 

Vomiting  is  present  in  70  per  cent  of  the 
cases  and  is  not  characteristic,  except  it  is 
never  fecal.  Vomiting  in  digestive  disorders 
is  not  persistent  as  in  appendicitis. 
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Constipation  is  not  a prominent  symptom. 
Diarrhea  jnay  precede  or  usher  in  an  attack. 
Distention  of  the  abdomen  is  seen  late  in  the 
disease  and  is  significant  of  extension  of  the 
inflammation  beyond  the  appendix.  Pain- 
ful urination  is  of  such  frequency  that  it  de- 
mands attention.  It  is  usually  ascribed  to 
pyelitis  or  cystitis,  but  in  the  absence  of  pus 
in  the  urine,  we  should  entertain  a diagnosis 
of  appendicitis,  with  the  appendix  in  contact 
with  the  urinary  bladder. 

The  temperature  may  oscillate  between  98.4° 
and  103°,  especially  in  the  early  stages.  Morn- 
ing temperature  is  usually  normal  or  even 
sub-normal  and  the  temperature  curve  is  of 
little  value  unless  recorded  at  four  hour  inter- 
vals. The  leukocyte  count  and  particularly  the 
differential  count  is  very  important.  The  count 
on  the  first  day  of  the  disease  is  between  10,000 
and  20,000  and  as  the  disease  progresses  may 
increase  very  materially — or  even  drop  to 
7,000  or  8,000.  The  low  count,  without  a cor- 
responding amelioration  of  the  symptoms,  is 
a bad  omen.  Regardless  of  the  count,  a high 
percentage  of  polymorphonuclear  cells,  with- 
out an  increase  in  the  eosinophiles,  should  be 
given  considerable  weight  in  arriving  at  a 
diagnosis. 

With  a group  of  symptoms  fairly  constant, 
both  in  order  of  their  appearance  and  their 
intensity,  it  would  seem  that  the  diagnosis 
should  be  made  early  and  easily,  but  this  is 
not  true  and  the  problem  in  appendicitis  in 
children  is  the  problem  of  diagnosis.  In  the 
adult,  pain  in  the  abdomen  generally  suggests 
appendicitis,  while  in  the  child,  pain  in  the 
abdomen  suggests  something  else  than  appen- 
dicitis, and  is  summarily  dealt  with  by  sub- 
jecting the  gastro-intestinal  tract  to  the  dras- 
tic punishment  of  purgation. 

The  onset  of  some  of  the  infectious  diseases 
may  bear  a general  resemblance  to  appendi- 
citis, and  a few  cases  of  measles,  in  the  early 
stages,  have  been  operated  upon  because  of 
the  similarity  of  the  two  diseases  at  this  period. 
Examination  of  the  mucous  membrane,  blood 
counts,  careful  physical  examination,  and  his- 
tory of  exposure  to  infectious  diseases  usually 
settle  the  question. 

Three  diseases  offer  the  greatest  difficulty : in- 
tussusception, pyelitis,  and  pneumonia.  In- 
tussusception occurs  in  children  usually  less 
than  two  years  of  age,  the  onset  is  much  more 


acute  than  appendicitis,  the  stools  are  bloody 
or  blood  stained  with  mucus,  and  a tumor  can 
be  palpated  in  the  abdomen  or  in  the  rectum. 
An  anesthetic  may  be  necessary  to  relax  the  pa- 
tient sufficiently  to  make  a satisfactory  exami- 
nation, and  with  the  present  method  of  admin- 
istration of  gas  anesthetics,  no  one  should  hesi- 
tate to  employ  this  method.  Both  appendici- 
tis and  intussusception  are  surgical  diseases 
and  an  error  in  diagnosis  fortunately  does  not 
add  to  the  risk. 

Pyelitis  and  appendicitis  have  many  symp- 
toms in  common,  and  the  differential  diagnosis 
is  easier  on  paper  than  at  the  bedside.  I refer, 
of  course,  to  pyelitis  of  the  right  side,  which, 
by  the  way,  is  much  more  common  than  the 
left.  Pyelitis  is  common  in  childhood,  espec- 
ially in  the  female,  and  is  attended  with  ab- 
dominal pain,  fever,  vomiting,  rigidity,  and 
leukocytosis.  The  temperature  is  usually 
higher  than  in  appendicitis  and  has  wider  ex- 
cursions. The  tenderness  in  the  abdomen  is 
more  diffuse,  sometimes  posterior,  and  a mass 
is  never  present  in  the  lower  right  quadrant. 
The  pain  is  referred  to  the  back  as  well  as  to 
the  abdomen.  Pus  cells  in  large  numbers  are 
found  in  the  urine;  but  repeated  examinations 
are  necessary  to  find  them  at  times,  though, 
once  found,  are  distinctive  of  the  disease.  The 
pus  may  be  dammed  in  the  pelvis  of  the  kidney 
and  under  pressure  is  suddenly  released  so 
that  pus  cells  appear  in  the  urine  in  so-called 
“showers,”  with  normal  urine  between  the 
showers.  The  child  never  seems  so  ill  in  pyeli- 
tis as  in  appendicitis;  he  may  have  a tempera- 
ture of  104  and  yet  be  interested  in  toys  and 
games.  A child  ill  two  or  three  days  of  appen- 
dicitis, with  a high  temperature,  looks  very 
ill  and  is  just  about  twice  as  ill  as  he  looks. 

Dr.  F.  D.  Adams  read  a noteworthy  paper 
before  this  Society  about  two  years  ago  on  the 
differential  diagnosis  between  lobar  pneumonia 
and  appendicitis  in  children,  based  on  a large 
number  of  cases  admitted  to  the  Boston  City 
Hospital.  An  index  of  the  prevailing  error  in 
diagnosis  is  found  in  his  statement  that  of  145 
cases  of  lobar  pneumonia  admitted  to  the  hos- 
pital, twenty-five,  or  17  per  cent,  were  diag- 
nosed as  acute  appendicitis.  It  is  a much  more 
common  error  to  call  pneumonia  appendicitis 
than  to  call  appendicitis  pneumonia.  Adams 
set  forth  in  his  paper  these  essential  points  in 
the  differential  diagnosis: 
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History : 


Abdominal  Pain: 

Vomiting : 

Diarrhea: 

Respiratory  Symptoms : 
Abdominal  Tenderness: 

Rectal  Examination : 

Leukocyte  Count: 
Temperature : 

Roentgen  Examination  of  the 
Chest : 


Pneumonia 

Often  preceded  by  a cough  or  cold 
or  chest  pain. 

Is  severe,  constant  and  general. 

Occurs  in  small  per  cent  of  these 
cases  (about  15%). 

Common  in  pneumonia. 

Suggestive  or  evident,  showing 
slight  dullness,  distant  tubular 
breathing. 

Superficial,  severe,  higher  in  the 
abdomen,  and  not  increased  by 
deep  pressure. 

Negative. 

20,000  or  more. 

Likely  to  be  above  103. 

Positive  (with  very  few  excep- 
tions). 


Appendicitis 

Usually  has  no  antecedent  history 
with  the  possible  exception  of 
grippe  and  eating  indigestible 
foods. 

Is  paroxysmal  and  less  intense. 

Occurs  in  a large  per  cent  of  cases 
(70%). 

Uncommon  in  appendicitis. 

Both  absent  in  appendicitis. 

\ 

Tenderness  is  variable,  becomes 
circumscribed  and  is  aggravated 
by  deep  pressure. 

Exhibits  tenderness  or  a mass  on 
right  side. 

Generally  below  20,000. 

Likely  to  be  below  103. 

Negative. 


It  will  be  self-evident,  from  the  differentia- 
tion just  stated,  that  a complete  examination  is 
necessary  for  diagnosis.  The  physician  or  sur- 
geon who  confines  his  examination  to  poking 
a finger  into  the  abdominal  wall  in  the  vicinity 
of  McBurney’s  point  is  destined  to  receive  a 
lesson  in  humility. 

The  acute  abdominal  conditions  in  children 
are  more  often  appendicitis  than  any  other 
disease  and  should  be  thought  of  first  when 
such  a case  is  seen.  In  the  adult,  abdominal 
pain  always  suggests  appendicitis.  In  the 
child,  it  is  about  the  last  thing  we  think  of. 
It  cannot  be  ruled  out  without  a careful  physi- 
cal examination,  and,  at  times,  many  laboratory 
examinations  as  well. 

The  treatment  of  the  disease  may  be  divided 
in  two  parts : 

First : The  preliminary,  or  up  to  the  time 
the  diagnosis  is  made. 

Second  : After  the  diagnosis  is  made. 

In  the  early  stage  of  the  disease  very  little 
medication  is  necessary,  a much  restricted  diet, 
or  water  alone,  and  an  enema  covers  most  of 
the  treatment.  In  no  stage  of  the  disease  is 
a purgative  indicated.  No  drug  has  been  re- 
sponsible for  as  many  deaths  as  the  adminis- 
tration of  purgatives.  This  is  a matter  of  corn- 
man  knowledge  among  physicians  and  should 
be  made  known  to  the  laity.  While  we,  as 
physicians,  discuss  appendicitis  and  condemn 
purgatives,  it  is  a matter  of  record  that  a large 
percentage  of  cases  of  acute  appendicitis  re- 
ceive purgatives  at  the  direction  of  the  physi- 
cian. A dose  of  oil  or  broken  doses  of  calomel 


to  clean  out  the  intestinal  tract  is  the  explana- 
tion,— to  rupture  the  appendix  would  be  nearer 
the  truth. 

Merely  because  the  child  is  ill  does  not  justify 
the  thoughtless,  indiscriminate  and  fatal  ad- 
ministration of  a purgative.  Just  as  soon  as 
the  diagnosis  of  appendicitis  is  made,  the  case 
is  a surgical  one.  When  to  operate  is  a ques- 
tion not  entirely  settled.  Dr.  Oschner  has 
laid  down  principles  of  treatment  which  call 
for  delay,  starvation,  and  sedatives,  more  ap- 
plicable to  the  adult  than  to  the  child.  It  may 
be  p resumptions  on  my  part  to  take  exception 
to  the  opinion  of  such  an  eminent  teacher  and 
surgeon,  but  my  personal  experience  tells  me 
that  more  children  die  of  delay  than  from  an 
early  operation.  It  is  conceded  that  postpon- 
ing an  operation  a few  hours  may  be  desira- 
ble, when,  for  instance,  the  patient  is  ex- 
hausted from  a long  journey  to  reach  the 
hospital. 

In  those  cases  seen  late,  with  abscess  for- 
mation, it  is  sometimes  better  to  wait  a few 
days,  until  the  walling-in  process  is  well  es- 
tablished. But,  taken  as  a class,  the  earlier 
the  patient  is  operated  upon,  the  better  the 
chances  are  for  recovery.  We  are  dealing,  in 
these  little  patients,  with  a condition,  which, 
once  established,  is  rapid,  fulminative  in  type, 
and  the  tendency  to  subside  or  to  become  iso- 
lated by  peritoneal  adhesions  is  not  seen  as 
often  as  in  the  older  patient. 

I will  not  detail  the  technique  of  the  opera- 
tion. It  would  be  well  to  point  out,  however, 
that  an  extended  search  for  an  appendix 
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buried  in  the  wall  of  an  abscess  is  attended 
with  much  danger  of  disseminating  the  infec- 
tion. It  is  far  better  to  leave  the  appendix 
and  drain,  and  at  a later  date  remove  the  or- 
gan, than  to  traumatize  and  infect  the  peri- 
toneum by  efforts  to  remove  the  offender. 

The  current  opinion  is  that  drainage  is  too 
frequently  and  often  improperly  used — that 
previously  we  have  placed  too  much  depend- 
ence upon  drainage  and  not  enough  upon  the 
peritoneum.  Only  time,  with  its  ripe  experi- 
ence, will  settle  the  question  if  it  can  be  settled 
at  all. 

Summarizing,  I would  say  that  appendi- 
citis in  children  has  a beginning  not  unlike 
many  other  diseases,  and  is  not  recognized  in 
the  very  early  stages,  but  the  disease  has  a 
rapid  and  severe  course.  The  diagnosis,  at 
times,  is  difficult,  but  with  care  is  possible  be- 
fore the  disease  is  well  advanced.  Purgatives 
have  no  place  in  the  treatment  of  acute  ap- 
pendicitis; and  the  earlier  the  operation,  the 
better  the  prognosis. 

911  Sixteenth  Street. 


THE  CLINICAL  SIGNIFICANCE  OF 
HEMORRHAGE  FROM  THE 
RECTUM.* 

By  W.  L.  POWELL,  M.  D„  Roanoke,  Va. 

In  cases  presenting  hemorrhage  from  the 
rectum  as  a symptom,  it  is  of  prime  importance 
to  determine  as  accurately  as  possible  the  source 
from  which  the  blood  comes,  and  the  causes. 

The  color  of  the  blood,  whether  bright  red 
or  dark  and  tarry  in  appearance,  and  whether 
it  is  thoroughly  mixed  with  fecal  material  or 
deposited  on  the  outer  surface,  will  give  us  our 
first  clue  as  to  whether  the  source  of  the  blood 
is  from  the  upper  or  lower  digestive  tract. 

In  this  paper,  we  wish  to  consider  more  par- 
ticularly those  hemorrhages  that  have  then- 
origin  in  the  colon  and  rectum,  although  we 
think  it  well  to  review  briefly  the  conditions 
in  the  upper  intestinal  tract  which  may  cause 
this  symptom.  In  a paper  on  this  subject  by 
Dr.  J.  M.  T.  Finney  in  - Surgery /,  Gynecology 
and  Obstetrics.  April,  1912,  thirty-two  condi- 
tions are  cited  that  may  cause  blood  in  the 
stools.  Some  cases  in  which  the  only  condi- 
tions that  could  be  found  to  account  for  the 
blood  were  appendicitis,  gall-stones  and  pan- 

*Read before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 


creatitis;  other  causes  were  trauma,  either  ex- 
ternal or  internal,  mechanical  obstruction, 
such  as  strangulated  hernia,  intussusception, 
volvulus,  or  adhesions.  Inflammatory  causes 
are  ulcers  due  to  pyogenic  bacteria,  typhoid, 
tuberculosis,  syphilis  or  chemical  poisoning. 
New  growths  or  blood  dyscrasia  may  also  cause 
this  symptom.  In  all  the  above  conditions,  the 
blood  is  usually  dark  in  color  or  intimately 
mixed  with  fecal  material. 

The  conditions  in  the  pelvic  colon,  rectum 
and  anal  canal,  with  which  we  are  especially 
concerned,  which  cause  hemorrhage  and  in 
which  the  blood  is  bright  in  color,  and  in 
most  instances  deposited  on  the  surface  of  the 
feces  are : 

1.  Cancer  of  the  Rectum.  Hershmann  states 
that  50  per  cent  of  all  cancers  occur  in  the 
gastro-intestinal  tract,  and  of  these  16  per  cent 
are  primarily  in  the  sigmoid  or  rectum.  The 
most  frequent  site  is  at  the  recto-sigmoid  junc- 
tion, and  in  the  early  stages  this  condition 
presents  few  symptoms  other  than  bleeding 
with  stools.  As  primary  cancer  in  this  location 
metastasizes  comparatively  slowly,  you  may 
have  considerable  involvement  without  accom- 
panying cachexia  and  loss  of  weight.  If  found 
early,  the  chances  of  operative  removal  are 
very  good.  Age  does  not  seem  to  bear  as 
definite  a relationship  in  the  development  of 
cancer  of  the  rectum  as  in  other  organs.  It 
has  been  known  to  occur  in  those  of  fifteen 
years  of  age,  and  I have  recently  seen  one  case 
at  the  age  of  twenty-three. 

2.  Ulcer  of  the  rectum  may  be  tubercular, 
syphilitic,  traumatic,  amoebic  or  simply  an 
extension  downward  of  an  ulcerated  colitis  of 
unknown  origin.  These  ulcers  produce  fre- 
quent and  bloody  stools  mixed  with  mucus,  oc- 
casionally bleeding  with  no  fecal  material. 

In  proctological  examinations  one  should 

search  carefullv  between  the  valves  of  Llouston: 

* 

ulcers  in  this  location  are  frequently  over- 
looked. 

3.  Stricture  of  the  rectum  has  been  regarded 
for  years  as  due  to  syphilis,  yet  recent  investi- 
gations have  shown  that  not  more  than  50  per- 
cent show  a positive  Wassermann.  The  most 
frequent  site  is  from  one  to  two  inches  within 
the  rectum.  As  they  become  smaller  in  caliber, 
constipation  becomes  more  marked,  straining 
at  stool  is  constantly  necessary  to  produce  a 
passage,  and  this  frequently  results  in  blood- 
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streaked  feces.  There  is  often  a dilatation  of 
the  bowel  above  the  stricture  and  a congested 
condition  of  the  mucous  membrane  below. 

4.  Polypi.  The  frequency  with  which  these 
occur  in  the  rectum  seems  to  be  recognized  only 
by  those  especially  interested  in  this  line  of 
work.  They  are  often  present  in  children, 
producing  very  few  symptoms,  but  occasionally 
are  a cause  of  hemorrhage,  frequently  becom- 
ing caught  within  the  sphincter  and  produc- 
ing pain,  straining  and  bleeding. 

Varicosities  of  the  mucous  membrane  above 
the  hemorrhoidal  area  are  occasionally  pres- 
ent, and  straining  at  stool  frequently  produces 
blood-streaked  feces  from  this  source. 

5.  Trauma  may,  of  course,  be  the  cause  of 
hemorrhage  in  this  as  in  any  other  location.  I 
have  recently  had  the  opportunity  of  seeing  an 
unusual  incidence  of  this  in  Dr.  Stone’s  Clinic 
at  Hopkins:  The  patient  was  brought  to  the 
hospital  in  an  unconscious  condition,  presuma- 
bly from  alcoholism,  and  incidentally  having 
taken  tincture  of  iodine.  Among  other  symp- 
toms was  bleeding  from  the  rectum.  The  first 
examination  at  the  clinic  showed  the  presence 
of  hemorrhoids.  The  routine  proctoscopic  ex- 
amination could  not  be  completed,  as  the  rec- 
tum was  obstructed  by  feces.  At  a later  ex- 
amination, it  was  found  that  there  was  a deep 
laceration  on  the  under  surface  of  the  lowest 
Houston  valve  from  which  blood  was  still 
oozing.  His  hemorrhoids  were  in  no  way  re- 
sponsible for  his  hemorrhage.  The  manner  in 
which  this  injury  occurred  is  undetermined. 

6.  Fissure.  If  a patient  complains  of  severe 
pain  during  and  following  bowel  movement, 
with  the  feces  streaked  with  blood,  it  will  be 
found  that  ulcer  or  fissure  of  the  anal  canal 
is  responsible  in  a large  majority  of  cases. 
There  is  no  other  condition  in  this  region  that 
produces  as  much  suffering. 

7.  Fistula  in  ano  is  occasionally  responsible 
for  rectal  hemorrhage. 

8.  Hemorrhoids.  As  we  all  know,  this  condi- 
tion is  responsible  for  a large  percentage  of 
bleeding  from  the  rectum,  but  we  must  avoid 
considering  that  practically  all  cases  are  due 
to  this  condition. 

This  brief  review  of  the  numerous  causes  of 
rectal  hemorrhages  is  a plea  for  an  examina- 
tion of  patients  consulting  you,  suffering  from 
this  symptom.  We  should  not,  as  is  frequently 
done,  take  it  for  granted  that  he  is  suffering 


from  “piles”  and  dismiss  him  with  ointment 
or  suppository,  but  make  a careful  examina- 
tion to  determine  the  real  cause.  Many  cases 
of  carcinoma  have  been  allowed  to  go  from  the 
curable  to  the  incurable  stage  for  the  lack  of 
a proper  examination.  Many  cases  of  fissure 
have  been  allowed  to  go  the  rounds,  and  finally 
fall  into  the  hands  of  some  quack  who  will 
make  the  diagnosis  and  relieve  the  patient. 
The  fact  that  the  majority  of  general  practi- 
tioners consider  diseases  of  the  rectum  as  of 
minor  importance  or  beneath  their  notice  is 
responsible  for  this  field  being  so  fertile  for 
the  development  of  quacks  and  patent  medi- 
cines. 


INTRAVENOUS  MERCUROCHROME  220: 
CASE  REPORTS 

By  WILBUR  M.  BOWMAN,  M.  D.,  Petersburg,  Va. 

It  is  not  the  purpose  of  this  article  to  in- 
clude the  literature  on  intravenous  mercuro- 
chrome;  the  writer  merely  wishes  to  present  a 
report  on  the  cases  personally  treated  as  there 
majr  be  some  points  of  interest  to  those  en- 
gaged in  this  phase  of  work.  It  is  true  that 
the  number  of  cases  contained  herein  are  few 
but  to  the  writer  a sufficient  number  of  inter- 
esting facts  have  been  brought  out  to  justify 
publication  at  this  time. 

The  cases  that  have  been  the  subject  of  the 
intravenous  treatment  may  be  enumerated  as 
follows : 

(1)  Mycotic  Endocarditis. 

(2)  Chronic  Polyarthritis  — Hypertrophic 
(2  cases). 

(3)  Pyelitis. 

(4)  Puerperal  Septicemia. 

(5)  Rheumatic  Fever. 

Case  1 — A.  S.,  a colored  woman,  single,  age 
twenty-seven,  was  admitted  to  the  Hospital 
October  19,  1924,  with  a diagnosis  of  septic 
endocarditis,  pericarditis,  and  acute  nephritis. 
For  several  weeks  prior  to  admission  she  had 
two  and  three  chills  a day.  The  blood  culture 
was  negative.  During  a period  of  six  days 
after  admission  there  was  a variation  in  tem- 
perature from  106  3/5  to  98  and  a continuation 
of  several  chills  daily.  On  the  25th,  30  c.c.  of 
mercurochrome  1 per  cent,  was  given  intra- 
venously which  was  soon  followed  by  the  usual 
reaction  and  an  immediate  change  in  the  pulse 
and  temperature.  The  variation  in  tempera- 
ture from  then  on  was  from  100  to  102  but  an 
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even  more  striking  phenomena  was  the  com- 
plete cessation  of  chills.  The  patient  also  ap- 
peared to  be  more  comfortable.  On  the  28th, 
35  c.c.  of  mercurochrome  1 per  cent,  was  given 
and,  though  the  same  variation  in  temperature 
continued,  it  was  more  uniform.  The  next  day 
the  patient  developed  a stomatitis  with  marked 
ptyalism.  On  November  2nd  a severe  pericar- 
ditis was  noted  and  the  patient  was  not  entirely 
rational.  On  the  following  day  relatives  de- 
cided to  take  her  home  against  the  advice  of 
the  physician.  It  was  learned  that  the  patient 
died  a week  later. 

Case  2-A — A case  of  chronic  polyarthritis 
(Hyp.  form)  in  a man  fifty-nine  years  of  age 
in  which  no  foci  of  infection  could  be  found 
responsible  for  the  condition  and  in  which  all 
previous  treatments  had  failed  was  given  three 
intravenous  doses  of  mercurochrome,  1 per 
cent,  at  two  to  three  day  intervals  as  follows : 

First  Administration,  25  c.c. 

Second  Administration,  27  c.c. 

Third  Administration,  32  c.c. 

No  reaction  was  noted  from  the  first  but  fol- 
lowing the  second  dose  the  temperature  went 
from  98  to  101  and  the  leucocytes  from  5,000 
to  12,000.  The  patient  was  discharged  from 
the  Hospital  unimproved. 

B — Another  case  of  chronic  polyarthritis 
(Hyp.  form)  was  that  of  a boy  fifteen  years 
of  age  weighing  only  thirty-five  pounds.  All 
previous  treatments  had  failed  and  the  patient 
never  experienced  an  entire  day  of  relief  from 
his  suffering.  He  was  given  repeated  injec- 
tions of  mercurochrome  but  without  any  gross 
appreciable  objective  results.  The  patient 
would  say,  however,  that  after  each  reaction 
his  joints  felt  better  and  he  could  sleep  with 
comfort  one  or  two  nights  following. 

Case  3 — Miss  L.  S.,  an  elderly  white  woman, 
single,  who  complained  of  pain  and  tenderness 
in  the  right  kidney  region,  accompanied  by 
chills  and  fever,  was  taken  sick  three  days 
prior  to  admission  to  Hospital.  Her  tempera- 
ture continued  to  rise  to  103  4/5  so  she  was  ad- 
mitted on  October  30,  1924,  with  a diagnosis 
of  pyelitis.  The  patient  continued  to  have 
chills  and  a variation  in  temperature  from 
103  4/5  to  98  until  November  15th,  when  she 
was  given  23  c.c.  mercurochrome,  1 per  cent, 
intravenously  with  the  usual  reaction  follow- 
ing and  an  immediate  fall  in  temperature  to 
97  by  the  next  morning  at  seven  o’clock.  The 


patient  began  to  feel  better,  the  chills  had 
stopped,  and  her  temperature  continued  uni- 
formly normal  for  two  weeks.  At  that  time 
she  had  improved  so  that  she  left  the  bed  and 
began  stirring  about  in  spite  of  a chilly  day. 
She  was  taken  with  a chill  and  a rise  in  tem- 
perature to  101  2/5  that  night.  Mercurochrome 
should  have  been  repeated  at  this  time  but  it 
was  decided  to  try  pelvic  lavages.  The  colon 
bacillus  was  found  to  be  the  etiological  or- 
ganism. In  spite  of  nine  thorough  pelvic  lav- 
ages extending  from  December  1st  to  January 
13th,  the  patient  continued  to  have  chills  and 
a variation  in  temperature  from  97  to  102  and 
104.  Following  a chill  on  January  13th,  mer- 
curochrome was  started  again  with  an  intra- 
venous dose  of  27  c.c.  The  temperature  began 
to  fall  to  normal  by  the  16th.  From  this  time 
on  the  patient  made  an  uneventful  recovery 
though  two  small  intravenous  doses  were  given 
for  good  measure. 

Case  4 — Mrs.  C.,  white,  married,  primipara, 
age  twenty-five,  was  admitted  to  the  Hospital 
December  26,  1924,  with  a diagnosis  of  puer- 
peral septicemia.  During  the  second  stage  of 
labor,  twenty-eight  days  prior  to  admission, 
she  was  badly  lacerated.  Three  or  four  days 
following  delivery  she  was  taken  with  a chill 
and  high  fever.  Her  temperature  continued  to 
run  around  104  and  105  and  on  admission  to 
the  Hospital  she  was  extremely  weak,  pale,  and 
in  a serious  condition. 

December  27th,  Leucocytes  19,000,  Polys  86 
per  cent.  Catheterized  specimen  showed  a se- 
vere acute  nephritis.  Temperature  varied  from 
100  2/5  to  104  1/5. 

December  29th,  30  c.c.  blood  was  taken  for 
blood  culture  which  later  showed  staphylo- 
coccus albus. 

December  31st,  Leucocytes  24,000,  Polys.  89 
per  cent.  Catheterized  specimen  did  not  show 
any  change  in  kidneys.  Forty-eight  c.c.  of 
y2  per  cent  solution  gentian  violet  was  given 
at  2:40  P.  M.,  with  temperature  103  2/5,  pulse 
114.  No  reaction  followed. 

January  1,  1925,  temperature  continued  its 
usual  variation.  No  change  noted  in  patient’s 
condition  up  to  the  3rd. 

January  3rd,  25  c.c.  of  1 per  cent  mercuro- 
chrome given  at  2 :15  P.  M.  Chill  at  3 :00  P.  M. 
Later  complained  of  headache  and  backache. 
Vomited.  Refused  supper.  Extremely  nerv- 
ous at  6:00  P.  M.  Temperature  reached  its 
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maximum  at  10:00  P.  M.,  105  2/5,  pulse  110. 
Began  to  feel  better  and  slept  tine.  Developed 
a diarrhea. 

January  4th,  temperature  at  6:00  A.  M.  100, 
pulse  100.  Temperature  at  5:00  P.  M.  97, 
pulse  84.  Patient  felt  fine  in  spite  of  continued 
diarrhea. 

January  6th,  temperature  continued  normal 
until  Ibe  sixth  when  it  went  to  103  3/5  at  noon, 
pulse  110. 


January  8th.  temperature  at  6:00  A.  M.  97, 
pulse  92. 

January  13th,  patient  had  been  sleeping  bet- 
ter and  a marked  improvement  in  general  ap- 
pearance noted.  Diarrhea  stopped  on  the  10th. 
Temperature  began  to  rise  again  on  the  11th 
and  went  to  102  1/5  on  the  12th.  The  third 
injection  of  mercurochroine  (25  c.c.)  was  given 
intravenously  at  1 :10  P.  M.,  with  the  tempera- 
ture at  99,  pulse  90.  One  hour  later  patient 


January  7th.  temperature  did  not  fall  back 
to  normal.  Diarrhea  stopped.  Mercuro- 
chrome  1 per  cent,  23  c.c.  was  given  at  10:30 
A.  M.,  with  temperature  at  100.  pulse  80. 
Temperature  began  to  rise  and  at  5 :00  P.  M. 
stood  at  105  4/5,  pulse  120.  Diarrhea  began 
again  about  two  hours  after  injection.  She  also 
vomited  and  had  a chill.  Nausea  and  vomit- 
ing continued  at  intervals  until  6 :00  P.  M. 
Patient  slept  all  night  and  felt  fine  the  next 
morning. 


became  nauseated,  vomited,  and  had  a chill. 
The  maximum  temperature  was  reached  at 
5:00  P.  M.  104  2/5,  pulse  118.  No  diarrhea  fol- 
lowed this  injection.  Patient  had  a comforta- 
ble night  and  felt  fine  the  following  morning. 

January  14th.  temperature  at  6:00  A.  M.  97, 
pulse  85. 

January  16th,  blood  culture  reported  nega- 
tive. Patient  continued  to  improve  and  tem- 
perature remained  normal. 

January  19th,  Leucocytes  11,000,  Polys  72 
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per  cent.  General  appearance  and  condition 
satisfactory.  Marked  improvement  in  kidneys. 
Patient  made  an  uneventful  recovery  and  was 
discharged  as  cured  on  February  1st. 

Case  5 — Mr.  W.  A.  W-,  single,  white,  age 
21,  a case  of  acute  rheumatic  fever  with  a 
severe  endocarditis,  was  seen  in  consultation 
about  four  weeks  after  onset  of  illness.  The 
patient  was  still  unconscious,  in  a profuse 
sweat,  and  his  joints  markedly  swollen.  Leu- 
cocytes 24.000,  blood  culture  negative.  Tem- 
perature variations  were  from  101  to  104  and 
105.  Several  physicians  who  had  been  called 
into  see  the  case  stated  that  it  was  hopeless. 
In  spite  of  the  inevitable  grave  prognosis  and 
the  failure  of  all  previous  treatments  the  idea 
of  giving  this  patient  intravenous  mercuro- 
chrome  as  a last  resort  and  a possible  life 
saver  was  immediately  denounced  by  them  be- 
cause of  risk.  After  a conference  with  the 
family,  the  attending  physician  was  given  con- 
sent to  try  mercurochrome  therapy.  Mercuro- 
chrome,  1 per  cent,  30  c.c.  was  given  about 
2 :30  P.  M.  with  the  temperature  at  104,  pulse 
116,  and  respiration  48.  Twenty  minutes  later 
patient  was  taken  with  nausea,  vomiting,  and 
a severe  chill  which  lasted  fifty-five  minutes. 
On  the  following  morning  the  patient  was 
more  rational,  temperature  99,  pulse  80,  and 
respiration  ‘24.  From  this  time  on  the  entire 
picture  of  the  patient's  condition  changed  and 
he  made  an  uneventful  recovery. 

Comment. 

The  writer  is  not  too  over-enthused  when  he 
states  that  mercurochrome  therapy  has  played 
an  important  part  in  these  cases  as  well  as 
others.  Nor  have  his  eyes  been  blind  to  the 
fact  that  mercurochrome  is  not  a “panacea 
for  all  ills.”  It  has  its  limitations  just  as 
other  drugs  and,  because  all  cases  treated  with 
it  do  not  recover  or  show  improvement,  the 
iron  clad  conclusion  should  not  be  drawn,  as 
some  men  have,  that  its  field  of  usefulness  is 
nil.  Most  of  this  conclusion  may  be  attributed 
to  three  factors: 

1.  Some  physicians  are  never  willing  to  ac- 
cept the  new  regardless  of  supporting  experi- 
mental facts. 

2.  Others  draw  conclusions  merely  on  hear- 
say and  without  experimental  evidence  con- 
ducted on  their  part. 

3.  One  of  the  main  factors  is-  the  promis- 


cuous use  of  the  drug  and,  unless  this  be  dis- 
couraged, it  will  naturally  bring  whatever 
merit  the  treatment  possesses  into  disrepute. 

One  is  naturally  confronted  with  the  ques- 
tion as  to  whether  or  not  the  miraculous  re- 
covery was  a coincidence.  This  is  not  as  easy 
to  prove  as  you  might  think  as  each  case  is 
individualized  and  life  is  at  stake.  Granting, 
however,  that  some  of  the  Results  may  be  a 
coincidence,  yet,  after  a consideration  of  a 
number  of  cases  reported  in  the  literature,  the 
writer  is  satisfied  that  lives  have  been  saved  by 
mercurochrome  therapy  that  would  have  made 
a lethal  exodus  if  the  ordinary  medical  and 
surgical  treatments  had  been  followed. 

The  therapeutic  value  of  intravenous  mer- 
curochrome does  not  rest  entirely  upon  its  an- 
tiseptic value  but,  in  the  writer’s  opinion,  the 
altered  body  metabolism,  as  evidenced  by  the 
nausea,  vomiting,  chill,  rise  in  temperature, 
diarrhea,  and  increase  in  leucocytes  which 
plays  a greater  pait.  In  this  connection,  it 
was  hoped  that  the  treatment  of  chronic  cases 
of  arthritis  would  be  beneficial  but  as  some 
evidence  of  changed  metabolism  was  observed, 
the  results  are  no  more  discouraging  than  the 
treatment  of  these  conditions  by  the  injection 
of  foreign  proteins.  Undoubtedly  the  acute 
and  subacute  cases  will  give  more  favorable 
results. 

There  are  a few  points  that  the  writer  de- 
sires to  stress.  That  this  method  has  its  dan- 
gers is  undoubted  but  they  can  be  prevented 
if  proper  care  is  taken.  A careful  considera- 
tion of  the  patient’s  general  condition  is  im- 
portant in  order  that  the  initial  dose  may  not 
be  large.  If  a proper  reaction  is  not  obtained, 
the  dose  should  be  increased.  Physicians  are 
to  be  warned  that  a continued  diarrhea  may 
eventuate  in  the  death  of  the  patient  and  it 
must  be  checked  if  the  stools  become  too  num- 
erous or  the  patient  grows  weaker.  One  case 
is  known  to  the  writer  in  which  the  patient 
had  approximately  thirty  stools  within  a 
period  of  thirty-six  hours  and,  becoming 
greatly  weakened  and  exhausted  by  this  condi- 
tion, she  soon  made  a lethal  exodus.  The 
writer  has  found  paregoric  to  be  a suitable 
intestinal  splint  for  such  a condition.  Another 
point  to  be  noted  is  that  the  temperature  may 
serve  as  one  of  the  main  guides  as  to  the  prog- 
ress of  the  case  and  repetition  of  the  injections. 

109  North  Union  Street. 
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THE  RELATION  OF  THE  SURGEON  TO 
THE  ROENTGENOLOGIST,  PATHOLO- 
GIST AND  FOLLOW  UP  RECORD.* 

By  G.  CARLYLE  COOKE,  M.  D„  Winston-Salem,  N.  C. 

Department  of  Surgery,  Lawrence-Cooke  Clinic. 

One  writer  of  authority  has  said  that  the 
average  practitioner  with  the  only  apparatus 
which  he  is  accustomed  to  have  at  his  finger 
tips  can  make  85  per  cent  of  his  diagnoses 
correctly,  and  yet  we  continue  to  increase  our 
laboratories  and  make  use  of  numerous  skilled 
specialists  in  behalf  of  diagnosis.  That  cor- 
rect diagnosis  is  our  greatest  asset  to  success- 
ful surgery,  goes  without  saying,  and  it  is 
upon  the  15  per  cent  correct  diagnoses  that 
our  success  mostly  depends.  The  very  fact 
that  the  greater  part  of  our  time,  energy  and 
money  are  spent  in  efiorts  to  correctly  deter- 
mine the  condition  of  15  per  cent  of  the  cases 
is  sufficient  evidence  to  lead  one  to  believe  that 
we  have  been  striving  for  greater  develop- 
ment through  poorly  planned  channels  of 
study.  With  this  in  view  and  in  hearty  sym- 
pathy with  the  constant  struggle  for  increased 
efficiency  in  diagnosis,  I present  this  essay  as 
a suggestion  to  that  end. 

We  should  hold  the  history  and  physical 
examination  as  the  most  important  data  ob- 
tainable and  these  should  not  be  lost  sight  of 
at  any  point  during  the  study  of  a case.  These 
should  be  as  important  in  the  mind  of  the 
roentgenologist  and  pathologist  as  in  that  of 
the  surgeon,  because  it  is  not  for  the  benefit 
of  the  individual  case  alone  that  we  study  it, 
but  should  be  another  effort  toward  better  ac- 
quainting ourselves  with  disease  conditions, 
and  every  case  that  every  doctor  has  the  privi- 
lege to  observe,  whether  from  a surgical, 
roentgenological  or  pathological  standpoint, 
should  be  a new  page  in  the  study  of  human 
ailments.  An  old  and  often  practiced  idea 
that  the  technician  should  not  know  the  his- 
tory or  physical  examination,  in  order  that  he 
may  give  an  unbiased  opinion,  is  erroneous, 
because  the  history  is  the  best  guide  to  well 
directed  investigation,  excepting  of  course, 
those  conditions  in  which  well  known  pathog- 
nomonic signs  have  been  well  established.  It 
is  possible,  however,  that  some  cases  are  ob- 
scure because  the  sign  or  symptom  has  not  had 
time  to  develop,  and  it  is  in  the  obscure  condi- 
tion that  we  should  insist  upon  more  scientific 
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system  of  investigation.  In  fact  it  is  reasona- 
ble to  believe  that  our  ability  to  check  the  ever 
raging  cancer  scourge  will  not  come  about  by 
any  great  sensational  discovery,  but  through 
methods  of  more  early  diagnosis. 

Even  when  the  diagnosis  is  fairly  certain 
from  the  history  and  physical  examination,  it 
is  often  very  gratifying  to  the  surgeon  to  have 
his  opinion  corroborated  by  laboratory  find- 
ings, and  as  a result  the  roentgenologist  usually 
has  the  first  vision  of  things  under  the  surface. 
The  man  who  interprets  this  vision  certainly 
plays  a great  part  in  the  final  result.  The  X- 
ray  never  lies  but  its  interpretation  requires 
more  than  speculative  consideration.  How 
should  the  roentgenologist  get  his  training? 
Usually  the  roentgenologist  has  gained  his 
knowledge  of  the  subject  by  the  teachings  and 
observations  of  other  men,  who  have  formu- 
lated conclusions,  many  of  which  are  incorrect, 
and  does  not  progress  rapidly  beyond  this 
teaching,  but  remains  content  to  leave  things 
as  they  have  been  taught,  not  being  able  to 
detect  that  course  which  does  not  “run  true  to 
course”  and  continues  to  make  errors. 

Surely  it  is  not  an  intention  to  require  the 
surgeon  to  be  an  expert  roentgenologist  or 
pathologist,  but  every  person  who  takes  upon 
himself  the  responsibility  of  relieving  100  per 
cent  of  the  surgical  class  of  disease  should  be 
thoroughly  familiar  with  X-ray  possibilities. 
No  two  persons  are  capable  of  always  viewing 
the  same  thing  in  the  same  light ; therefore  the 
surgeon  should  go  with  his  patient  to  the  X- 
rav  room  and  view  the  same  screen  and  plate 
with  his  co-worker  at  the  same  time  in  full 
consideration  of  the  history  and  physical  ex- 
amination. By  this  practice  in  our  clinic,  we 
have  been  able  to  effect  some  remarkable  re- 
sults which  otherwise  may  not  have  been. 
Previously  knowing  the  actual  topography  as 
well  as  the  nature  of  a lesion  often  gives  the 
surgeon  time  to  plan  some  procedure  before 
operation.  Mention  of  one  case  in  this  con- 
nection is  worth  while,  a case  in  which  an 
almost  complete  transformation  was  made  in 
a young  woman  by  performing  a gastro-enter- 
ostomy.  There  was  no  disease  of  the  stomach 
nor  duodenum  other  than  a congenital  kinking 
of  the  duodenum  causing  a six  hour  retention. 

Likewise,  the  roentgenologist  should  not  be 
content  to  confine  his  research  to  the  labora- 
tory alone,  but  should  follow  his  case  to  the 
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operating  room,  if  possible  assist  in  the  opeia- 
tion  as  often  as  can  be  arranged,  there  view 
and  examine  those  organs  by  actual  sight 
which  he  has  viewed  by  shadow  only.  This 
should  be  done  not  only  to  verify  his  impres- 
sion, but  if  there  be  an  error  to  ascertain  the 
cause  for  his  error.  In  this  way  and  this  way 
only  will  the  roentgenologist  be  able  to  increase 
his  efficiency  or  exceed  the  ability  of  his  pre- 
decessors. Just  as  much  as  the  surgeon  should 
the  roentgenologist  study  the  history  and  phy- 
sical examination  of  the  patient  and  keep  them 
in  his  record. 

Along  with  the  surgeon  and  the  roentgenolo- 
gist at  every  operation  on  obscure  conditions 
should  be  their  most  intimate  co-worker,  the 
pathologist.  He  also  should  know  all  that 
can  be  found  out  about  the  case,  not  alto- 
gether for  his  opinion  as  to  the  preoperative 
diagnosis,  but  so  that  he  can  keep  in  mind 
the  symptoms  that  his  pathological  tissue  pro- 
duced during  life,  its  rate  of  development,  dis- 
tribution, mode  of  operation  and  the  result  of 
surgical  treatment.  He  should  see  the  morbid 
anatomy,  the  diseased  tissue  in  situ , the  condi- 
tion of  tissues  in  juxtaposition  as  well  as  re- 
mote, all  in  direct  association  with  the  surgeon 
and  X-ray  man.  Pathologists  in  general  have 
had  a tendency  not  only  to  urge  postmortem 
study,  but  have  been  content  with  the  study 
of  dead  pathological  material  or  at  least  with 
the  specimen  in  the  laboratory.  This  is  a 
condition  of  affairs  that  I believe  has  caused 
the  lack  of  more  advanced  knowledge  along 
many  lines.  By  reviewing  the  work  of 
McCarty,  the  careful  thinker  cannot  but  be 
impressed  with  the  great  possibilities  in  the 
future  for  a real  understanding  of  cell  activity, 
and  after  all  disease  begins  in  the  cell. 

Then  after  the  specimen  for  microscopic 
study  has  been  obtained,  and  all  has  been  done 
for  the  patient’s  health  and  happiness  that  is 
possible  through  surgery,  none  of  the  three 
students’  study  is  complete,  but  together  they 
should  view  the  microscopic  picture  in  every 
detail  and  all  the  observations  recorded. 
Such  correlation  of  impressions  will  serve  to 
render  a more  dependable  diagnosis  in  future 
cases,  by  checking  the  accuracy  of  the  interpre- 
tation of  X-ray  shadows,  the  surgeon’s  ability 
to  determine  and  allay  disease  conditions  at 
operation,  general  increase  in  the  understand- 
ing of  the  disease,  and  placing  each  on  a 


stronger  foundation  for  self-confidence  and 
accuracy. 

By  conducting  our  work  at  the  Lawrence- 
Cooke  Clinic  through  such  a routine,  we  have 
been  able  to  make  a record  for  our  last  two 
years’  work  of  100  per  cent  correct  diagnoses 
in  disease  of  bone,  according  to  reports  by 
either  Dr.  Bullitt,  of  Chapel  Hill,  or  Dr. 
Bloodgood,  of  Baltimore,  Md.,  who  have 
checked  our  findings  in  all  doubtful  cases,  and 
approximately  98  per  cent  in  gall-bladder  dis- 
ease with  or  without  stones,  gastric  and  duo- 
denal ulcer,  primary  appendiceal  disease  and 
kidney  conditions.  Accuracy  in  diagnosis  has 
not  been  the  only  benefit  derived  from  this 
routine,  but  a clearer  understanding  of  the 
morbid  process  prevails  which  has  been  of 
equal  benefit  in  treatment.  For  instance,  we 
have  found  in  our  run  of  cases  that  gall-blad- 
der  disease  has  been  more  often  the  cause  of  a 
six  hour  gastric  retention  than  primary  dis- 
ease of  the  stomach  or  duodenum,  and  when 
this  condition  ensues,  removal  of  the  organ 
has  been  the  only  cure.  We  have  been  led  to 
consider  infection  of  the  gall-bladder  accord- 
ing to  the  point  of  attack.  In  a series  of  over 
100  gall-bladders  studied,  all  have  shown  a 
characteristic  picture  on  screen  and  plate ; many 
similar  cases  previous  to  two  years  ago  had 
been  erroneously  interpreted  as  disease  of  other 
organs  or  simple  spasm.  Gall-bladders  con- 
taining stones  never  show  a normal  mucous 
membrane  and  contain  contaminated  bile, 
usually  healthy  walls  and  no  adhesions,  while 
most  of  those  with  adhesions  do  not  have  stones 
and  many  show  an  intact  mucous  membrane. 
The  muscular  and  subserous  layers  of  the  lat- 
ter show  marked  round  cell  infiltration;  thus 
the  inference  that  blood  borne  infection  results 
in  an  interstitial  inflammation,  producing 
thickened,  noncontractile  walls  and  adhesions 
to  other  viscera.  This  accounts  for  the  chronic 
so-called  indigestion  or  “after-meal  distress,” 
most  usually  not  a typical  gall-bladder  colic, 
coming  on  in  early  life  and  not  associated  with 
stones.  Simply  breaking  up  adhesions  around 
the  apparently  normal  viscus  will  not  effect  a 
cure,  because  of  the  spread  of  infection  by  con- 
tunity  of  tissue  to  the  liver  and  other  surround- 
ing organs,  and  finally  the  organ  becomes  a 
point  of  focal  infection  within  itself. 

On  the  other  hand,  if  the  infection  begins 
in  the  mucous  membrane  from  infection  that 
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has  filtered  through  the  liver  from  the  portal 
circulation  into  the  bile,  bacteria  and  infec- 
tious debris  are  present  in  the  bile  sufficient 
to  form  the  nucleus  of  stones,  in  which  con- 
dition we  have  invariably  found  scarring  and 
every  evidence  of  previous  liver  infection, 
whether  or  not  the  patient  has  had  colic  at- 
tacks. This  was  illustrated  well  in  one  pa- 
tient, age  14  years,  from  whom  we  removed 
a gall-bladder  containing  several  large  stones. 
These  as  well  as  observations  in  many  different 
lines  through  this  form  of  study  have  brought 
results  that  we  could  not  have  had  in  any  other 
way. 

Now  last,  but  not  least,  have  we  cured  the 
patient?  Time  and  time  only  will  tell  the 
story  that  gives  us  true  statistics,  determines 
our  ultimate  reputation  and  worth  to  the  com- 
munity. A well  systematized  and  persistently 
worked  follow-up  record  is  a receipt  for  our 
material  investment,  and  will  show  our  divi- 
dends or  loss,  which  is  equally  as  important 
to  each  of  the  three  co-workers  for  future  in- 
vestment. 

There  are  also  several  factors  to  be  consid- 
ered when  counting  the  worth  of  follow-up 
records.  First,  if  you  are  dependent  on  the 
patient’s  statement,  it  is  necessary  to  know 
whether  or  not  he  has  paid  his  bill  when  un- 
satisfactory results  are  reported.  Our  records 
show  that  far  greater  numbers  report  unsatis- 
factorily when  they  are  in  debt  to  the  clinic. 
Again,  it  is  necessary  to  know  whether  the  pa- 
tient who  answers  that  he  is  not  well  is  suffer- 
ing from  the  old  disease  or  a new  one.  Other 
patients  have  a mental  attitude  toward  life 
that  renders  their  report  worthless  from  a 
statistical  standpoint.  After  all,  this  is  a plea 
for  us  all  to  strive  ever  upward  and  not  allow 
ourselves  to  become  narrow  in  our  fields  of 
usefulness  through  the  practice  of  specializing. 

Analyses,  Selections,  Etc. 

Experiences  at  the  Piedmont  Sanatorium  in 
Management  of  Tuberculosis  in  Colored 
Patients. 

Our  readers  may  find  profit  in  noting  the  clinical 
experiences  and  observations  of  Dr.  H.  G.  Carter, 
the  superintendent  of  Piedmont  Sanatorium,  at 
Burkeviile,  Va.,  in  the  management  and  care  of 
cases  of  tuberculosis  in  the  colored  race,  as  recorded 
in  the  biennial  report  of  that  institution,  ending 
June  30,  1925. 

Through  the  kindness  of  Dr.  E.  G.  Williams,  the 
Commissioner  of  Health,  we  are  permitted  to  make 
certain  excerpts  from  this  report.  The  scientific 


quality  of  the  work  is  happily  reflected  in  this  re- 
port. Physicians  in  Virginia  may  feel  that  the  pro- 
fessional management  of  this  institution  is  in  skill- 
ful hands. — Editor’s  Note. 

Diet 

Under  stimulation  of  the  Health  Commis- 
sioner we  have  paid  closer  attention  to  diet  dur- 
ing the  last  twelve  months  than  at  any  time 
during  the  life  of  the  institution.  This  has  re- 
flected in  a higher  food  cost  in  the  past  twelve 
months.  It  isn't  what  is  served  but  what  is 
eaten.  We  have  since  the  summer  of  1924  had 
nutrition  classes.  We  select  those  who  are  los- 
ing in  weight  or  whose  weight  is  stationary. 
The  nurse  helps  these  patients  to  select  their 
food,  makes  an  accurate  estimate  of  calories 
taken  at  each  meal.  This  serves  the  double 
purpose  of  giving  the  patient  an  idea  of  what 
the}7  are  getting  and  gives  the  nurses  a good 
course  in  dietetics.  Strange  to  say  this  nutri- 
tion class  is  rather  unpopular.  In  some  cases 
the  unpopularity  serves  a good  purpose  in  that 
they  will  eat  to  get  off  the  nutrition  class  and 
consider  it  a great  compliment  to  be  taken  off. 
Theoretically  it  is  an  excellent  idea  to  let  one 
know  just  how  many  calories  are  required  to 
sustain  life  and  increase  in  weight  and  to  check 
this  with  the  amount  they  are  consuming.  We 
find  however  that  if  they  do  not  want  it  it  is 
extremely  hard  to  make  them  eat  regardless 
of  whether  they  have  the  correct  number  of 
calories.  We  believe  that  the  nutrition  class 
and  the  close  attention  paid  to  diet  has  been 
of  a great  deal  of  benefit  to  the  institution. 
One  year  ago  we  were  getting  from  our  herd 
about  thirty-five  gallons  of  milk  per  day  and 
no  one  seemed  to  be  complaining  of  scarcity  of 
milk;  now  we  get  seventy-five  and  eighty  gal- 
lons per  day  for  the  same  number  of  patients 
and  it  is  all  used.  While  we  were  buying  eggs 
we  bought  about  three  crates  per  week;  now 
that  we  use  eggs  from  our  hennery,  Ave  feed 
from  six  to  seven  crates  per  week.  We  are  posi- 
tive of  the  fact  that  we  have  not  cut  down  on 
purchase  of  supplies  enough  to  make  the  differ- 
ence between  thirty-fhTe  and  eighty  gallons  of 
milk  and  three  and  seATen  crates  of  eggs,  yet 
we  feel  that  the  benefit  derived  more  than 
paATs  us  for  this  increase  of  cost. 


Heliotherapy 

In  order  to  be  Avith  the  crowd  at  the  present 
time  it  is  necessary  that  one  be  conversant  with 
the  thoracoplasty  and  heliotherapy.  With  the 
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former  we  have  had  no  experience  and  have  to 
confess  ignorance  regarding  its  value  except 
from  literature.  During  the  present  biennium 
we  have  had  no  cases  in  which  this  operation 
is  indicated. 

We  have  used  heliotherapy  by  both  direct 
sunlight  and  mercury  quartz  lamp  in  a limited 
manner,  the  sunlight  for  several  years  and 
the  mercury  lamp  for  the  last  eighteen  months. 
We  have  confined  the  use  of  sunlight  entirely 
to  extra  pulmonary  cases  with  fairly  good  re- 
suits.  Our  objection  to  the  use  of  direct  sun- 
light is  that  in  winter  the  varying  conditions 
of  climate  at  times  necessitates  the  discontinu- 
ance of  treatment  for  several  weeks  at  a time. 
In  summer  the  intense  heat  is  the  objection. 

Theoretically,  there  are  more  of  the  ultra 
violet  therapeutic  rays  in  the  sun's  spectrum 
during  the  winter  months.  There  are  also  more 
therapeutic  rays  at  mid-day  than  early  motn- 
in<>-  and  late  in  the  afternoon.  This  would 
make  the  sun’s  rays  most  valuable  about  mid- 
day during  July  and  August,  and  in  our  cli- 
mate it  is  not  practical  to  make  use  of  them  at 
this  time.  It  is  claimed  by  those  who  have 
done  research  work  along  this  line  that  a great 
many  of  the  ultra  violet  rays  are  filtered  out 
of  the  sun’s  spectrum  before  reaching  the  earth 
at  our  altitudes,  this  being  due  to  the  dust, 
smoke,  etc.,  found  in  the  lower  strata  of  air. 
It  is  certainly  true  that  the  best  results  in  the 
treatment  of  tuberculosis  by  direct  sunlight 
has  been  obtained  by  Rollier  and  others  whose 
sanatoria  are  situated  in  high  altitudes.  Rollier 
says  the  greater  the  difference  between  sun 
temperature  and  shade  temperature  the  less  the 
danger  of  general  derangement,  and  the  less  the 
difference  the  greater  the  danger.  This  will 
constitute  another  handicap  in  lower  altitudes. 

Our  experience  with  the  mercury  quartz 
lamp  has  been  more  extensive  and  has  given 
more  uniformly  favorable  results,  mainly  I 
think  because  it  can  be  used  every  day  in  the 
year  with  even  regularity.  We  have  treated 
during  the  past  eighteen  months  twenty-six 
cases  after  excluding  all  cases  who  have  not 
taken  the  lamp  as  long  as  two  months;  among 
those  excluded  we  have  every  variety  of  ail- 
ment, from  toothache  to  a pain  in  the  toe  and 
most  of  them  have  thought  themselves  greatly 
improved.  We  considered  this  mostly  psy- 
chical, but  in  the  twenty-six  cases  recorded  we 
were  treating  a definite  ailment  and  did  not 


regard  its  results  unless  they  were  definite. 
Of  these  twenty-six  cases  treated  eighteen 
showed  improvement  and  eight  no  improve- 
ment. Seventeen  gained  weight,  seven  lost 
weight,  two  were  stationary;  in  nine  of  them 
the  treatment  was  general  following  the  gen- 
eral technique  described  below,  in  seventeen  the 
treatment  was  local. 

We  treated  only  five  cases  of  uncomplicated 
pulmonary  tuberculosis.  Three  of  these  were 
improved  by  treatment  and  two  were  made 
worse,  one  of  them  having  a severe  hemor- 
rhage. The  three  cases  that  improved  under 
treatment  were  all  afebrile  and  were  either 
stationary  or  improving  very  slowly.  They 
were  the  ones  to  whom  we  gave  tuberculin  e ght 
years  ago.  (I  wonder  if  the  lamp  will  follow 
the  fate  of  tuberculin).  Two  of  the  uncom- 
plicated cases  classed  as  far  advanced  gained 
an  average  of  eighteen  pounds  in  one  hundred 
and  eighty  days.  The  two  that  were  made 
worse  by  treatment  might  have  been  due  to 
our  inexperience  in  the  use  of  the  lamp.  I 
am  thoroughly  convinced  that  mercury  quartz 
lamp  has  a decidedly  beneficial  e'fect  when 
carefully  used  in  the  suitable  case,  but  I am 
also  thoroughly  convinced  that  its  effect  can 
be  most  injurious  when  not  properly  used. 

We  obtained  our  best  results  in  the  use  of 
the  mercury  quartz  lamp  in  complicated  tuber- 
culosis. We  treated  two  cases  of  enteritis,  but 
our  results  were  entirely  unsatisfactory.  Both 
of  them  were  far  advanced  cases  of  pulmonary 
tuberculosis  and  were  made  worse  by  treat- 
ment. 

Two  cases  of  tuberculous  peritonitis  were 
treated.  In  these  two  patients  we  got  our  most 
marked  results.  One  of  them  had  been  oper- 
ated on  with  no  result.  He  came  in  to  us  run- 
ning a temperature  of  103.  He  began  to  show 
results  in  about  two  months  and  at  the  end  of 
ten  months’  treatment  he  was  running  a nor- 
mal temperature  and  had  gained  sixty  pounds. 
He  had  slight  involvement  in  his  lungs.  The 
other  case  of  tuberculous  peritonitis  gained 
thirteen  pounds  in  nine  months  and  lost  a 
temperature  of  101.  We  treated  eight  cases  of 
adenitis;  six  of  the  eight  cases  being  cervical 
adenitis.  Six  of  these  eight  cases  improved 
under  treatment  and  two  were  unimproved. 
Five  of  the  cases  complicated  by  early  pul- 
monary tuberculosis  gained  an  average  of 
eleven  pounds  each.  One  case  complicated  by 
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an  advanced  case  of  pulmonary  tuberculosis 
gained  four  pounds.  Two  lost  weight.  All  of 
these  eight  cases  received  local  treatment  and 
none  of  them  were  apparently  made  worse  by 
treatment.  We  treated  eight  cases  of  tuber- 
culous arthritis;  seven  of  them  complicated  by 
advanced  pulmonary  tuberculosis  and  one  of 
them  by  early  pulmonary  tuberculosis.  As  in 
adenitis  the  case  complicated  by  early  pul- 
monary tuberculosis  showed  marked  improve- 
ment. Five  of  the  seven  cases  complicated  by 
advanced  pulmonary  tuberculosis  showed  im- 
provement. In  addition  to  the  above  we  treated 
one  case  of  X-ray  burn  which  at  first  showed 
marked  improvement  and  later  on  broke  down. 

Our  use  of  the  mercury  quartz  lamp  then 
may  be  summed  up  by  saying  that  our  results 
have  been  most  satisfactory  in  the  treatment 
of  peritonitis,  adenitis  and  arthritis,  the  re- 
sults being  most  marked  in  those  cases  with 
slight  pulmonary  involvement.  We  have  used 
the  mercury  quartz  lamp  very  sparingly  in 
uncomplicated  pulmonary  tuberculosis,  and  in 
two  out  of  five  the  results  were  other  than 
what  we  desired.  I would  caution  against  the 
indiscriminate  use  of  either  direct  sunlight  or 
the  mercury  quartz  lamp  for  pulmonary  tuber- 
culosis, and  I am  of  the  opinion  that  the  in- 
discriminate use  of  either  would  be  followed  by 
results  just  as  disastrous  as  was  tuberculin 
when  given  bv  the  unskilled  to  cases  with  tem- 
perature and  hemorrhages.  I do  not  believe 
that  either  direct  sunlight  or  mercury  quartz 
lamp  should  be  used  except  under  the  direct 
supervision  of  a doctor  and  I believe  that  doc- 
tor should  have  paid  some  special  attention  to 
the  proper  use  of  heliotherapy. 

Calcium  Chloride 

Although  we  claim  no  originality  in  the  use 
of  calcium  chloride  in  tuberculosis,  we  want 
to  go  on  record  as  calling  attention  to  this  very 
useful  and  much  neglected  therapeutic  agent 
in  the  treatment  of  tuberculosis  of  the  intes- 
tines. Dr.  Fishberg,  of  New  York,  and  Dr. 
Minor,  of  Asheville,  have  written  of  the  bene- 
fits to  be  derived  from  the  use  of  calcium  chlo- 
ride in  articles  appearing  in  current  journals. 
Our  results  have  fully  borne  out  results 
recorded  by  these  writers.  In  about  75  per  cent 
of  cases  of  tuberculous  enteritis  complicating 
pulmonary  tuberculosis  we  have  found  it  to 
be  of  a great  use  in  the  palliative  treatment  of 


the  symptoms  of  intestinal  tuberculosis.  We 
consider  that  in  several  cases  we  have  gotten 
decidedly  permanent  results,  so  that  we  can 
go  further  and  say  that  we  consider  it  also  a 
therapeutic  agent  of  some  curative  value.  It 
is  however  of  greatest  use  as  a palliative  agent. 

The  symptoms  of  advanced  disease  of  the 
intestines  are  most  distressing *with  its  severe 
colicky  pains  and  persistent  diarrhoea.  These 
symptoms  as  stated  above  are  either  entirely 
cleared  up  or  are  greatly  improved  by  the  use 
of  calcium  chloride  in  about  75  per  cent  of 
cases. 

We  give  calcium  chloride  in  5 c.c.  doses  re- 
peated in  from  three  to  seven  days;  usually 
starting  the  first  dose  with  2 c.c.  The  symp- 
toms usually  respond  to  treatment  after  from 
three  to  six  doses. 


Book  Announcements 


The  Art  of  Medical  Treatment,  With  Reference  Both 
to  the  Patient  and  to  His  Friends.  By  FRANCIS 
W.  PALFREY,  M.  D.,  Visiting  Physician,  Boston 
City  Hospital;  Instructor  in  Medicine,  Harvard 
University.  Philadelphia  and  London.  W.  B. 
Saunders  Company.  1925.  Octavo  of  463  pages. 
Cloth,  $4-50  net. 

Development  of  Our  Knowledge  of  Tuberculosis.  By 
LAWRENCE  F.  FLICK,  M.  D„  LL.  D„  Co-founder 
of  Rush  Hospital  for  Diseases  of  the  Chest;  Ex- 
President  of  the  International  Anti-tuberculosis 
Association;  Author  of  “The  Crusade  Against 
Tuberculosis — Consumption  a Curable  and  Pre- 
ventable Disease.”  738  Pine  Street,  Philadelphia, 
1925.  Octavo  of  783  pages.  Cloth,  $7.50. 

Simplifying  Motherhood.  Being  a Handbook  on  the 
Care  of  the  Baby  During  the  First  Year.  By 
FRANK  HOWARD  RICHARDSON,  M.  D.,  Brook- 
lyn, N.  Y.,  Regional  Consultant  in  Diseases  of  Chil- 
dren to  the  N.  Y.  State  Department  of  Health; 
Chief  of  Nutrition  Class,  Brooklyn  Hospital;  Edi- 
tor, Archives  of  Pediatrics,  etc.  Containing  a 
Chapter  on  Breast  Feeding  by  ISAAC  A.  ABT,  M. 
D.,  Professor  of  Diseases  of  Children,  Northwestern 
University  Medical  School,  Chicago.  G.  P.  Put- 
nam’s Sons,  New  York  and  London,  The  Knicker- 
bocker Press.  1925.  263  pages.  Illustrated. 

Cloth,  $1.75. 

The  Medical  Record  Visiting  List  or  Physicians' 
Diary  for  1926.  Revised.  New  York.  William 
Wood  & Company,  Medical  Publishers.  60  patients 
per  week  size,  $2.00. 

This  Record  contains  a number  of  interest- 
ing medical  facts  known  as  “Emergencies,” 
and  tables.  The  table  on  Dosage  has  been  care- 
fully revised  to  conform  to  the  recent  revision 
of  the  U.  S.  Pharmacopeia. 

The  Visiting  List  is  also  supplied  in  30- 
patient  and  90-patient  sizes. 
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Proceedings  of  Societies 


MEDICAL  SOCIETY  OF  VIRGINIA. 
Minutes  of  General  Session 

TUESDAY,  OCTOBER  13,  1925. 

The  Medical  Society  of  Virginia  opened  its  fifty- 
sixth  annual  meeting  in  the  auditorium  of  the  Jef- 
ferson Hotel  at  8:00  P.  M„  and  was  called  to  order 
by  Dr.  Thomas  D.  Jones,  Chairman  of  the  Commit- 
tee on  Arrangements. 

The  invocation  was  pronounced  by  the  Rev. 
George  E.  Booker,  D.  D.,  of  Richmond. 

Dr.  C.  C.  Coleman,  of  Richmond,  delivered  an  ad- 
dress of  welcome  on  behalf  of  the  Richmond  Acad- 
emy of  Medicine. 

In  the  absence  of  Dr.  J.  Fulmer  Bright,  Mayor  of 
Richmond,  an  address  of  welcome  on  behalf  of  the 
City  of  Richmond  was  delivered  by  Dr.  W.  B.  Foster, 
Director  of  Public  Welfare. 

Dr.  Clifton  Miller  made  some  announcements  in 
regard  to  future  meetings  and  entertainments. 

Dr.  Hunter  H.  McGuire,  President,  Winchester, 
read  his  presidential  address,  “Contributions  of 
Ophthalmic  Science  to  Progressive  Medicine.” 

While  the  audience  stood,  Dr.  Charles  M.  Edwards, 
Chairman  of  the  Necrological  Committee,  Richmond, 
read  the  names  of  forty-two  members  of  the  Society 
who  had  died  during  the  past  year.  (See  report  of 
Business  Sessions). 

The  report  of  the  Delegates  to  the  American  Medi- 
cal Association  was  read  by  Dr.  Southgate  Leigh, 
of  Norfolk.  (See  report  of  Business  Sessions). 

The  following  papers  were  read: 

“Observations  of  a Medical  Man  Among  the  Primi- 
tive Malay  Tribes  of  the  Sulu  Archipelago,”  by  Dr. 
David  T.  Gochenour,  Stuarts  Draft. 

“The  Relations  Between  Quackery  and  Scientific 
Medicine  in  Virginia,"  by  Dr.  Isaac  Peirce,  Tazewell. 

“Race  Improvement,”  by  Dr.  W.  A.  Plecker,  State 
Registrar  of  Vital  Statistics,  Richmond. 

The  meeting  then  adjourned. 

WEDNESDAY,  OCTOBER  14,  10:00  A.  M. 

The  Medical  Society  of  Virginia  met  in  the  audi- 
torium of  the  Jefferson  Hotel,  and  was  called  to 
order  by  the  President,  Dr.  Hunter  H.  McGuire. 

Dr.  Gerald  A.  Ezekiel,  of  Richmond,  gave  a case 
report  entitled,  “Progress  Report  on  a Case  of  Pul- 
monary Tuberculosis  Treated  by  Thoracoplasty.” 

The  following  three  papers,  comprising  a sympo- 
sium on  Puerperal  Infection,  were  read: 

(a)  “Prevention  of  Puerperal  Sepsis,”  by  Dr.  Burn- 
ley Lankford,  Norfolk. 

(b)  “Manifestations  and  End  Results,”  Dr.  L.  A. 
Calkins,  University. 

(c)  “Treatment,”  Dr.  Benj.  H.  Gray,  Richmond. 

These  papers  -syere  discussed  by  Dr.  Greer  Baugh- 
man, ‘Richmond;  Dr.  M.  Pierce  Rucker,  Richmond, 
and  by  Drs.  Lankford,  Calkins,  and  Gray,  in  closing. 

A paper  entitled  “Individual  Preventive  Medicine,” 
was  read  by  Dr.  Warren  T.  Vaughan,  Richmond,  and 
was  discussed  by  Drs.  W.  A.  Plecker,  State  Registrar 
of  Vital  Statistics,  Richmond;  N.  T.  Ennett,  Rich- 
mond; Roy  K.  Flannagan,  Assistant  State  Health 
Commissioner,  Richmond;  Walter  Cox,  Winchester; 


A.  A.  Houser,  Richmond,  and  by  Dr.  Vaughan,  in 
closing. 

Drs.  E.  C.  Harper  and  C.  W.  Scott,  of  Richmond, 
presented  a paper  entitled,  “The  Diagnostic  Stand- 
ards of  the  Virginia  Field  Clinics.” 

The  meeting  then  adjourned,  that  the  members 
might  attend  a luncheon  at  Pine  Camp,  as  guests  of 
the  City  of  Richmond. 

WEDNESDAY,  3:00  P.  M. 

The  meeting  was  held  in  the  auditorium  of  the 
Jefferson  Hotel,  with  Dr.  McGuire,  President,  in  the 
chair. 

Dr.  Ennion  G.  Williams,  State  Health  Commis- 
sioner, Richmond,  read  a paper  entitled,  “The  Legiti- 
mate Boundaries  of  Public  Health  Activities,”  which 
was  discussed  by  Drs.  K.  D.  Graves,  Pearisburg; 
Isaac  Peirce,  Tazewell;  Charles  Phillips,  Medical 
College  of  Virginia,  Richmond;  J.  D.  Willis,  Roan- 
oke; T.  Latane  Driscoll,  Richmond;  Warren  T. 
Vaughan,  Richmond;  J.  B.  Jones,  Petersburg;  R.  A. 
Martin,  Petersburg;  J.  B.  Jones,  Petersburg;  Mr. 
A.  H.  Straus,  Director  of  State  Laboratory,  Rich- 
mond; Dr.  — , and  in  closing,  by  Dr.  Williams. 

Dr.  A.  Murat  Willis,  Richmond,  read  a paper  en- 
titled, “The  Present  Status  of  the  Treatment  of 
Ulcer  of  the  Stomach  and  Duodenum,”  and  Dr.  I.  A. 
Bigger,  University,  read  a paper  entitled,  “Simple 
Ulcer  of  the  Intestine.”  These  papers  were  dis- 
cussed by  Drs.  James  W.  Hunter,  Norfolk;  P.  St.  L. 
Moncure,  Norfolk;  Douglas  VanderHoof,  Richmond; 
Warren  T.  Vaughan,  Richmond,  and  in  closing  by 
Dr.  Bigger. 

A paper  entitled,  “Indications  for  and  against  Ab- 
dominal Drainage,”  was  read  by  Dr.  W.  Dennis 
Kendig,  of  Kenbridge. 

Dr.  J.  Shelton  Horsley,  Richmond,  presented  a 
paper  entitled,  “Partial  Gastrectomy:  Its  Indica- 
tions and  Technic”  (Lantern  Slides). 

Dr.  Wm.  B.  Porter,  Roanoke,  read  a paper  en- 
titled “The  Toxic  Manifestations  of  Digitalis”  (Lant- 
ern Slides). 

A paper  entitled,  “Roentgenological  Study  of  the 
Large  Intestine”  (Lantern  Slides),  was  read  by  Dr. 
S.  B.  Whitlock,  Norfolk,  and  was  discussed  by  Dr. 
J.  Lloyd  Tabb,  Richmond. 

The  meeting  then  adjourned. 

WEDNESDAY,  8 P.  M. 

A general  meeting  was  held  at  this  time,  open  to 
the  public,  at  which  moving  pictures  were  shown  on 
“Gastric  Motor  Phenomena,”  “Gastric  Ulcer,”  and 
“Pulmonary  Tuberculosis.” 

THURSDAY,  OCTOBER  15,  9:00  A.  M. 

The  Society  met  in  the  auditorium  of  the  Jefferson 
Hotel,  and  was  called  to  order  by  Dr.  E.  C.  S.  Talia- 
ferro, Norfolk,  in  the  absence  of  the  President  and 
the  Vice-Presidents. 

A paper  entitled,  “Cutaneous  Tests  in  the  Diag- 
nosis of  Syphilis,”  was  read  by  Dr.  Dudley  C.  Smith, 
of  the  Division  of  Dermatology  and  Syphilology, 
University. 

Dr.  Samuel  Newman,  Danville,  read  a paper  en- 
titled, “A  Graphic  Presentation  of  Nutritional  Dis- 
turbances of  Infancy.” 
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A paper  entitled,  “The  Treatment  of  Appendicitis: 
One  Thousand  Cases,”  was  read  by  Dr.  G.  Paul  La- 
Roque,  Richmond,  and  was  discussed  by  Drs.  E.  J. 
Moseley,  Richmond;  C.  J.  Andrews,  Norfolk;  Charles 
R.  Robins, 'Richmond ; J.  W.  Preston,  Roanoke,  and 
Walter  Cox,  Winchester,  and  in  closing,  by  Dr.  La- 
Roque. 

Dr.  Charles  R.  Robins,  Richmond,  read  a paper 
entitled,  “A  Helpful  Point  in  the  Technic  of  Ap- 
pendectomy,” which  was  discussed  by  Dr.  W.  A. 
Brumfield,  Blacksburg,  and  in  closing,  by  Dr.  Robins. 

A paper  entitled  “Stricture  of  the  Ureter,”  by  Drs. 
C.  J.  Andrews  and  W.  B.  Martin,  Norfolk,  was  read 
by  Dr.  Andrews.  The  discussion  was  opened  by  Dr. 
Martin,  and  the  paper  was  then  discussed  by  Drs. 
Austin  I.  Dodson,  Richmond;  Lawrence  T.  Price, 
Richmond;  Burnley  Lankford,  Norfolk;  R.  D.  Bates, 
Newtown;  Charles  R.  Robins,  Richmond,  and  Lin- 
wood  D.  Keyser,  Roanoke,  and  in  closing  by  Dr. 
Andrews. 

Dr.  R.  L.  Raiford,  Sedley,  read  a paper  entitled, 
“The  Challenge  of  the  Patient  with  Chronic  Disease.” 

Dr.  J.  Allison  Hodges,  Richmond,  presented  a 
paper  entitled,  “A  Valuable  Sign  in  the  Early  Ataxic 
Stage  of  Tabes.” 

A paper  on  “Spinal  Punctures  in  Neurosurgical 
Diagnosis”  was  read  by  Dr.  J.  G.  Lyerly,  Richmond, 
and  was  discussed  by  Drs.  C.  C.  Coleman,  Richmond, 
and  R.  Finley  Gayle,  Richmond. 

The  paper  of  Drs.  Dean  B.  Cole.  F.  S.  Johns,  and 
P.  E.  Schools,  of  Richmond,  entitled  “Lung  Collapse 
in  the  Treatment  of  Pulmonary  Tuberculosis,”  was 
read  by  Dr.  Johns.  Discussed  by  Drs.  Gerald  A. 
Ezekiel,  Richmond,  and  Frank  B.  Stafford,  Char- 
lottesville, and  in  closing,  by  Dr.  Johns. 

Adjourned. 

THURSDAY,  3:00  P.  M. 

The  Society  met  in  the  auditorium  of  the  Jeffer- 
son Hotel,  and  was  called  to  order  by  the  President, 
Dr.  Hunter  H.  McGuire. 

By  Special  Order,  the  Report  of  the  House  of  Dele- 
gates was  read  by  the  Secretary  of  the  Society,  and 
it  was  moved  and  seconded  that  the  report  be  ap- 
proved as  read. 

Dr.  WTendell  C.  Phillips,  of  New  York  City.  Presi- 
dent-elect of  the  American  Medical  Association,  ad- 
dressed the  meeting  on  “The  Achievement^  of  the 
American  Medical  Association,”  and  showed  a num- 
ber of  lantern  slide  pictures  of  the  A.  M.  A.  plant 
in  Chicago. 

Major  H.  L.  Freeland,  M.  C.,  U.  S.  A.,  Richmond, 
gave  a short  address  on  the  Medical  Officers’  Re- 
serve Corps. 

A paper  entitled,  “Notes  on  the  Weights  of  Some 
Vital  Organs:  The  Development.  Variability,  and 

Relation  to  Disease,”  was  read  by  Dr.  R.  Bennett 
Bean,  University. 

Dr.  St.  George  T.  Grinnan,  Department  of  Pedia- 
trics, Medical  College  of  Virginia,  Richmond,  read 
a paper  entitled,  “Xerophthalmia  in  Infants,”  which 
was  discussed  by  Drs.  W.  B.  Mcllwaine,  Petersburg, 
and  Fletcher  D.  Woodward,  University,  and  in  clos- 
ing, by  Dr.  Grinnan. 

Dr.  Robert  S.  Preston.  Richmond,  read  a paper 
entitled,  “Ova  in  Transduodenal  Drainage, ” which 
was  discussed  by  Dr.  W.  A.  Brumfield,  Blacksburg, 
and  in  closing  by  Dr.  Preston. 

A paper  entitled,  “Some  Indications  for  Calcium 
Therapy,”  was  read  by  Dr.  O.  O.  Ashworth,  Medical 
Department  St.  Elizabeth’s  Hospital,  Richmond,  and 
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was  discussed  by  Dr.  W.  A.  Brumfield,  Blacksburg, 
and  by  Dr.  Ashworth  in  closing. 

The  meeting  then  adjourned. 

THURSDAY,  8:00  P.  M. 

A public  meeting  of  the  Society  was  held  in  the 
Jefferson  Hotel  auditorium,  with  Dr.  Hunter  H.  Mc- 
Guire, President,  presiding.  The  program  for  the 
evening  consisted  of  three  papers  by  invited  guests. 

Dr.  George  E.  de  Schweinitz,  Philadelphia,  read 
a paper  entitled,  “Concerning  Headaches  in  Relation 
to  Distinctive  Features.” 

A paper  entitled,  “Problems  in  Medical  Diagnosis,” 
was  presented  by  Dr.  Alfred  Stengel,  of  Philadel- 
phia. 

Dr.  David  S.  Hillis,  Chicago,  read  a paper  on  “The 
Obstetric  Forceps  Operation.” 

The  meeting  then  adjourned  that  the  members 
might  attend  a reception  and  dance  at  Common- 
wealth Club. 

FRIDAY,  OCTOBER  16.  9:00  A.  M. 

The  Society  met  in  the  auditorium  of  the  Jefferson 
Hotel,  and  was  called  to  order  by  the  President. 

Dr.  T.  Latane  Driscoll,  Associate  in  Syphilology, 
Medical  College  of  Virginia,  Richmond,  read  a paper 
entitled,  “Indications  and  Limitations  of  Anti-luetic 
Drugs,”  which  was  discussed  by  Drs.  L.  F.  James, 
Richmond,  and  H.  O.  Bell,  Wilmington,  and  in  clos- 
ing. by  Dr.  Driscoll. 

Dr.  Robert  P.  Kelly,  Lynchburg,  read  a paper  on 
“The  ‘Pathologic’  Vomiting  of  Pregnancy,”  which 
was  discussed  by  Dr.  David  S.  Hillis,  of  Chicago. 

The  Clerk  of  the  Executive  Council  not  being 
present,  the  report  of  a called  meeting  of  the  Coun- 
cil, held  on  Thursday  evening,  October  15th,  was  read 
by  Miss  Agnes  V.  Edwards,  Secretary,  and  was 
adopted. 

The  President  announced  that  a full  report  on  the 
Gorgas  Memorial  Institute  had  been  received,  but 
had  not  been  read,  because  of  lack  of  time,  and  that 
this  report  will  be  published  in  the  Journal.  (See 
Report  of  Business  Sessions). 

On  motion  of  Dr.  Isaac  Peirce,  Tazewell,  a vote 
of  thanks  was  extended  to  the  City  of  Richmond, 
for  the  entertainment  provided  for  the  Society,  to 
the  local  committees,  to  the  Hermitage  Club,  to  the 
Jefferson  Hotel,  and  to  the  people,  especially  the 
ladies,  of  Richmond. 

On  motion  of  Dr.  J.  W.  Dillard,  of  Lynchburg,  the 
retiring  Pres’dent  was  elected  an  Honorary  Member 
of  the  Society. 

Dr.  A.  F.  Wood,  Parksley,  read  a paper  entitled, 
“An  Excuse  for  Only  One  Attendance  Upon  the 
Medical  Society  in  Twenty-Seven  Years  of  Mem- 
bership— Good  and  Bad  Years.  Will  an  Atheromat- 
ous Heart  in  the  Final  Stages  of  Decompensation 
Come  Back?  How  May  We  Persuade  It?” 

A paper  entitled,  “Complications  of  Pulmonary 
Tuberculosis,”  by  Dr.  H.  G.  Carter,  Burkeville.  was 
read  by  Dr.  Cornelia  Segar,  of  Burkeville,  and  was 
discussed  by  Drs.  H.  U.  Stephenson.  Richmond,  and 
W.  A.  Brumfield,  Blacksburg. 

The  Society  then  adjourned  sine  die. 


Minutes  of  Business  Session 

HOUSE  OF  DELEGATES. 

The  House  of  Delegates  of  the  Medical  Society  of 
Virgin4a  hold  its  first  regular  meeting  at  the  Jeffer- 
son Hotel.  Richmond,  Virginia,  at  9:00  A.  M.,  Octo- 
ber 13,  1925.  The  meeting  was  called  to  order  by 
the  President,  Dr.  Hunter  McGuire,  of  Winchester. 
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The  roll  call  showed  an  attendance  of  forty-four  dele- 
gates and  ten  councilors.  There  being  a quorum,  the 
President  called  for  the  report  from  the  Membership 
Committee,  as  its  Chairman,  Dr.  J.  A.  White,  could 
not  stay  for  the  whole  meeting1.  The  names  of  ten 
applicants  were  recommended  for  active,  and  two 
for  associate  membership: 

Active  Members. 

Dr.  W.  Preston  Burton,  Boissevain. 

Dr.  James  D.  Clements,  Ordinary. 

Dr.  Samuel  T.  Elliott,  Phenix. 

Dr.  Rogers  N.  Harris,  Port  Royal. 

Dr.  W.  Herbert  Lewis,  Lawrenceville. 

Dr.  Stewart  McBryde,  Manassas. 

Dr.  John  C.  Phipps,  Fries. 

Dr.  Charles  Wm.  Scott,  Port  Republic. 

Dr.  Rachael  F.  Weems,  Harrisonburg. 

Dr.  Estridge  P.  White,  Odd. 

Associate  Members. 

Dr.  Stanton  K.  Livingston,  U.  Pa.  Hospital,  Phila- 
delphia. 

Dr.  T.  M.  Turner,  Springton,  W.  Va. 

It  was  moved,  seconded  and  carried  that  these 
men  be  admitted  to  membership.  The  name  of  one 
applicant,  residing  in  a county  in  which  there  was 
a component  society,  was  referred  to  that  society. 

The  report  of  the  Secretary  was  next  read: 

Report  of  the  Secretary-Treasurer. 

To  the  Members  of  the  House  of  Delegates  of  the 
Medical  Society  of  Virginia: 

I have  the  honor  to  submit  the  following  report: 
Total  membership  reported  at  1924 


Meeting 1,839 

New  members  enrolled  since  then 72 

Members  reinstated  9 

1,920 

Lost  by.  death 42 

Resignation  15 

Lost  and  dropped  for  non-payment 25 

82 


Net  total 1,838 


We  have  been  advised  during  the  year  of  meet- 
ings of  the  Executive  Council  and  the  Publication 
Committee. 

Dr.  Southgate  Leigh,  delegate,  and  Dr.  E.  C.  S. 
Taliaferro,  regularly  elected  alternate,  represented 
our  Society  at  the  1925  meeting  of  the  American 
Medical  Association,  Dr.  J.  A.  Hodges,  one  of  the 
two  regular  delegates  being  detained  at  home  by 
illness.  In  accordance  with  the  new  apportionment 
of  delegates  to  the  American  Medical  Association, 
we  are  advised  that  for  the  next  three  years  our 
Society  will  be  entitled  to  send  three  delegates  to 
the  A.  M.  A.  meetings. 

Last  November  your  secretary  attended  the  an- 
nual conference  of  secretaries  of  constituent  state 
medical  associations,  to  which  the  secretaries  and 
editors  of  the  State  journals  are  invited,  expenses 
being  paid  by  the  American  Medical  Association.  It 
is  something  on  an  inspiration  to  inspect  the  plant 
of  the  A.  M.  A.  and  to  come  in  contact  with  such  a 
large  number  of  people  imbued  with  enthusiasm  for 
organization  work. 

Hanover  County  Medical  Society,  having  complied 
with  conditions  stated  at  the  1924  meeting,  applied 
for  and  received  a charter  from  this  Society  early 
in  the  year. 

In  accordance  with  a motion  made  by  the  Execu- 
tive Council,  at  its  midwinter  session,  the  President 
appointed  Dr.  Israel  Brown,  chairman,  and  Drs.  J. 


K.  Hall  and  W.  L.  Peple,  as  a committee  to  investi- 
gate the  question  of  Industrial  Insurance. 

He  also  appointed  Dr.  Garnett  Nelson  as  a dele- 
gate from  this  Society  to  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  North  Carolina,  and 
named  Dr.  E.  C.  S.  Taliaferro  chairman  of  the 
Committee  on  Walter  Reed  Memorial,  vice,  Dr.  Gar- 
nett Nelson,  who  was  unable  to  serve  as  chairman. 

In  response  to  an  appeal  from  the  War  Depart- 
ment, that  a Military  Committee  be  appointed  by 
our  Society  to  develop  greater  interest  on  the  part 
of  our  membership  in  the  Medical  Officers’  Reserve 
Corp,  the  President  appointed  the  following  as  a 
Military  Committee  of  the  Society:  Dr.  Garnett 

■Nelson,  chairman,  and  Drs.  B.  B.  Dutton,  B.  R. 
Kennon  and  J.  T.  McKinney. 

Dr.  Stuart  McGuire  and  Dr.  Lomax  Gwathmey 
were  appointed  by  the  President  as  delegates  from 
our  Society  to  the  mid-year  meeting  of  the  Ameri- 
can Association  for  the  Study  of  Goiter. 

Application  is  in  hand  from  the  Piedmont  Medi- 
cal Society,  composed  of  ten  counties,  for  a char- 
ter from  the  State  Society. 

A request  has  been  received  from  the  Giles  County 
physicians,  through  the  Southwestern  Virginia 
Medical  Society,  that  they  be  admitted  into  the  mem- 
bership of  the  Southwestern  Virginia  Medical  So- 
ciety, rather  than  be  placed  in  a society  composed  of 
physicians  in  a distant  and  remote  section  of  the 
State. 

Four  suits  against  members  for  alleged  civil  mal- 
practice are  now  pending,  the  legal  defense  given 
by  the  society  being  claimed  in  each  case. 

Terms  of  five  of  the  councilors  expiring  with  this 
meeting,  vacancies  will  have  to  be  filled  for  two 
councilors  from  the  State  at  large  and  in  the  fifth, 
seventh  and  eighth  districts.  No  nominations  have 
been  reported  to  the  Secretary’s  office  from  the  Con- 
gressional Districts. 

Nominations  of  members  on  the  Virginia  State 
Board  of  Medical  Examiners  are  in  order  this  year, 
as  the  term  of  office  of  all  of  its  members  expires  in 
April,  1926. 

On  the  whole,  greater  interest  seems  to  have  been 
displayed  by  councilors  in  the  component  societies, 
several  societies  having  reported  visits  from  their 
councilors. 

This  year,  at  our  Registration  Bureau,  we  have 
an  exhibit  of  Hygeia,  the  A.  M.  A.  magazine  of  in- 
dividual and  community  health,  and  suggest  that 
our  members  visit  this  as  well  as  the  scientific  and 
commercial  exhibits. 

As  matters  to  receive  the  consideration  of  this 
body,  we  would  suggest  that  some  measure  should 
be  adopted  whereby  councilors  should  accept  it 
as  a duty  to  visit  all  societies  in  their  respec- 
tive districts  at  least  once  a year,  even  if  it  be- 
comes necessary  so  to  do  upon  their  own  invita- 
tion; that  some  provision  should  be  made  for  pro- 
rating dues  of  members  received  after  the  first  of 
July;  and  that  an  amendment  be  made  in  the  By- 
Laws  by  which  the  President,  rather  than  the  Coun- 
cil, may  be  empowered  to  fill  vacancies  in  commit- 
tees in  the  interim  between  meetings,  owing  to 
the  impracticability  of  getting  a meeting  of  the 
Council  at  any  and  all  times  that  such  an  emergency 
may  exist. 

We  take  this  opportunity  to  thank  all  members 
of  the  Society  for  their  co-operation  during  the  past 
year.  With  a continuance  and  enlargement  of  this 
support,  the  Medical  Society  of  Virginia  should  ac- 
complish greater  things  another  year. 
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It  was  moved  and  seconded  that  this  he  received 
and  filed.  Adopted. 

The  report  of  the  Treasurer  was  presented  as 
follows: 

Financial  Report  of  Secretary-Treasurer  for  1924. 

Statement  of  Cash  Receipts  and  Disbursements  for 
the  Virginia  Medical  Monthly  and  of  the  Medi- 
cal Society  of  Virginia,  for  the  Year 
Ending  December  31,  1924. 

Cash  in  hank,  January  2,  1924 $2,081.42 

Total  receipts,  January  2-Decem- 

ber  31,  1924  $15,880.04 

Total  disbursements,  January  2- 

December  31,  1924 13,528.84 

2,351.20 


Total  on  hand  December  31,  1924 $4,432.62 

Receipts 

Virginia  Medical  Monthly 


Advertising ' 

$7,326.87 

Subscrip,  non-mem- 

hers  

170.65 

Subscrip,  members 

($2  each)  _ __  _ 

3,135.75 

Interest  on  bank 

balances  

50.52 

Sundries  __  

198.01 

$10,881.80 

Medical  Society  of  Virginia 
Dues  less  $2,  each 
member  (jour- 
nal)   4,698.75 

Interest  on  bank 

balances  — 50.52 

Sundries 248.97 

4,998.24 

$15,880.04 

Disbursements 
Virginia  Medical  Monthly 
Preparation  of  Jour- 
nal   $7,450.03 

Salaries 1,900.00 

Postage 284.13 

♦Sundries 426.84 

10,061.00 

Medical  Society  of  Virginia 

Salaries - — 1,900.00 

Postage .. 233.67 

Legislative  Commit- 
tee   326.05 

Legal  Defense 30.00 

♦Sundries  978.12 

3,467.84 

13,528.84 


$ 2,351.20 

♦The  item  “Sundries”  covers  rent,  up-keep  of  of- 
fice and  fixtures,  stationery,  traveling  expenses  of 
councilors,  legal  assistance  to  one  county  in  a case 
in  court,  gtc. 

Of  balance  of  $4,432.62,  there  is  available  for 


operating  expenses $1,055.87 

For  legal  defense  3,376.75 


Available  for  Legal  Defense. 

Balance  from  1922  $ 412.25 

In  1923  1,431.50 

In  1924  1,533.00 


$3,376.75 

Agnes  V.  Edwards, 
Secretary-Treasurer. 


[November, 

It  was  moved,  seconded  and  adopted  that  this  be 
received  and  filed. 

In  response  to  request  by  the  Secretary-Treasurer, 
the  President  stated  that  he  thought  it  proper  that 
the  society  appoint  a committee  to  audit  the  Treas- 
urer’s books.  Dr.  Gray  stated  that  he  believed  this 
was  a matter  to  receive  the  attention  of  the  council. 

The  President  called  attention  to  the  fact  that  the 
terms  of  three  of  the  district  councilors  expire  at 
this  meeting;  those  from  the  5th,  7th  and  8th  dis- 
tricts. If  nominations  have  not  been  made  for  these 
districts,  a special  meeting  should  be  called  to  make 
nominations  to  fill  the  vacancies. 

Next  in  order  was  the  report  of  the  Executive 
Council,  which  was  read  by  its  Secretary,  Dr.  L.  T. 
Price: 

Minutes  of  The  Executive  Council  of  The  Medical 
Society  of  Virginia. 

The  Executive  Council  of  the  Medical  Society  of 
Virginia  held  a meeting  in  the  Society’s  office  in 
Richmond,  January  30th,  1925. 

Present:  Drs.  Israel  Brown,  John  Staige  Davis, 
M.  T.  McCullock,  Isaac  Peirce,  W.  B.  Martin,  T.  A. 
Kirk,  A.  L.  Gray,  Lawrence  T.  Price,  Dr.  Hunter  Mc- 
Guirp.  president,  and  M;ss  Agnes  Edwards,  Secre- 
tary-Treasurer, the  two  last  named  being  ex-officio 
members. 

Dr.  A.  L.  Gray,  Chairman,  called  the  meeting  to 
order  and  recited  the  pnrnose  of  the  call  meeting, 
namely,  the  time,  place  and-  character  of  1925  meet- 
ing of  the  Society,  and  other  matters. 

Dr.  Gray  read  an  invitation  from  the  Richmond 
Academy  of  Medicine  and  Surgery  to  meet  in  Rich- 
mond. 

Moved  and  seconded  that  the  Society  would  not 
have  a centennial  medical  exhibit  this  year.  Adonted. 

Moved  and  seconded  that  the  chairman  anno’nt  a 
committee  of  three  to  investigate  the  advisability 
of  having  a medical  exhibit  at  some  future  time 
and  to  report  to  the  Council  at  its  next  meeting. 
Adopted. 

Moved  and  seconded  that  the  invitation  of  the 
Richmond  Academy  of  M"d;cine  and  Surgery  for 
the  Society  to  meet  in  Richmond  in  1925.  he  ac- 
cepted. and  that  the  secretary  write  a letter  to  the 
secretary  of  the  Richmond  Academy  of  Medicine  and 
Surgery  accordingly.  Adopted. 

Moved  and  seconded  that  the  date  of  the  meeting 
of  the  Societv  for  1925,  be  October  13th,  14th,  15th, 
and  16th.  Adopted. 

Correspondence  between  the  secretary  of  the  Medi- 
cal Soc?ety  of  Virginia  and  Dr  A G.  Horton,  of 
Ocean  View.  Va...  was  read,  pertaining  to  a suit 
wh'ch  hod  beep  entered  a"a’nst  Dr.  Horton  tor  $10,- 
000  00  for  malpractice.  Dr.  Horton  desired  infor- 
mation regarding  payment  of  the  attorney’s  fee  for 
his  defense.  Dr.  Martin  made  a report  on  the  case. 
Dr.  Israel  Brown  made  a motion  wh’ch  was  sec- 
onded hv  Dr  MeCullock,  that  the  Executive  Coun- 
cil appropriate  $250  00  to  pav  the  counsel  of  Dr. 
Horton  for  his  defense  for  alleged  civil  malpractice. 

Adopted. 

Dr.  Martin  made  a motion  which  was  dnlv  sec- 
onded. that  hereafter,  before  any  apnropn'ation  he 
made  for  legal  defense  for  alleged  civil  malpractice, 
an  investigation  he  made  by  the  Councilor  of  the 
district  in  which  the  suit  is  brought  and  reported  to 
the  Council.  Adopted. 

The  President,  Dr.  Hunter  McGuire,  called  atten- 
tion to  the  resolution  passed  af  the  Staunton  meet- 
ing, pertaining  to  Dr.  A.  M.  Willis’  paper.  The  mat- 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


517 


ter  was  referred  to  the  chairman  of  the  program 
committee. 

Miss  Edwards,  Secretary  of  the  Medical  Society 
of  Virginia,  read  her  financial  report  for  the  year 
1924.  It  was  moved  and  seconded  that  the  chairman 
appoint  a committee,  consisting  of  himself  and  the 
clerk,  to  inspect  the  report.  Adopted. 

Dr.  Israel  Brown  made  a motion  which  was  duly 
seconded  that  the  Council  request  the  President  of 
the  Society  to  appoint  a committee  for  the  purpose 
of  making  a survey  of  industrial  insurance,  which 
committee  would  make  a report  to  the  Society  at  its 
next  meeting.  Adopted. 

Moved  and  seconded  that  the  expenses  of  the  Coun- 
cilors attending  this  meeting  be  paid  by  the  Secre- 
tary, upon  presentation  of  statements.  Adopted. 

Miss  Edwards  was  requested  to  make  a list  of  the 
various  subjects  which  she  wished  the  Council  to 
discuss  and  act  upon  at  its  next  meeting. 

Motion  made  and  seconded  that  Miss  Edwards  be 
directed  to  write  the  presidents  of  each  of  the  com- 
ponent societies  of  the  Medical  Society  of  Virginia, 
requesting  that  they  arrange  for  meetings  of  their 
respective  societies  and  that  they  invite  a member 
of  the  Council  to  visit  the  societies  at  that  time. 
Adopted. 

Motion  was  duly  made  and  seconded  that  Dr. 
Gray’s  action  in  regard  to  writing  certain  letters 
to  the  various  members  of  the  Senate  pertaining  to 
the  postal  rates  on  second  class  postage,  be  ap- 
proved. Adopted. 

There  being  no  further  business,  the  meeting  ad- 
journed. 

Lawrence  T.  Price, 

Cleric. 

It  was  moved  and  seconded  that  this  be  received 
and  filed.  Adopted. 

Dr.  Gray  stated  that  the  Secretary’s  report  con- 
tained certa'n  recommendations  which  should  be 
definitely  determined — one  of  these  the  amount  that 
the  Society  should  contribute  for  legal  defense.  He 
moved  that  the  report  of  the  Secretary-Treasurer  be 
referred  to  the  Executive  Council  for  consideration 
at  a later  date.  This  was  seconded  and  adopted. 

The  reports  were  now  called  for  from  the  stand- 
ing and  special  committees. 

Judiciary  Committee:  It  was  stated  that  the 

Chairman,  Dr.  W.  F.  Drewry  had  not  come,  and 
would  report  at  a later  meeting. 

Legtsi. active  Committee:  No  report. 

Publication  Committee:  The  Chairman,  Dr.  A.  G. 

Brown,  reported  several  meetings  well  attended,  at 
wh’ch  a good  deal  of  business  was  transacted,  though 
notlrng  that  would  be  of  special  interest  to  the 
House  of  Delegates. 

At  this  point  Dr.  McGuire  stated  that  as  no  Vice- 
Pres;dent  was  present,  he  would  have  to  be  excused 
to  preside  over  the  general  meeting,  and  would  turn 
over  this  meeting  to  the  Chairman  of  the  Executive 
Council,  Dr.  A.  L.  Gray.  Dr.  Gray  took  the  chair 
and  first  called  for  reports  from  special  committees. 

Auditing  Committee:  No  report. 

Automobile  Insurance  Committee:  The  Chair- 

man, Dr.  A.  L.  Gray,  stated  that  several  years  ago 
this  committee  was  appointed  to  decide  upon  the 
means  of  handling  automobile  insurance  for  mem- 
bers. After  investigation,  they  recommended  the 
Lumberman’s  Mutual  Casualty  Company,  which  does 
a large  business.  Many  of  our  members  have  placed 
insurance  with  this  company.  He  stated  that  the 
company  charges  the  regular  rate  for  insurance,  and 
that  at  the  end  of  the  policy  year  returns  to  its 


policyholders  dividends  which  have  never  been  less 
than  twenty-five  per  cent,  and  the  best  part  of  it  is 
that  we  have  our  insurance  in  a perfectly  reliable 
company. 

Library  Committee:  The  Chairman,  Dr.  I.  C.  Har- 

rison, stated  that  he  had  not  been  able  to  call  a 
meeting  of  the  full  committee,  but  that  Miss  Edwards 
had  been  kind  enough  to  give  him  some  information 
regarding  the  library  from  which  he  made  his  re- 
port. 

Report  of  Library  Committee. 

The  Library  Committee  submits  the  following  re- 
port: During  the  last  two  years  there  have  been 

eleven  calls  for  books;  only  one  request  has  come 
from  a doctor  outside  of  Richmond  and  the  others 
by  some  half  dozen  doctors  in  Richmond.  There  is 
no  catalogue  of  the  books  in  the  library  and  no  file 
of  the  periodicals,  except  of  the  Virginia  Medical 
Monthly  and  the  A.  M.  A.  Journals.  We  lack  the 
facilities  and  equipment  for  keeping  the  books. 

The  library  consists  entirely  of  periodicals  which 
come  to  the  Secretary’s  office  and  such  books  as 
publishers  send  for  review  or  announcement  in  the 
Journal.  There  have  been  no  gifts  of  books  from 
members  of  the  Society  or  others.  We  suggest  that 
this  committee  be  instructed  to  prepare  a letter  to 
be  sent  by  the  secretary  to  each  member  of  the 
Society,  inviting  contributions  of  medical  books  to 
the  library,  and  asking  the  co-operation  of  all  the 
local,  county  and  city  medical  societies  in  the  State. 
With  proper  facilities,  we  feel  that  our  Secretary 
could  look  after  these  books  and  in  time  we  could 
have  a real  library. 

Dr.  E.  C.  S.  Taliaferro  stated  that  many  members 
of  the  Society  knew  nothing  of  the  library  in  the 
Society’s  offices  and  that  notices  to  this  effect  migfct 
be  published  in  the  journal,  as  it  would  save  postage 
and  the  trouble  of  getting  out  letters,  and  also  that 
members  might  be  asked  to  contribute  books  to  the 
library. 

Necrological  Committee:  It  was  stated  that  the 

report  of  this  committee  was  made  by  its  chairman, 
Dr.  C.  M.  Edwards,  on  the  first  evening.  During 
the  past  year,  the  Society  has  lost  forty-two  members 
by  death.  The  list  is  as  follows: 

Members  of  the  Medical  Society  of  Virginia,  Whose 

Deaths  Have  Been  Reported  Since  the  Meeting 
in  Staunton,  October,  1924. 

Dr.  Edgar  Ackley  Moore,  Marshall,  Va. 

Dr.  Theodore  Hough,  University,  Va. 

Dr.  Hermann  Boerhaave  Anderson,  Noel,  Va. 

Dr.  James  Adolphus  R;ce,  Heathsville,  Va. 

Dr.  John  Nottingham  Upshur,  Richmond,  Va. 

Dr.  Robert  French  Compton,  Charlottesville,  Va. 

Dr.  James  Terrell  Redd,  Churchland,  Va. 

Dr.  Edward  May  Magruder,  Charlottesville,  Va. 

Dr.  Albert  S'dney  Priddy,  Colony,  Va. 

Dr.  Charles  Allen  Saunders,  Norfolk,  Va. 

Dr.  Allen  Granberry  Thurman,  Appomattox,  Va. 

Dr.  John  F.  Ragland,  Jr.,  Petersburg,  Va. 

Dr.  Howard  Fletcher,  Warrenton,  Va. 

Dr.  Julian  A.  Norfleet,  Norfolk,  Va. 

Dr.  Thomas  J.  Kagey,  Newport  News,  Va. 

Dr.  Silas  M.  Stickley,  Stephens  City,  Va. 

Dr.  Albert  Cullen  Fox,  Waynesboro,  Va. 

Dr.  James  Fulton  Williams.  Charlottesville,  Va. 

Dr.  John  D'edrich  Moritz,  Charlottesville,  Va. 

Dr.  Carl  Meach  McCuiston,  Petersburg,  Va. 

Dr.  Samuel  H.  Moseley,  Ebony,  Va. 

Dr.  Elias  M.  Wilkinson,  Shaft,  Va. 

Dr.  William  Wamach  Chaffin,  Pulaski,  Va. 

Dr.  William  Henry  Edmundson,  Christiansburg,  Va. 
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Dr.  Andrew  Symington  Ellett,  Christiansburg,  Va. 

Dr.  Albert  Earle  Holmes,  Salem,  Va. 

Dr.  John  W.  Williams,  Irwin,  Va. 

Dr.  Malcolm  Graham  Robinson,  Wytheville,  Va. 

Dr.  Virginius  Harrison,  Richmond,  Va. 

Dr.  Oscar  Littleton  Powell,  Onancock,  Va. 

Dr.  George  Harrison  Sparks,  Brandy  Station,  Va. 

Dr.  Oscar  Henry  Coumbe,  Washington,  D.  C. 

Dr.  Henry  Morgan  Miles,  Norton,  Va. 

Dr.  Robert  Jackson  Yates,  Potomac,  Va. 

Dr.  Linwood  D.  Batkins,  Richmond,  Va. 

Dr.  George  Thomas  Divers,  Stuart,  Va. 

Dr.  Bernard  W.  Switzer,  Lexington,  Va. 

Dr.  Patton  Kimbrough  Pierce,  Eutaw,  Ala. 

Dr.  Carlisle  Lamar  Nottingham,  Cape  Charles,  Va. 

Dr.  Richard  Urquhart  Burges,  Norfolk,  Va. 

Dr.  George  Tucker  Harrison,  University,  Va. 

Dr.  George  C.  Hall,  Richmond,  Va. 

Committee  ox  Hospitals:  No  report. 

Committee  ox  Cooperatiox  with  the  State  Depart- 
mext  of  Health  ix  its  Child  Hygiene  Work:  No 

report. 

Committee  ox  Cooperatiox  with  the  State  Nurses’ 
Associatiox:  The  chairman,  Dr.  J.  A.  Hodges,  re- 

ported that  the  Committee  had  been  rather  inactive 
because  of  his  illness.  At  this  time,  the  Chair  stated 
the  pleasure  of  Dr.  Hodges’  friends  in  having  him 
with  the  Society  after  his  long  illness,  the  House 
rising  to  join  in  this  expression.  In  a few  appro- 
priate words,  Dr.  Hodges  thanked  his  friends  for 
their  interest  and  good  wishes. 

Caxcer  Committee:  No  report. 

Public  Health  EducaTiox:  Dr.  A.  L.  Gray  read 

the  following  report,  wh’ch  had  been  prepared  by 
its  chairman.  Dr.  R.  K.  Flannagan: 

Report  of  The  Public  Health  and  Education  Com- 
mittee of  The  Medical  Society  of  Virginia. 

The  Public  Health  and  Education  Committee  of 
the  Medical  Society  of  Virginia  confines  its  report 
for  this  year  to  the  public  health  aspect  of  its  duties, 
feeling  that  the  importance  of  the  subject  and  the 
facts  entitle  it  to  special  emphasis.  We  call  the 
Society’s  attention  to  the  following  observations  and 
recommendations : 

The  medical  profession  of  Virginia  is  not  taking 
the  interest  in  public  health  development  that  the 
importance  of  the  subject  or  the  profession’s  position 
as  a p'oneer  and  leader  in  the  fields  of  preventive 
medicine  warrants.  The  profession,  therefore,  is  in 
danger  of  losing  leadership  in  health  matters. 

This  state  of  affairs  is  not  in  the  interest  of  the 
public,  the  public  health  or  of  the  medical  profession. 

Definite  governmental  organization  for  the  ade- 
quate control  of  disease  is  an  inevitable  social  de- 
velopment. That  the  profession  shall  continue  to 
lead  and  not  be  a follower  or  obstruction^  in  this 
development  is  of  great  consequence  to  medical  men. 

The  discovery  and  development  of  the  science  of 
Preventive  Medicine  is  the  greatest  achievement  to 
the  credit  of  the  Medical  Profession  in  all  the  years 
of  its  honorable  history. 

The  foundational  work  of  the  physicians,  Jenner, 
Virchow,  Koch,  Lister,  Ehrlich.  Ross,  Carter,  Reed, 
Gorgas,  Trudeau  and  hosts  of  others  have  placed 
the  world  forever  in  the;r  debt,  and  the  world  knows 
and  acknowledges  the  obligation.  Every  avenue  of 
publicity  is  now  contributing  to  the  instruction  of  the 
public  in  the  principles  of  disease  prevention,  and 
the  demand  for  proper  health  protection  is  steadily 
growing. 

Upon  the  physician  has  the  public  relied  for  the 


application  of  this  health  knowledge  and  the  eradi- 
cation of  communicable  disease. 

Though  many  progressive  physicians  are  applying 
preventive  principles  in  their  private  practice  and  are 
co-operating  fully  with  health  authority,  where  such 
authority  is  established,  many  others  entirely  neg- 
lect their  duty  in  this  regard,  and  some  are  frankly 
antagonistic. 

A large  proportion  of  Virginia  physicians  are  not 
reporting  regularly  to  the  State  Board  of  Health. 
The  passive  disregard  of  large  numbers  of  medical 
men  of  the  preventive  side  of  their  profession  and 
the  antagonistic  attitude  of  others  towards  efforts 
looking  to  the  establishment  of  local  whole-time 
health  organizations  should  challenge  the  attention 
of  the  Medical  Society  of  Virginia.  The  promotion 
of  the  public  health  is  a fundamentally  important 
governmental  matter,  and  the  public  is  beginning 
to  perceive  that  while  medical  leadership  in  the 
control  of  disease  and  the  promotion  of  health  is 
highly  desirable,  such  leadership  is  not  indispensa- 
ble since  more  and  more  non-medical  health  officers 
are  being  placed  in  charge  of  health  departments. 
The  control  of  communicable  disease,  the  systematic 
reduction  of  the  number  of  physical  disabilities,  and 
defects  of  infancy  and  childhood  and  the  establish- 
ment of  healthful  environmental  conditions  can  only 
be  done  satisfactorily  by  a whole-time  health  organi- 
zation .having  sanitary  officers  and  public  health 
nurses  under  medical  supervision.  In  those  locali- 
ties where  the  medical  profession  is  actively  in- 
terested and  united  on  a public  health  program, 
effective  public  health  organization  has  been  estab- 
lished with  a consequent  reduction  of  the  communi- 
cable disease  rate  and  the  proportion  of  defects  and 
disabilities  of  childhood. 

In  the  localities  where  organized  health  work  is 
established  it  does  not  appear  that  the  medical  pro- 
fession is  less  enlightened  or  less  prosperous  than 
where  no  health  work  exists.  If  there  is  any  differ- 
ence, the  contrary  is  true.  We  believe  that  well 
organized  whole-time  health  services  in  city,  town 
and  country  will  educate  the  people  to  consult  the 
physician  early,  and  thus  in  the  long  run  while  not 
injuring  the  medical  profession  financially  will  re- 
duce the  number  of  premature  deaths  and  tend  to 
confirm  the  physician  in  the  dignified  and  solid 
place  in  the  public  esteem  he  now  occupies.  It  is  a 
fact,  however,  that  whether  the  establishment  of  or- 
ganized health  service  benefits  the  profession  or  not, 
it  does  benefit  the  public,  and  the  organized  medical 
profession  cannot  in  justice  to  itself  afford  to  be 
lukewarm  in  regard  to  it. 

We  recommend  that  the  State  Medical  Society  go 
on  record  as  unreservedly  favorable  to  the  establish- 
ment of  adequate  whole-time  health  service  in  our 
cities,  towns  and  counties.  We  recommend  further 
that  the  State  Medical  Society  urge  affiliated  soc’e- 
ties  to  appoint  public  health  committees  whose  duty 
it  will  he  to  secure  information  as  to  the  public 
health  needs  of  the  counties  and  municipalities  rep- 
resented by  its  membership  and  formulate  and  press 
to  completion  a program  looking  to  the  establishment 
of  a whole-time  health  organization  in  each  locality 
which  will  meet  at  least  the  minimum  needs. 

Respectfully  submitted, 

Roy  K.  Flaxxagan,  Chairman , 

J.  H.  Hiden, 

C.  B.  Bowyer. 

Com.mittee  on  Public  Health  and  Education, 
Medical  Society  of  Virginia. 
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After  free  discussion,  Dr.  H.  B.  Spencer  moved 
that  the  following  resolution  suggested  by  the  com- 
mittee, be  adopted. 

In  conformity  to  the  recommendations  contained ' 
in  the  report  of  the  Public  Health  and  Education 
Committee,  the  following  resolutions  are  adopted: 

Resolved:  That  the  Medical  Society  of  Virginia 

hereby  reiterates  its  adherence  to  the  principles  of 
preventive  medicine  and  urges  upon  each  city,  town 
and  county  in  the  State  the  desirability  of  estab- 
lishing and  properly  supporting  adequate  whole-time 
public  health  organization, 

Resolved,  further,  That  each  Medical  Society  in 
the  State  affiliating  with  the  Medical  Society  of  Vir- 
ginia be,  and,  is  hereby  urged  to  form  a public  health 
committee  among  its  members  whose  duty  it  shall 
be  to  ,forjpulgte  and  carry  out_  a program  for  the 
organization  of  adequate  whole-time  health  service 
in  the  cities,  towns  and  counties  from  which  its 
members  are  drawn. 

Seconded  by  Dr.  W.  M.  Burwell  and  carried. 

Transportation  Committee:  No  report. 

Waxter  Reed  Memorial  Committee:  The  chair- 

man, Dr.  E.  C.  S.  Taliaferro,  stated  that  they  had 
been  unable  to  have  a meeting,  but  that  they  wish 
to  raise  some  money  to  help  with  this. 

Legal  Defense  Committee:  No  report. 

Committee  on  Industrial  Insurance:  The  chair- 

man, Dr.  Brown,  stated  that  they  were  not  quite 
ready  to  make  a report  at  th  s meeting. 

Committee  on  Medical  Officers'  Reserve  Corps: 
No  report. 

Under  unfinished  business,  the  resolution  favoring 
an  educational  campaign  for  the  promotion  of  period- 
ical health  examinations  by  the  fam'ly  physician, 
adopted  at  the  meeting  last  year,  was  brought  up. 
It  was  stated  that  no  committee  had  been  anpointed 
to  consider  this  and  no  special  plan  of  action  had 
been  decided  upon.  Correspondence  received  from 
the  American  Medical  Association  with  regard  to 
periodic  health  examinations,  was  referred  to  a com- 
mittee composed  of  Dr.  Wm.  M.  Burwell,  chairman, 
and  Drs.  A.  F.  Robertson  and  M.  A.  Johnson. 

Dr.  Isaac  Peirce  presented  the  following  as  a pro- 
posed amendment  to  the  By-Laws  with  regard  to 
having  the  d 'strict  councilors  visit  all  county  socie- 
ties in  their  districts  at  least  once  a year: 

We,  the  undersigned,  in  accordance  with  the  sug- 
gestion made  in  the  Secretary’s  report,  wish  to 
propose  that  an  amendment  be  made  to  our  By-Laws, 
whereby  it  be  incumbent  unon  our  District  Coun- 
cilors to  visit  all  the  societies  in  their  districts,  at 
least  once  a year,  with  an  idea  of  assisting  them  in 
perfecting  their  organizations  and  increasing  their 
interest  in  the  State  Society. 

Signed : 

W.  M Burwell, 

Tsaac  Petrce, 

D.  M.  Kipps. 

Th’'s  was  referred  to  the  Executive  Council. 

It  was  stated  that  there  were  a number  of  com- 
munications and  that  these  would  be  referred  to  a 
committee  composed  of  Dr.  E.  C.  S.  Taliaferro,  chair- 
man. and  Drs.  I.  A.  Bigger  and  K.  D.  Graves,  to 
receive  consideration. 

Dr.  Israel  Brown  stated  that  be  bad  tried  to  or- 
ganize the  inactive  societies'in  his  district  with  no 
success,  and  suggested  that  the  secretary  should  visit 
inactive  societies  with  the  various  district  council- 
ors, and  that  both  working  together  might  be  able 
to  accomplish  more  in  the  organization  work.  Dr. 
R.  Bruce  James  thought  it  would  be  better  to  have 


a doctor  paid  to  do  this  work,  as  he  d d not  feel 
that  a layman  could  be  as  successful  in  reaching  the 
profession  as  another  doctor.  It  was  moved  and 
seconded  that  Dr.  Brown’s  suggestion  be  referred 
to  the  Executive  Council.  Carried. 

Dr.  Southgate  Leigh,  delegate  to  the  American 
Medical  Association,  stated  that  his  report  had  been 
presented  the  previous  night  so  that  it  would  hardly 
be  necessary  to  read  the  full  report,  but  that  he 
would  present  some  recommendations  which  the 
delegates  had  prepared  as  a result  of  their  report. 

Report  of  Delegates  to  the  American  Medical 
Association. 

(Read  before  the  General  Meeting.) 

The  strength,  influence  and  effectiveness  of  the 
American  Medical  Association  is  in  direct  proportion 
to  the  interest  taken  in  the  National  Organization 
by  its  constituent  parts,  the  various  State  Asso- 
c'aions.  Its  control  rests  entirely  with  these  State 
Associations  through  their  delegates,  who  elect  its 
officers  and  determine  its  policies. 

It  is  doubtful  if  the  individual  members  of  the 
Virginia  State  Society  understand  the  exact  situation. 
We  have  been  so  apt  to  look  upon  the  National  Or- 
ganizat’on  as  a self-perpetuating  concern  and  have 
failed  to  realize  that  the  doctors  of  Virginia  have 
just  as  much  to  say  in  the  management  of  that 
body,  as  those  of  any  other  state  with  the  same 
representation.  On  more  than  one  occasion  your  dele- 
gates have  cast  the  deciding  votes  in  matters  of 
great  importance,  including  the  elect'on  of  the  high- 
er offic'-rs;  and  requests  and  suggestions  from  this 
State  have  always  been  given  the  most  careful  con- 
sideration. 

At  this  time,  in  particular,  the  management  of 
the  A.  M.  A.  is  desirous  of  establishing  the  most 
intimate  relationship  with  the  doctors  of  Virginia, 
and  has  arranged  for  the  President-elect  to  attend 
our  meeting  and  d'scuss  certain  weighty  matters 
with  our  membership. 

Dr.  West,  of  Tennessee,  who  in  addition  to  Irs 
duties  of  Secretary,  has  been  made  General  Manager, 
has  in  conversation  with  your  delegates,  and  by  let- 
ter, urged- that  Virg'nia  shall  make  more  use  of  the 
extensive  facilities  and  advantages  of  the  A.  M.  A., 
and  in  turn  co-operate  more  fully  with  the  National 
Organization  in  the  serious  matters  and  problems 
which  are  now  confronting  the  profession. 

Foremost  among  these  is  the  organ;zed  efforts  of 
the  irregulars  of  the  country  to  force  through  the 
various  state  legislatures  Medical  Practice  Acts  per- 
mitting men  with  little  or  no  education  to  practice 
their  various  cults. 

On  this  point  President  Haggard  spoke  in  part 
as  follows: 

“If  laws  are  enacted  inimical  to  public  health  and 
derogatory  to  the  medical  profession  and  jeopardiz- 
ing its  development,  the  profession  has  no  right  to 
blame  Congress  or  any  state  legislature,  unless  it 
has  brought  the  situation  to  their  attention  in  a 
timely,  intelligent  and  effective  way.  To  do  this 
reauires  effective  orqanization  and  machinery;  for 
without  such  organization  and  machinery,  it  is  im- 
possible to  know  what  is  going  forward  in  a legisla- 
tive wav.  to  determine  promptly  sound  policies  for 
the  profess’’on  with  respect  to  such  matters,  and  then, 
to  make  the  vo;ce  of  the  profession  heard  and  its 
influence  f°lt  in  legislative  bodies  with  respect  to 
them.  If  I seem  overinsistent  in  the  matter  of  or- 
ganization. it  is  because  of  the  individuaPstic  char- 
acter of  the  physician’s  work  and  his  too  frequent 
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failure  to  appreciate  the  importance  of  mass  action 
to  achieve  results.  . . 

Each  and  every  one  of  us  should  constantly  re- 
member and  act  on  the  principle  so  aptly  expressed. 

“It  is  not  the  individual, 

Or  the  army  as  a whole, 

But  the  everlastin’  team-work, 

Of  every  bloomin’  soul.” 

States  which  have  fully  organized  and  have  active 
county  societies  have  little  trouble  in  defeating  such 
pernicious  legislation.  Their  experience  is  that  it 
is  simply  a matter  of  education  of  the  public  which 
can  be  easily  done  through  local  county  units. 

Next  to  the  influence  of  the  local  societies,  noth- 
ing would  have  greater  weight  than  the  wide  cir- 
culation of  “Hygeia.”  This  magazine  is  most  ad- 
mirably edited,  its  contributors  being  among  the 
best  minds  in  America.  Notwithstanding  the  urgent 
demand  of  delegates  from  practically  every  state 
in  the  Union  for  its  publication,  its  circulation  of 
30,000  is  disappointing.  The  A.  M.  A.  is  sparing 
no  expense  in  its  make-up,  losing  over  $40,000.00  a 
year  on  its  publication. 

Your  delegates  would  call  your  attention  to  the 
fact  that  three  years  ago  we  were  instructed  by 
this  society  to  urge  the  A.  M.  A.  to  publish  a medical 
magazine  for  the  public.  We  presented  the  resolu- 
tion and  did  everything  possible  to  hasten  the  pub- 
lication of  the  new  journal.  We  have,  however,  been 
greatly  disappointed  at  its  reception  in  Virginia,  in 
which  state  only  169  doctors  are  subscribers  and 
268  of  the  laity. 

The  following  resolution  was  introduced  by  Dr.  A. 
E.  Bulson,  Jr.,  of  Indiana,  and  adopted: 

“That  the  House  of  Delegates  recommend  that 
every  fellow  and  member  of  the  American  Medical 
Association  subscribe  for  ‘Hygeia’  and  that  the 
magazine  be  kept  in  reception  rooms  of  their  offices 
in  order  that  the  circulation  of  this  wonderful  jour- 
nal of  individual  and  community  health  be  encour- 
aged among  the  public.” 

Monthly  readings  from  “Hygeia”  are  broadcasted 
from  Station  KYW,  Chicago. 

At  the  1924  meeting  the  Judicial  Council  brought 
in  a strong  report  advising  against  encouraging  the 
work  of  Life  Extension  Institutes  and  urging  that 
more  attention  be  paid  to  periodical  health  examina- 
tions by  the  individual  physicians.  Quoting  from 
this  year’s  report: 

“The  conclusion  of  the  Council,  which  was  en- 
dorsed and  accepted  by  the  House  of  Delegates,  was 
to  the  effect  that  the  proper  ^person  to  make  periodic 
examinations  and  to  give  advice  relative  thereto  is 
the  family  physician , aided  when  necessary  hy  local 
specialists;  and  that  indirect  medical  services 
through  a third  party  could  not  redound  to  the  bene- 
fit either  of  the  public  or  of  the  physician.  . . . 

“The  Judicial  Council  desires  to  express  again  its 
firm  conviction  that  the  benefits  of  scientific  medi- 
cine cannot  be  adequately  delivered  to  the  individual 
through  the  medium  of  a third  party,  and  that  the 
communication  of  results  of  physical  examination 
and  the  general  advice  with  which  it  should  be  as- 
sociated should  go  directly  from  the  individual  phy- 
sician to  his  patients.  As  was  stated  in  the  report 
of  the  Council  submitted  at  the  Chicago  Session,  the 
relation  between  the  patient  and  the  physician  is 
an  individual  matter,  and  anything  that  disturbs 
this  relationship  is  detrimental  to  the  best  interests 
of  the  patient.” 

The  House  of  Delegates  again  met  in  committee 


of  the  whole  to  discuss  this  important  matter  and 
passed  the  following  resolution: 

“It  is  the  sense  of  this  Committee  of  the  Whole 
that  every  fellow  and  member  of  the  American  Medi- 
cal Association  should  live  up  to  the  spirit  of  the 
Report  of  the  Judicial  Council.” 

Wide  discussion  of  this  matter  took  place  and  it 
developed  that  it  was  the  unanimous  opinion  of  the 
House  of  Delegates  that  no  member  of  the  Associa- 
tion should  aid  or  abet  the  commercial  organiza- 
tions either  in  an  advisory  capacity  or  as  examiner. 

During  the  meeting  three  very  prominent  fellows, 
who  through  misunderstanding,  still  remained  on 
the  advisory  board  of  an  Institute,  telegraphed  in 
their  resignations  and  so  announced  to  the  asso- 
ciation. 

Great  stress,  however,  was  laid  on  the  necessity 
for  periodical  health  examinations  by  regular  phy- 
sicians, and  the  proper  education  of  the  public  by 
state  and  county  societies.  Regular  blanks  may  be 
obtained  if  desired  from  the  A.  M.  A.  offices. 

Your  delegates  took  up  with  the  Chairman  of  the 
Judicial  Council  the  question  of  how  best  to  in- 
form the  public,  and  were  advised  that  it  would  be 
considered  entirely  ethical  for  local  societies  to  com- 
municate, in  an  appropriate  manner,  with  the  public, 
through  the  press.  , 

In  several  states  the  Public  Health  Departments 
have  co-operated  effectively  in  propaganda  for  period- 
ical health  examinations  as  a prophylactic  measure. 

The  Council  on  Medical  Education,  headed  by  Dr. 
Wilbur,  made  a most  interesting  report  of  its  in- 
vestigations. The  United  States  has  now  eighty  medi- 
cal schools,  one-fourth  of  the  world’s  supply,  with 
an  enrollment  of  over  18,000  students,  the  number 
increasing  at  the  rate  of  1,000  a year,  notwithstand- 
ing more  stringent  requirements.  The  medical  cor- 
riculum  is  under  investigation  and  needs  revising. 
At  the  present  rate  the  number  of  physicians  in 
proportion  to  population  will  be  normal  by  1930. 
Considerable  work  has  been  done  in  standardizing 
graduate  medical  schools.  “Hospitals  have  rapidly 
increased  in  numbers  >n  nineteen  years,  from  2,411 
in  1906,  to  7,370  in  1925.  The  greatest  increase  in 
these  years  has  been  in  the  hospitals  having  from 
ten  to  twenty-five  beds.  The  total  bed  capacity  has 
increased  from  217,658  in  1906  to  813.926  in  1925.” 

A special  committee  is  studying  the  nurse  situa- 
tion with  a view  to  bringing  about  better  co-opera- 
tion with  the  medical  profession. 

Some  progress  has  been  made  towards  shortening 
the  pre-medical  course  in  grammar  and  high  school, 
and  consideration  given  to  the  suggestion  of  cutting 
the  medical  course  to  three  years. 

Dr.  Wilbur  thinks  that  one  or  two  years  can  be 
saved  in  grammar  and  high  school,  and  one  year  in 
medical  school,  and  that  the  medical  curriculum 
needs  changes  which  will  be  brought  about. 

He  feels  that  much  can  be  done  in  standardizing 
hospital  service  for  the  interne. 

The  House  aea;n  urged  its  officers  to  obtain  modi- 
fications of  the  Volstead  Act  in  order  to  permit  the 
physician  to  prescribe  properly  for  his  patients. 

The  House  strongly  condemned  the  action  of  the 
Government  in  providing  for  medical  and  hospital 
treatment  for  World  War  veterans  for  disabilities 
having  no  connection  with  their  war  service. 

The  Scientific  Assembly  was  opened  by  an  address 
of  President  Haggard,  on  “The  Romance  of  Medi- 
cine,” which  was  delivered  to  an  audience  of  5.000 
people.  318  papers  were  read  before  the  various 
sections. 
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The  exhibits  were  elaborate  and  instructive,  in- 
cluding pathological,  educational,  lectures  and  mov- 
ing pictures,  with  an  extensive  commercial  exhibit. 

There  were  also  a number  of  diagnostic  clinics. 

The  attendance  from  Virginia  was  the  largest  we 
have  ever  had. 

Re-apportionment  gives  us  an  additional  delegate, 
making  three  in  all  for  next  year. 

Dr.  Wendell  C.  Phillips,  of  New  York,  was  elected 
President  and  Dallas  chosen  for  the  next  meeting. 

By  resolution,  the  various  delegates  were  requested 
to  make  full  reports  and  take  every  step  possible  to 
bring  about  a more  complete  affiliation  between  the 
state  associations  and  the  National  Organization. 

In  conclusion,  we  would  quote  from  the  remarks 
of  the  Speaker  of  the  House: 

“This  federacy,  which  makes  possible  our  Ameri- 
can Medical  Association,  represents  the  medical  pro- 
fession of  America.  We  stand  before  the  people  of 
the  nation,  representing  a science  that  is  concerned 
with  the  welfare  of  all  mankind.  A tremendous 
power  for  good  is  under  our  control.  A tremendous 
responsibility  is  therein  entailed.  The  consciousness 
of  that  responsibility  cannot  be  lightly  assumed.” 

Supplementary  Report  of  Delegates  to  the  Ameri- 
can Medical.  Association. 

(Read  before  House  of  Delegates  and  Executive 
Council.) 

In  addition  to  the  report  to  the  general  meeting, 
your  delegates  would  state  as  follows: 

1.  Graduate  Extension  Courses  are  being  most  suc- 
cessfully conducted  in  several  states,  and  are  greatly 
to  the  advantage  of  the  “stay  at  home”  doctors.  We 
would  urge  that  this  matter  be  given  serious  con- 
sideration. 

2.  Organization.  In  comparison  with  other  states, 
Virginia  is  not  reaping  all  of  the  good  results  of 
organized  medicine,  and  especially  at  this  time  with 
quackery  fighting  the  profession  so  vigorously  and 
with  unlimited  means.  An  organization  in  each 
county  of  the  state  would  defeat  such  pernicious 
efforts. 

We  would  particularly  call  your  attention  to  the 
new  constitution  and  by-laws  recommended  for  state 
societies.  From  this  we  would  quote  section  two  of 
the  by-laws  and  recommend  that  this  at  least  be 
adopted  at  this  meeting. 

“Each  Councilor  shall  be  organizer,  peacemaker 
and  censor  for  his  district.  He  shall  visit  each  county 
in  his  district  at  least  once  a year  for  the  purpose 
of  organizing  component  societies  where  none  exist, 
for  inquiring  into  the  condition  of  the  profession, 
and  to  keep  in  touch  with  the  activities  of  and  to 
aid  in  the  betterment  of  the  component  societies  of 
his  district.  He  shall  make  an  annual  report  of 
his  work,  and  of  the  condition  of  the  profession  of 
each  county  in  his  district  at  the  annual  session 
of  the  House  of  Delegates.  The  necessary  traveling 
expenses  incurred  by  each  Councilor  in  the  line  of 
duties  herein  imposed  may  be  allowed  on  a proper 
itemized  statement,  but  this  shall  not  be  construed 
to  include  his  expenses  in  attending  the  annual 
session  of  the  Association.” 

In  practically  every  other  state  in  the  Union  the 
Councilors  have  th’s  authority  and  duty. 

3.  Life  Extension  Institutes  and  Periodical  Health 
Examinations.  Last  year  these  matters  were  brought 
before  you  so  hurriedly  that  there  was  no  time  for 
vigorous  action.  We  would  urge  that  you  give  ear- 
nest consideration  to  both  of  them.  Other  State  Asso- 
ciations are  insisting  that  their  members  sever  all 
connection  with  the  Life  Extension  Institutes,  either 


as  advisors  or  examiners,  and  are  also  taking  active 
steps  to  arrange  for  periodical  health  examinations 
by  the  regular  profession,  with  propaganda  through 
the  press  and  in  collaboration  with  the  State  Board 
of  Health. 

We  would  urge  similar  action  for  this  State. 

4.  Hygeia.  We  would  urge  that  vigorous  steps  be 
taken  to  extend  the  circulation  of  this  magazine 
among  both  doctors  and  laymen. 

5.  Full  Delegation  to  A.  M.  A.  It  is  exceedingly 
important  that  our  society  shall  have  its  entire  num- 
ber of  delegates  attend  the  meetings  of  the  A.  M.  A. 

We  would  respectfully  suggest  that  in  your  ap- 
pointing of  delegates  and  alternates,  arrangements 
be  made  whereby  the  full  number  may  be  present. 

Virginia  is  now  entitled  to  three  delegates. 

6.  Bristol  Members.  We  would  suggest  that  in- 
vestigation be  made  of  the  status  of  members  from 
Bristol,  Tenn.,  and  West  Virginia,  and  especially  to 
see  if  the  laws  of  the  A.  M.  A.  concerning  member- 
ship in  state  organizations  are  being  complied  with. 

7.  New  Management.  The  A.  M.  A.  is  now  in  con- 
trol of  practically  new  officers,  who  are  exceedingly 
anxious  to  co-operate  with  this  state  society  in  every 
possible  way,  and  have  requested  us,  as  your  dele- 
gates, to  convey  to  you  their  cordial  good  wishes. 
They  are  especially  anxious  to  have  the  officers  and 
committees  of  this  Association  call  upon  them  fre- 
quently both  by  letter  and  in  person. 

8.  Secretary.  We  would  strongly  advise  that  the 
Secretary  of  this  Society  be  authorized  to  attend 
regularly  the  annual  meetings  of  the  A.  M.  A.,  as 
well  as  the  meeting  of  secretaries,  which  she  already 
has  permission  to  attend. 

9.  In  conclusion,  we  would  say  that  our  work, 
while  arduous,  has  been  exceedingly  pleasant,  and 
has  opened  up  to  us  a new  vision  in  the  world  of 
organized  medicine. 

Respectfully, 

Southgate  Leigh, 

E.  C.  S.  Taliaferro. 

Delegates. 

The  resolutions  were  referred  to  the  Council. 

Dr.  E.  C.  S.  Taliaferro  presented  a motion  that  the 
delegates  from  this  Society  to  the  American  Medi- 
cal Association  should  be  made  members  of  the  House 
of  Delegates  of  the  State  Society.  As  this  would  be 
an  amendment  to  the  By-Laws  this  was  referred  to 
the  Executive  Council. 

There  being  no  further  business,  the  House  ad- 
journed to  meet  on  Thursday  morning  at  9 a.  m. 

HOUSE  OF  DELEGATES 

The  second  regular  meeting  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  Virginia  was  held 
at  Jefferson  Hotel,  Richmond,  at  9 A.  M.,  October 
15,  1925. 

Dr.  Wendell  C.  Phillips,  President-elect  of  the 
American  Medical  Association,  addressed  the  House. 
In  his  talk  he  stressed  the  fact  that  the  county 
society  is  the  unit  upon  which  the  state  organiza- 
tion should  be  built.  He  stated  that  from  informa- 
tion he  had  rece!ved.  our  Society  is  not  as  fully  or- 
ganized as  it  should  be  and  cited  instances  of  the 
good  work  accomplished  in  a number  of  states  in 
which  organization  methods  obtain.  He  announced 
that  he  would  address  the  general  meeting  this 
afternoon  on  “The  Achievements  of  the  American 
Medical  Association.” 

The  Secretary  then  called  the  roll,  and  a quorum 
was  found  present. 
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Minutes  of  the  last  meeting  of  the  House  were 
read  and  approved. 

Report  of  the  Executive  Council  was  next  read 
by  its  clerk,  Dr.  L.  T.  Price. 

Report  of  Executive  Council. 

The  Executive  Council  of  the  Medical  Society  of 
Virginia  held  its  annual  meeting  at  the  Jefferson 
Hotel,  at  6 o’clock  Wednesday  evening,  October  14> 
1925,  the  Chairman,  Dr.  A.  L.  Gray,  presiding.  The 
meeting  called  to  order.  Roll  called  showed  a full 
attendance. 

Present:  Dr.  A.  L.  Gray,  Chairman,  Drs.  Isaac 

Peirce,  L.  T.  Price,  J.  B.  Nicholls  (acting  for  Dr. 
H.  H.  Trout),  W.  B.  Martin,  J.  Staige  Davis,  C.  P. 
Jones,  Israel  Brown,  W.  D.  Kendig,  D.  H.  Mason, 
T.  A.  Kirk,  Walter  Cox  (for  Dr.  R.  L.  Page),  Hugh 
McGuire,  J.  A.  Gilmer  (for  Dr.  C.  W.  Bowyer)  and 
M.  T.  McCulloch  (for  Dr.  P.  K.  Graybill). 

The  minutes  of  the  previous  meeting  were  read 
by  Dr.  L.  T.  Price,  and  were  received,  approved  and 
filed. 

Dr.  Israel  Brown,  Chairman  of  the  Committee  on 
Survey  of  Industrial  Insurance,  submitted  his  report. 

Report  of  Committee  on  Industrial  Compensation.. 

We  believe  that  the  purpose  of  the  Compen- 
sation Law  is  to  render  assistance  and  medical 
attention  to  those  of  the  employees  that  are  in- 
jured, the  cost  of  this  being  added  to  the  cost  of 
the  manufactured  article,  and  finally  paid  for  by 
the  consumer,  and  justly  so,  though  it  is  an  in- 
direct tax.  With  this  we  have  no  cause  of 
complaint. 

We  believe  as  with  the  law  that  the  medical 
fees  should  be  just  and  reasonable,  now  that  it 
is  to  the  interest  of  the  insurance  comnanies 
to  make  these  fees  as  low  as  possible,  though 
not  conserving  the  best  interest  of  the  employer 
or  employee.  In  some  instances  the  fees  are  in- 
compatible with  reasonable  professional  service. 

The  Workman’s  Compensation  Law  of  Virginia 
as  far  as  the  Medical  Profession  is  concerned,  is 
a just  and  reasonable  one. 

We  believe  it  would  be  to  the  best  interest 
of  those  concerned  that  a physic:an  should  be 
a member  of  the  Industrial  Commiss’on  of  Vir- 
ginia: lacking  this,  that  there  should  be  an  ad- 
visory committee  of  three  physic’ans  appointed 
yearly  by  the  Pres’dent  of  the  Medial  Society 
of  Virginia,  to  whom  all  d'sputed  claims  of  phy- 
sic’ans  before  the  Commi.ss’on  should  be  re- 
ferred for  final  action.  In  this  way  the  interest 
of  the  Medical  Profession  will  be  best  conserved 
and  will  not  be  a question  of  profess'onal  service 
bartered  for  and  sold  to  the  lowest  b'dder. 

Respectfully  submitted, 

Israel  Brown, 

WT.  L.  Peple. 

It  was  moved  and  seconded  that  it  be  adopted. 
Dr.  Brown  made  a subsequent  report  regarding 
certain  cases  of  alleged  malpractice  in  the  courts 
of  Norfolk,  stating  that  they  will  be  continued  and 
that  no  conclusive  action  had  been  arrived  at.  The 
question  of  establishing  a minimum  and  maximum 
amount  for  legal  defense  in  each  case  was  d;s- 
cussed,  but  no  final  action  arrived  at.  The  Council 
felt  that  it  should  act  on  each  specific  case  as  it 
was  reported  to  the  .Council. 

Motion  was  duly  made  and  seconded  that  the  Presi- 
dent of  the  Soc’ety.  Chairman  of  the  Executive  Coun- 
cil, and  D'strict  Councilor  from  D’strict  in  which 


case  is  cited,  shall  decide  what  action  shall  be  taken 
in  each  instance.  Carried. 

Dr.  H.  U.  Stephenson,  Chairman  of  the  Legislative 
Committee,  reported  that  because  of  the  Legislature 
not  having  met  since  last  meeting  of  the  Society, 
there  had  been  no  occasion  for  his  committee  t.o 
act  on  any  matters. 

The  Committee  on  Correspondence  submitted  their 
report,  which  was  read  by  the  clerk: 

Your  Committee  on  Correspondence  begs  to 
submit  the  following  report: 

We  recommend  that  the  physicians  of  Giles 
County  be  allowed  to  join  the  Southwestern  Vir- 
ginia Medical  Society,  their  petition  having  been 
signed  by  every  doctor  in  Giles  County. 

That  a copy  of  the  Hygeia  Magazine  be  mailed 
to  each  member  of  the  Legislature  in  Virginia. 

That  the  Council  draw  up  suitable  resolutions 
requesting  the  National  Conference  on  Street  and 
Highway  Safety  to  make  spec'al  provision  for 
doctors  when  on  emergency  calls. 

That  the  request  of  the  Piedmont  Medical  So- 
ciety for  a charter  be  granted. 

That  the  matter  of  placing  a suitable  tomb- 
stone to  mark  the  grave  of  Doctor  Mettauer  be 
referred  to  the  Executive  Counc'l. 

That  a committee  of  three  b°  apoo’nted  from 
the  Council  to  study  the  proposed  changes  in  the 
Constitution  and  By-Laws  and  that  their  report 
be  made  at  the  next  annual  meeting  of  the 
Society. 

That  the  letter  from  thp  American  Foundation 
be  referred  to  the  Executive  Council. 

That  a suRable  resolution  be  drawn  up  by  the 
Execut've  Counc;l,  requesting  Congress  to  de- 
duct from  the  income  tax  expenses  incurred  by 
med’cal  men  in  attending  medical  meetings  and 
post-graduate  courses. 

Respectfully  submitted, 

E.  C.  S.  Taliaferro, 

T.  A.  Bigger. 

K.  D.  Graves. 

This  was  now  open  to  discussion. 

Motion  was  duly  made  and  seconded  that  the  re- 
ciuest  of  the  Giles  County  physicians  that  they  be 
allowed  to  join  the  Southwestern  Virginia  Medical 
Society  be  granted.  Adopted. 

A recommendation  that  the  Hygeia  magazine  be 
mailed  to  each  member  of  the  Legislature  was  dis- 
cussed at  length  and  it  was  decided  not  to  do  so. 

The  subject  of  special  privileges  being  requested 
for  physic’ans  from  the  NaHonal  Conference  on 
Streets  and  Highways  was  discussed  and  dismissed 
without  action*  the  feeling  being  that  the  matters 
had  best  not  be  acted  on  officially,  as  those  present 
stated  that  they  had  been  treated  courteously  in 
this  respect  and.  should  they  take  it  up  officially, 
it  might  do  more  harm  than  good. 

A letter  was  read  from  Dr.  L~wis  Holladay,  Secre- 
tary of  Piedmont  Medical  Society,  requesting  a char- 
ter for  that  society,  composed  of  the  ten  count'es  of 
Albemarle,  Louisa,  Nelson,  Orange,  Culpeper,  Flu 
vanna,  Green.  Madison,  Buckingham  and  Spotsylva- 
nia. After  discussion,  it  was  moved  and  seconded 
that,  thpy  be  recognized  as  a District  Society  and 
be  entitled  to  one  delegate  in  the  House  of  Delegates 
of  the  Society,  but  that  they  could  not  be  granted  a 
charter  unless  the  independent  societies  in  the 
District  Society  relinquish  the:r  charters.  Adopted. 

During  discussion  of  subject  of  granting  a charter 
to  Piedmont  Society,  Dr.  C.  P.  Jones  sfated  that 
should  a charter  be  granted  that  Society,  similar 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


523 


rights  should  be  extended  the  Walter  Reed  Medical 
Society,  composed  of  the  counties  of  Gloucester, 
Mathews,  Middlesex,  King  and  Queen,  York,  James 
City,  Elizabeth  City,  Warwick,  Isle  of  Wight,  Nanse- 
mond,  Accomac  and  Northampton.  The  same  action 
was  taken  with  regard  to  the  Walter  Reed  Medical 
Society  as  with  the  Piedmont  Medical  Society. 

The  recommendation  regarding  the  placing  of  a 
suitable  tombstone  to  mark  the  grave  of  Dr.  John 
Peter  Mettauer  was  discussed  and  a motion  was 
made,  duly  seconded  and  carried  that  the  chair- 
man of  the  Council  appoint  a committee  of  three  to 
look  into  the  matter  and  report  at  the  next  meeting 
of  the  Society. 

The  recommendation  that  a committee  of  three  be 
appointed  by  the  Council  to  study  and  recommend 
proposed  changes  to  the  Constitution  and  By-Laws 
was  next  brought  up.  It  was  moved,  seconded  and 
carried  that  the  Chairman  of  the  Executive  Council 
appoint  a committee  for  that  purpose. 

A letter  was  read  from  the  American  Foundation 
maintaining  the  American  Peace  Award,  in  which 
they  asked  that  the  Society,  by  suitable  resolution, 
express  its  emphatic  desire  for  a record  vote  of  the 
Senate  on  the  Court  on  the  Harding-Hughes  terms. 
By  action,  this  was  laid  on  the  table. 

The  recommendation  that  the  Executive  Council 
request  Congress  to  pass  such  measures  as  necessary 
for  the  allowance  of  deduction  for  expenses  in  at- 
tending medical  meetings  and  post-graduate  courses 
in  computing  income  tax  returns  was  discussed  at 
length,  and  a motion  was  duly  made,  seconded  and 
carried  that  this  matter  be  laid  on  the  table. 

The  question  of  organizing  and  re-organizing 
county  medical  societies  received  a great  deal  of 
discussion,  and  a motion  was  made,  seconded  and 
carried  that  one  thousand  dollars,  or  as  much  thereof 
as  is  necessary,  be  authorized  to  be  expended  by 
the  Secretary  of  the  Society  for  that  purpose.  The 
Councilors  from  the  various  districts  are  to  co- 
operate with  and  assist  in  this  work  as  far  as  possi- 
ble, visiting  the  field  with  the  secretary,  when  neces- 
sary. 

The  following  officers  and  members  of  standing 
committees  were  nominated  for  the  ensuing  year: 

President,  Dr.  W.  L.  Harris.  Norfolk. 

First  Vice-President,  Dr.  T.  D.  Jones,  Richmond. 

Second  Vice-President , Dr.  Geo.  J.  Tompkins, 
Lynchburg. 

Third  Vice-President,  Dr.  A.  M.  Showalter.  Chris- 
tiansburg. 

Secretary-Treasurer  and  Business  Manager , Miss 
Agnes  V.  Edwards.  Richmond. 

Councilors  from  the  State  at  Large.  Dr.  J.  Gates 
Goode,  Cheriton,  and  Dr.  Francis  H.  Smith,  Abing- 
don. 

Membership  Committee,  Dr.  .Tos.  A.  White,  chair- 
man; Drs.  P.  D.  Johnston,  J.  A.  Rucker,  R.  L.  Raiford, 
F.  J.  Wright,  E.  W.  Dodd,  Lewis  Holladay,  Geo. 
J.  Williams,  J.  E.  Knight  and  C.  E.  Conrad. 

Judiciary  Committee.  Dr.  W.  F.  Drewry,  Chairman, 
Drs.  Hugh  Nelson,  Frank  Hancock.  Bernard  Kyle, 
J.  A.  Owen,  J.  L.  Early,  R.  S.  Kight,  W.  L.  Peple 
and  A.  F.  Robertson. 

Legislative  Committee,  Dr.  H.  U.  Stephenson.  Chair- 
man, Drs.  J.  Bolling  Jones,  T.  S.  Hening.  J.  W.  Pres- 
ton, P.  E.  Tucker,  S.  W.  Maph's.  G A.  Stover.  Israel 
Brown.  J.  Shelton  Horsley  and  E.  G.  Williams. 

Publication  Committee.  Dr.  A.  G.  Brown,  Chair- 
man. Drs.  A.  L.  Gray,  B.  R.  Tucker,  P.  W.  Howie 
and  E.  L.  Kendig. 

Delegates  to  American  Medical  Association.  Dr. 


Southgate  Leigh,  for  two  years;  Dr.  S.  S.  Gale  and 
Dr.  J.  Shelton  Horsley,  Sr.,  one  year  each.  Alter- 
nates, Dr.  Hunter  McGuire,  of  Winchester,  for  two 
years;  Dr.  E.  G.  Williams  and  Dr.  E.  C.  S.  Taliaferro, 
for  one  year  each. 

Virginia  State  Board  of  Medical  Examiners.  1st 
District,  Dr.  J.  N.  Barney,  Fredericksburg;  2nd  Dis- 
trict, Dr.  P.  St.  L.  Moncure,  Norfolk;  3rd  District, 
Dr.  H.  U.  Stephenson,  Richmond;  4th  District,  Dr. 
F J.  Wright,  Petersburg;  5th  District,  Dr.  I.  Car- 
rington Harrison,  Danville;  6th  District,  Dr.  J.  W. 
Preston.  Roanoke;  7th  District,  Dr.  P.  W.  Boyd,  Win- 
chester; 8th  District,  Dr.  Lewis  Holladay,  Orange; 
9tli  D’strict,  Dr.  F.  H.  Smith,  Abingdon;  10th  Dis- 
trict, Dr.  Robert  Glasgow,  Lexington. 

An  invitation  was  cordially  extended  by  Dr.  Brown 
on  behalf  of  the  Norfolk  County  Medical  Society,  to 
hold  the  next  annual  meeting  in  that  city,  which  was 
duly  accepted. 

There  being  no  further  business  to  be  discussed, 
the  meeting  adjourned. 

L.  T.  Price,  Clerk. 

This  report  was  now  open  for  discussion. 

Dr.  Peyser  asked  why  it  was  that  the  matter  in 
regard  to  the  deduction  of  expenses  of  physicians 
while  attending  medical  societies  and  post-graduate 
courses  was  laid  on  the  table.  Dr.  A.  L.  Gray  ex- 
plained the  reason  therefor,  but  stated  that  some- 
thing should  be  done  about  the  repeal  of  the  Harri- 
son Narcotic  Tax,  which  was  originally  $1.00. 

After  discussion  Dr.  A.  F.  Robertson  moved  that 
the  Medical  Society  of  Virginia  go  on  record  as 
protesting  against  the  disallowance  of  income  tax 
deductions  for  expenses  incident  to  attendance  upon 
medical  conventions  and  post-graduate  courses  and 
that  the  Society  heartily  endorse  the  reduction  of 
the  narcotic  tax  from  $3.00  to  $1.00.  Dr.  Peyser 
offered  as  an  amendment,  that  the  last  part  of  Dr. 
Robertson’s  resolution  in  regard  to  the  Harrison  Act 
be  adopted.  The  motion  was  adopted  as  amended. 
Carried. 

The  report  of  the  Executive  Council  was  approved 
as  amended. 

Under  unfinished  business  Dr.  M.  A.  Johnson  re- 
ported for  the  Committee  on  Periodic  Health  Exami- 
nations and  offered  as  a resolution  that  copies  of 
the  pamphlets  edited  by  the  A.  M.  A.  be  purchased 
and  distributed  to  the  members  of  the  State  Society. 
Dr.  Israel  Brown  objected,  on  the  ground  that  there 
were  not  sufficient  funds  available  for  such  pur- 
pose, and  moved  that  we  recommend  to  each  county 
society  that  they  purchase  these  pamphlets  for  dis- 
tribution. which  was  seconded  and  carried. 

Under  New  Business,  Dr.  W.  H.  Higgins  spoke  of 
the  fact  that  for  the  past  few  years  our  programs 
have  been  arranged  so  that  our  meetings  have  closed 
with  an  “anti-climax,”  and  offered  a motion  that 
this  body  approve  of  having  a three  night  and  two- 
day  meeting  and  that  the  program  committee  be 
given  power  to  select  a sufficient  number  of  papers 
to  cover  that  time.  Motion  was  seconded. 

Dr.  A.  L.  Gray,  a member  of  the  program  commit- 
tee. explained  the  difficulties  encountered  by  that 
committee  in  arranging  the  program.  After  a free 
discussion  it  was  moved  that  the  entire  matter  be 
left  in  the  hands  of  the  program  committee,  in 
accordance  with  the  motion  adopted  at  the  Staunton 
meeting  last  year.  The  motion  was  seconded  and 
carried. 

Dr.  M.  A.  Johnson  cited  the  case  of  Dr.  H E. 
Jones,  who  was  expelled  from  the  Roanoke  Academy 
of  Medicine  one  year  ago  and  stated  that  no  action 
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has  yet  been  taken  by  the  Society.  Motion  was 
duly  made  and  seconded  that  Dr.  Jones  be  expelled 
from  membership  in  the  State  Society.  Carried. 

The  following  officers  and  members  of  standing 
committees  were  nominated  for  the  ensuing  year: 

President,  Dr.  W.  L.  Harris,  Norfolk. 

First  Vice-President,  Dr.  T.  D.  Jones,  Richmond. 

Second  Vice-President,  Dr.  Geo.  J.  Tompkins, 
Lynchburg. 

Third  Vice-President,  Dr.  A.  M.  Showalter,  Chris- 
tian sburg. 

Secretary-Treasurer,  Miss  Agnes  Edwards,  Rich- 
mond. 

Delegates  from  the  State  at  Large,  Dr.  J.  Gates 
Goode,  Cheriton,  and  Dr.  F.  H.  Smith,  Abingdon. 

Delegate  from  the  Fifth  District,  Dr.  I.  C.  Harrison, 
Danville. 

Delegate  from  the  Seventh  District,  Dr.  Walter 
Cox,  Winchester. 

Delegate  from  the  Eighth  District,  Dr.  G.  T.  Klip- 
stein,  Alexandria. 

Membership  Committee:  Dr.  J.  A.  White,  chair- 

man, and  Drs.  Geo.  J.  Williams,  J.  E.  Knight,  C.  E. 
Conrad,  P.  D.  Johnston,  R.  L.  Raiford,  J.  A.  Rucker, 
F J.  Wright,  E.  W.  Dodd  and  Lewis  Holladay. 

Judiciary  Committee:  Dr.  Wm.  F.  Drewry,  chair- 

man, and  Drs.  Hugh  Nelson,  Frank  Hancock,  Bern- 
ard Kyle,  J.  A.  Owen,  J.  L.  Early,  R.  S.  Kight,  W.  L. 
Peple  and  A.  F.  Robertson. 

Legislative  Committee:  Dr.  H.  U.  Stephenson, 

chairman,  and  Drs.  J.  Bolling  Jones,  T.  S.  Hening, 
J.  W.  Preston,  P.  E.  Tucker,  S.  W.  Maphis,  G.  A. 
Stover,  Israel  Brown,  J.  Shelton  Horsley  and  E.  G. 
Williams. 

Publication  Committee:  Dr.  A.  G.  Brown,  chair- 

man, and  Drs.  A.  L.  Gray,  B.  R.  Tucker,  P.  W. 
Howie,  and  E.  L.  Kendig. 

Delegates  to  the  American  Medical  Association: 
Dr.  Southgate  Leigh,  for  two  years,  and  Drs.  S.  S. 
Gale  and  J.  Shelton  Horsley,  for  one  year  each. 

Alternates:  Dr.  Hunter  McGuire,  Winchester,  for 

two  years,  and  Drs.  E.  G.  Williams  and  E.  C.  S. 
Taliaferro,  for  one  year. 

Virginia  State  Board  of  Medical  Examiners:  1st 

District,  Dr.  J.  N.  Barney;  2nd  District,  Dr.  P.  St. 
L.  Moncure ; 3rd  D'strict,  Dr.  H.  U.  Stephenson;  4th 
District,  Dr.  Fletcher  J.  Wright;  5th  District, ' Dr. 
I.  C.  Harrison;  6th  District,  Dr.  .T.  W.  Preston;  7th 
D;strict,  Dr.  P.  W.  Boyd;  8th  District,  Dr.  Lewis 
Holladay;  9th  District,  Dr.  F.  H.  Smith;  10th  Dis- 
trict, Dr.  Robert  Glasgow. 

An  invitation  was  extended  by  the  Norfolk  County 
Medical  Society  for  the  Medical  Society  of  Virginia 
to  hold  its  1926  session  in  that  city. 


This  report  was  presented  on  Thursday  afternoon, 
October  15th,  by  special  order,  before  the  general 
meeting  of  the  Society  and  was  approved  as  read. 


Executive  CouncM. 

A called  meeting  of  the  Executive  Council  of  the 
Medical  Society  of  Virginia  was  held  on  Thursday 
evening,  October  15,  1925.  A quorum  being  found 
present,  nominations  were  asked  for  the  positions 
of  chairman  and  clerk  of  the  Council.  This  resulted 
in  the  election  of  Dr.  A.  L.  Gray,  as  chairman,  and 
Dr.  W.  B.  Martin,  as  clerk. 

Owing  to  his  connection  with  the  Council  on  Scien- 
tific Assembly  of  the  American  Medical  Association 
and  the  impossibility  of  his  filling  this  position  and 
that  of  delegate  from  our  Society,  Dr.  J.  Shelton 
Horsley  requested  that  a delegate  be  appointed  in 


his  place.  Dr.  Hunter  McGuire,  Winchester,  the 
two-year  alternate,  was  elected  delegate  for  one 
year  from  the  Medical  Society  of  Virginia  to  the 
American  Medical  Association  and  Dr.  C.  C.  Cole- 
man, Richmond,  was  elected  two-year  alternate  vice 
Dr.  McGuire. 

There  being  no  further  business  before  the  Coun- 
cil, it  adjourned. 

Agnes  V.  Edwakds,  Clerk,  Pro-Tem. 


The  minutes  of  the  called  meeting  of  the  Executive 
Council  were  read  before  the  general  meeting  of 
the  Society,  at  its  closing  session  on  October  16,  1925, 
and  it  was  moved  and  seconded  that  they  stand 
approved. 

Votes  of  thanks  were  extended  the  city,  the  local 
society  and  ladies,  Hermitage  Golf  Club  and  Jeffer- 
son Hotel  for  the  courtesies  extended  members  while 
attending  the  meeting. 

The  retiring  President,  Dr.  Hunter  H.  McGuire, 
Winchester,  was  elected  to  honorary  membership  in 
the  Society. 

The  following  report  on  the  Gorgas  Memorial  In- 
stitute was  presented  before  the  general  session 
shortly  before  adjournment: 

Report  on  Gorgas  Memorial  Institute. 

For  the  last  two  years  a co-operative,  lay  and 
medical  movement,  having  for  its  object  the  reduc- 
tion of  unnecessary  illness  and  the  prolongation  of 
life,  has  been  functioning  in  the  United  States.  The 
organization  sponsoring  this  movement  is  the  Gorgas 
Memorial  Institute,  of  which*  President  Calvin 
Coolidge  is  the  honorary  head,  Vice-President,  Charles 
G.  Dawes,  a member  of  its  executive  committee,  and 
other  distinguished  lay  and  medical  men,  members 
of  its  board  of  directors  and  state  committees. 

The  name  of  William  Crawford  Gorgas  is  world 
renowned.  He  was  born  in  Mobile,  October  3,  1854. 
His  father  was  chief  of  the  Ordnance  Department, 
C.  S.  A.  He  graduated  from  Sewanee  with  the  de- 
gree of  B.  A.,  and  obtained  his  doctor  of  medicine 
degree  from  Bellevue  Medical  College.  It  was  his 
vision  and  genius  that  made  possible  the  completion 
of  the  Panama  Canal  after  the  French  had  failed 
three  times  and  the  United  States  was  on  the  verge 
of  giving  it  up  as  a feat  impossible  of  achievement. 
Prior  to  that  time*,  he  had  rid  Cuba  of  yellow  fever, 
where  for  three  centuries  it  had  been  rampant.  To 
memorialize  his  achievements  in  this  direction,  the 
Gorgas  Memorial  will  conduct  a tropical  research 
piogram  at  Panama,  where  the  Republic  has  donated 
the  site  and  guaranteed  the  initial  buildings  in 
which  to  carry  on  the  work. 

During  the  late  World  War,  as  Surgeon  General 
of  the  Army,  Gorgas,  by  the  application  of  proper 
scientific  principles,  kept  the  troons  in  better  physi- 
cal cond:tion  than  any  corresponding  group  in  civil 
life,  despite  the  rigors  of  camp  and  trench.  On 
these  three  historical  occasions  Gorgas  demonstrated 
what  could  be  accomplished  through  co-operation  be- 
tween the  public  and  scientific  medicine.  Hence 
it  is  that  the  Gorgas  Memorial  has  incorporated  as 
one  of  its  fundamental  principles,  the  promotion  of 
co-operation  between  scientific  medicine  and  the 
public  to  conserve  the  present  needless  waste  of 
human  resources. 

The  average  person  does  not  realize  that  of  the 
3.000.000  cases  of  daily  illness  in  the  United  States, 
at  least  twenty-five  per  cent  is  preventable  and  that 
approximately  25,000.000  youths  and  adults  in  the 
United  States  are  below  par  physically  and  in  need 
of  immediate  medical  aid. 
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Through  the  medium  of  the  Gorgas  Memorial  the 
members  of  the  medical  profession  have  united  with 
laymen  and  women  of  vision  to  "health  education” 
of  the  people.  The  problem  heretofore  has  been  to 
make  this  knowledge  available  to  the  average  indi- 
vidual in  such  a form  that  he  will  understand  it, 
and  to  make  its  presentation  sufficiently  attractive 
to  command  his  attention.  Placing  abstruse  scien- 
tific facts  in  untrained  hands  is  not  practical.  The 
knowledge  must  be  directed  and  conveyed  in  such 
a way  that  it  will  accomplish  the  maximum  amount 
of  good.  No  one  can  instruct  in  matters  of  health 
so  well  as  the  physician  who  has  spent  the  best 
years  of  his  life  acquiring  the  latest  scientific  knowl- 
edge obtainable  in  the  care  of  the  bodily  machine. 

Acting  on  the  theory  that  the  public  if  properly 
informed  will  co-operate  with  the  scientific  medical 
profession,  the  directors  of  the  Gorgas  Memorial 
agreed  that  an  important  phase  of  its  activities 
should  consist  of  a campaign  of  health  education, 
directed  to  the  public  through  the  medium  of  the 
daily  newspapers,  general  magazines,  radio,  moving 
pictures,  and  lectures  before  clubs  and  other  com- 
munity gatherings. 

When  the  program  had  been  outlined,  the  next 
step  was  the  securing  of  funds  to  finance  it.  It  was 
decided  to  go  directly  to  groups  of  representative 
men  and  women,  doctors  and  laymen,  in  each  state 
with  the  plan,  asking  each  one  to  contribute  not 
less  than  $100  to  a fund  to  get  the  work  under 
way.  One  of  the  directors  of  the  Memorial  advanced 
a sufficient  amount  to  cover  the  cost  of  administra- 
tion for  the  first  month,  and  two  field  workers  were 
sent  out  from  headquarters  to  call  upon  selected 
groups  of  medical  men,  outline  the  program  to  them 
and  enlist  their  financial  and  moral  support. 

The  organization  plan  provides  for  not  less  than 
100  committee  members  to  each  1,000,000  population. 
At  first  blush,  the  idea  of  asking  each  committee 
member  to  subscribe  $100  when  he  accepted  appoint- 
ment to  the  committee  was  rather  a shock,  but  when 
he  realized  that  it  was  his  pocketbook  investment 
in  the  project  that  would  retain  his  interest  in  it 
and  aid  in  its  development,  he  enthusiastically  ap- 
proved the  plan.  The  purpose  of  tli;s  method  of  or- 
ganization was  two-fold:  First,  to  instill  in  each 

committee  member  a real  live  interest  in  the  move- 
ment of  which  he  was  to  be  a participating  life  mem- 
ber; and  second,  to  obtain  at  once  a working  fund 
to  get  the  campaign  under  way  without  delay. 

As  a result  of  this  effort,  nearly  two  thousand 
representative  doctors  and  laymen  are  now  organ- 
ized throughout  the  country,  each  state  having  its 
nucleus  of  progressive  individuals  heartily  co-operat- 
ing in  bringing  to  a successful  issue  this  national 
movement  to  make  life  healthier  and  longer.  To 
illustrate  the  universal  interest  exhibited  by  the  pro- 
fession throughout  the  United  States  in  the  pro- 
ject, our  committee  membership  shows  349  members 
organized  to  date  in  New  York,  147  in  Michigan,  107 
in  California,  and  other  states  in  proportion.  Plans 
are  now  under  way  in  certain  states  where  the 
medical  group  has  been  completed  to  inaugurate  a 
campaign  for  financial  support  among  the  laity.  The 
directors  of  the  memorial  feel  that  it  is  essential  to 
have  the  medical  members  completely  organized  be- 
fore going  to  the  public  with  the  plan  in  order 
that  the  representative  doctors  in  each  community 
may  be  identified  with  it — giving  it  the  stamp  of 
authority  that  will  distinguish  it  from  the  many 
sporadic  organizations  that  are  here  today  and  gone 
tomorrow.  The  quota  set  for  the  state  of  Virginia 


is  230  doctors  and  laymen.  The  membership  at 
present  numbers  22.  To  complete  the  quota  there- 
fore, we  want,  to  secure  as  soon  as  possible  180  doc- 
tors and  50  laymen  to  serve  on  the  Virginia  Gov- 
erning Committee. 

Payment  of  the  $100  subscription  may  be  dis- 
tributed over  a period  of  five  years  if  desired.  In 
this  way  the  financial  burden  is  not  onerous. 

To  visualize  what  may  be  expected  when  the 
Gorgas  program  is  functioning  100  per  cent,  the 
following  mention  may  be  made  of  the  expansion 
of  the  health  educational  program  inaugurated  in  a 
modest  way  six  months  ago: 

In  February  of  this  year,  a health  article,  written 
by  a well  known  doctor  in  popular  newspaper  style, 
was  sent  to  1,000  newspapers  throughout  the  United 
States,  under  the  auspices  of  the  Gorgas  Memorial. 
Soon  clippings  from  the  papers  that  published  this 
release  began  to  pour  in,  exhibiting  a national  in- 
terest in  “The  Gorgas  Idea.”  Gradually  the  num- 
ber of  news  releases  was  increased,  and  a series  of 
radio  talks  broadcasted,  until  now  the  Gorgas  Me- 
morial is  reaching  millions  of  people  with  its  mes- 
sage of  “better  health  and  longer  life.”  It  is  esti- 
mated that  the  Gorgas  health  talks  now  reach  at 
least  10,000,000  readers  and  as  the  program  is  being 
steadily  extended  it  is  reasonable  to  expect  that 
by  the  first  of  the  year  this  number  will  be  doubled. 

“Good  health”  appeals  to  everyone.  It  is  of  fun- 
damental importance  to  young  and  old,  rich  and  poor. 
Charlatans  and  irregulars  recognize  this  interest  on 
the  part  of  an  uninformed  laity  and  have  preyed  on 
its  lack  of  knowledge  of  scientific  facts.  The  Gorgas 
Memorial  has  demonstrated  that  authentic  health  in- 
formation is  gratefully  received  by  an  interested 
public. 

One  point  that  is  stressed  in  all  the  releases  dis- 
tributed from  headquarters,  and  which  must  be  im- 
pressed upon  every  man,  woman  and  child  in  the 
land,  is  the  importance  of  the  periodic  health  ex- 
aminations by  the  family  doctor.  No  one  would 
think  of  starting  on  a long  motor  trip  without  first 
examining  his  automobile  and  yet  we  go  through 
life  disregarding  health  danger  signals,  never  hav- 
ing a medical  expert  go  over  the  most  intricate  and 
valuable  machine  we  can  ever  hope  to  possess — 
whose  parts  when  once  destroyed  are  irreplaceable — 
until  some  emergency  arises  that  obliges  us  to  call 
in  the  family  doctor.  Then,  many  times,  too  late, 
he  finds  that  our  motors  have  not  been  functioning 
properly,  that  faulty  habits  of  diet  or  living  have 
caused  a general  breakdown  that  might  easily  have 
been  prevented  if  we  used  common  sense  in  the  care 
of  our  health.  Heart  disease,  Bright’s  disease,  dia- 
betes, and  many  other  diseases  of  middle  life  are 
the  so-called  “habit  or  degenerative  disease,”  which 
could  be  controlled  or  entirely  eradicated  if  discov- 
ered in  early  life. 

One  of  the  big  insurance  companies  recently  re- 
ported that  in  a group  of  its  policyholders,  the 
members  of  which  had  been  subjected  to  frequent 
medical  examination,  the  span  of  life  had  been  in- 
creased eight  and  one-half  years  wityiin  the  last 
twelve  years,  as  against  an  increase  of  five  years 
in  the  same  period  among  those  who  did  not  have 
health  examinations.  What  might  not  be  expected, 
if  the  annual  health  audit  became  a national  habit? 

Through  its  educational  program,  the  Gorgas  Me- 
morial hopes  to  develop  such  close  co-operation  be- 
tween the  public  and  scientific  medicine  that  the 
vast  storehouse  of  knowledge,  ready  and  waiting, 
to  be  drawn  upon,  may  be  utilized  to  the  best  possi- 
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ble  advantage  by  doctor  and  patient.  It  will  show 
people  how  co-operation  between  the  doctor  and  the 
individual  will  improve  personal  health  standards 
and  lengthen  the  span  of  life. 

It  will  impress  upon  the  laity  the  fact  that  scien- 
tific medicine  rather  than  the  various  cults  and 
isms  should  be  regarded  as  the  authority  in  all  mat- 
ters pertaining  to  health.  It  is  one  foundation  that 
places  the  direction  of  medical  affairs  in  the  hands 
of  curative  medicine  where  it  properly  belongs. 

To  develop  the  entire  Gorgas  program  on  a com- 
prehensive scale,  it  is  estimated  that  the  income 
from  a $5,000,000  Endowment  Fund  will  be  required, 
the  principal  of  which  will  be  invested  in  trust  se- 
curities and  the  income  only  used  to  maintain  the 
work  in  perpetuity.  Through  the  generosity  of  the 
State  Governing  Committee  members,  who  have  been 
supporting  the  project  up  to  the  present,  a small  start 
has  been  made.  The  reception  accorded  our  initial 
efforts  has  been  so  encouraging  that  we  are  anxious 
to  extend  them  as  rapidly  as  possible.  To  do  this 
we  must  have  the  whole  hearted  support  of  the 
medical  profession.  We  are  appealing  to  you  mem- 
bers of  the  Medical  Society  of  Virginia  and  your 
guests  to  help  in  this  big  program.  It  is  your  or- 
ganization and  your  financial  and  moral  support  is 
essential  to  its  success. 

Following  this  business,  the  reading  of  the  scien- 
tific papers  was  completed. 

The  fifty-sixth  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  then  adjourned  to  meet  in  Norfolk, 

sine  die. 

Agnes  V.  Edwakds, 
Secretary-Treasurer. 


Woman’s  Auxiliary  of  the  Medical  Society 
of  Virginia. 

October,  1925. 

The  first  session  of  the  Auxiliary  was  called  to 
order  Wednesday  morning,  October  14th,  1925,  at  ten 
o’clock,  in  the  Flemish  Room  of  the  Jefferson  Hotel. 
In  the  absence  of  the  president,  Mrs.  Hunter  H. 
McGuire,  of  Winchester,  who  was  prevented  from 
being  present  by  a painful  accident,  Mrs.  J.  Allison 
Hodges,  of  Richmond,  first  vice-president,  presided, 
opening  the  meeting  with  the  Lord’s  Prayer,  in  uni- 
son. Names  and  home  addresses  of  those  present 
showed  a very  satisfactory  attendance  from  the  State 
at  large.  Mrs.  Frank  Upshur,  president  of  the  Rich- 
mond Auxiliary,  welcomed  the  visitors,  and  Mrs.  J. 
W.  Preston,  of  Roanoke,  responded,  after  which  the 
minutes  of  the  Staunton  meeting  were  read  and  ap- 
proved. 

Mrs.  Southgate  Leigh,  of  Norfolk,  reported  that 
the  per  capita  dues  of  the  local  auxiliaries  to  the 
National  Auxiliary  were  made  25  cents  instead  of 
10  cents,  at  the  meeting  in  Atlantic  City  in  May,  and 
about  twenty  states  organized.  Report  of  the  Nor- 
folk auxiliary,  read  by  Mrs.  E.  F.  Truitt,  showed  a 
number  of  activities,  and  good  work  done,  one  im- 
portant work  being  the  placing  of  the  Hygeia  maga- 
zine in  the  schools,  Y.  M.  C.  A.,  Y.  W.  C.  A.,  Boy 
Scout  headquarters,  etc. 

Lynchburg  reported  by  Mrs.  Tompkins,  finds  the 
work  of  the  Auxiliary  overlapped  by  other  organi- 
zations, but  has  had  pleasant  social  meetings  and 
supplied  the  hospital  with  bulbs  and  flowers. 

Roanoke  reported  resting  on  their  laurels  since 
the  meeting  with  them  of  the  State  Auxiliary,  hut 
are  ready  for  any  emergency,  and  pay  their  dues. 

Mrs.  E.  G.  Hill  reported  for  South  Richmond  Aux- 


iliary, 15  members,  seven  meetings  and  ready  to  help 
in  any  way. 

Mrs.  Frank  Upshur  reported  40  paid  members  of 
the  Richmond  Auxiliary,  and  a number  of  others 
who  have  recently  joined  so  many  organizations  in 
the  city,  covering  all  branches  of  work,  that  the 
work  of  the  auxiliary  has  been  confined  to  the  Legis- 
lative Council. 

Mrs.  Vaden,  of  Buena  Vista,  reported  efforts  to 
organize  Rockbridge  County  unsuccessful  so  far,  but 
each  one  ready  to  do  her  part,  few  physicians  and 
great  distance  the  cause. 

Dr.  Lawrence  Price,  of  Richmond,  was  introduced 
at  this  time  and  spoke  of  the  Auxiliary  working 
with  the  Medical  Society  in  their  efforts  to  defeat 
the  Chiropractic  Bill,  urging  each  one  to  see  her 
representative  in  the  State  Legislature  and  try  to 
get  a promise  to  vote  against  same.  He  also  spoke 
of  the  time  it  takes  a physician  to  prepare  him 
or  herself  for  the  profession  and  the  few  weeks  or 
months  spent  in  study  of  chiropractic,  and  the  in- 
adequate equipped  study  halls  and  laboratories,  even 
in  their  best  schools,  requiring  three  years  of  six 
months  each,  to  receive  their  diploma. 

Mrs.  Preston,  of  Roanoke,  spoke  of  the  importance 
of  instructing  the  House  of  Delegates  as  to  what 
we  want,  and  of  educating  the  representatives  as 
to  the  various  cults  and  fads,  and  of  opposing  same. 

Dr.  Southgate  Leigh,  of  Norfolk,  was  next  intro- 
duced, and  followed  up  the  remarks  of  Dr.  Price 
by  talking  of  the  well  organized  work  of  the  National 
Chiropractic  Association,  and  the  necessity  of  active 
co-operation  by  the  Auxiliary  and  Medical  Society, 
in  order  to  defeat  the  bill  in  the  legislature.  He 
spoke  of  workers  being  sent  to  Norfolk  and  being 
paid  by  the  National  Chiropractic  Organization  to 
do  all  possible  to  defeat  the  two  Norfolk  physicians, 
members  of  the  legislature,  who  had  voted  against 
the  bill  at  the  last  session,  and  of  their  success  in 
the  same.  Also  of  the  fund  on  hand  to  furnish 
lawyers  for  any  Chiropractor  who  might  be  brought 
into  court  and  payment  to  such  of  $100  a month 
during  time  of  confinement,  should  said  Chiropractor 
receive  a jail  sentence.  Work  of  this  nature  is  car- 
ried on  in  all  sections  of  the  state  and  country. 

Dr.  Mary  Baughman  spoke  next  along  the  same 
lines,  also  emphasizing  the  importance  of  the  passage 
of  the  Parentage  Bill. 

The  attendance  at  the  night  session  of  the  Medi- 
cal Society,  a lecture  at  the  Woman’s  Club,  or  a 
visit  to  the  various  “movies,”  was  left  to  the  choice 
of  the  individual  members  for  Wednesday  evening. 

After  announcement  of  the  Thursday  morning 
program,  completing  unfinished  business,  and  the 
election  of  a president  (Mrs.  McGuire  being  unable 
to  serve  her  unexpired  term),  the  members  ad- 
journed for  a sight-seeing  trip  to  points  of  interest 
about  the  city,  and  a luncheon  at  the  Pine  Camp 
Hospital,  at  one  o’clock. 

Respectfully  submitted, 

M.  Edmonia  Garcin. 

(Mrs.  Ramon  D.  Garcin), 
Secretary  Pro.  Tern. 


October  15,  1925 

The  Thursday  morning  session  of  the  Woman’s 
Auxiliary  of  the  Medical  Society  of  Virginia  was 
called  to  order  in  the  Flemish  Room  of  the  Jefferson 
Hotel,  at  ten  o’clock,  Mrs.  J.  Allison  Hodges,  act- 
ing president,  in  the  chair.  After  prayer,  minutes 
of  previous  session  were  read  and  approved.  Arti- 
cles on  aims,  organization,  and  membership,  from  the 
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constitution  of  the  Virginia  auxiliary,  were  read- 
Roll  call  showed  several  present  who  were  not  at 
Wednesday's  meeting. 

At  this  point,  Mrs.  George  T.  King,  Treasurer,  and 
one  of  the  charter  members  of  the  Board  of  Manag- 
ers of  Sheltering  Arms  Hospital,  Richmond,  was  in- 
troduced and  gave  a most  interesting  talk  on  the 
work  of  the  Hospital  as  regards  the  splendid  work 
being  done  for  crippled  adults.  She  prefaced  her 
remarks  by  a short  sketch  of  the  hospital,  the  large 
number  of  patients  cared  for  during  the  past  year, 
(over  1,000),  without  any  cost  at  all  to  the  patient, 
and  of  this  number  over  100  were  cripples,  some  few 
children,  but  the  large  majority  over  fifteen,  some 
few  over  forty,  and  some  wonderful  cures.  One  of 
the  patients  was  a woman  past  middle  age,  who 
had  never  walked,  was  treated  for  about  eight  or 
nine  months,  and  left  the  hospital  wearing  shoes 
and  walking.  Several  other  equally  as  wonderful 
cases  were  reported.  These  patients  are  sent  from 
the  various  clinics  held  throughout  the  State.  Mrs. 
King  closed  her  talk  by  saying  that  the  expenses 
of  the  hospital  were  between  thirty-five  and  forty 
thousand  dollars,  and  the  known  income  only  about 
fourteen  thousand,  the  rest  coming  through  kind 
and  generous  friends.  As  patients'  are  received  from 
all  parts  of  Virginia,  a hint  to  the  wise  is  sufficient. 

Dr.  W.  Brownley  Foster,  Chief  Health  Officer  of 
Richmond,  was  the  next  speaker.  His  subject  was 
Narcotics.  He  spoke  of  their  terrible  effects  and 
increasing  use  of  morphine,  opium,  cocain,  etc.,  and 
the  various  means  of  smuggling  it  into  the  country 
and  the  large  cities,  and  how  powerless  we  seem 
at  present  to  prevent  it. 

A call  for  the  cities  organized  in  the  work  of 
the  auxiliary  showed  Norfolk,  Lynchburg,  Staunton, 
Roanoke,  Richmond,  and  South  Richmond  organized. 
Others  promised  to  go  home  and  organize  if  possi- 
ble; if  not,  to  try  to  do  the  work  of  the  auxiliary 
through  other  organizations.  Special  emphasis  was 
laid  on  our  efforts  towards  securing  a nurse  and 
full-time  health  officer  for  every  county  in  the  State: 
educational  lectures  along  health  lines,  etc.  A num- 
ber of  the  women  present  not  having  a local  aux- 
iliary pa;d  their  dues  to  the  State  organization,  be- 
coming “members  at  large.” 

Each  auxiliary  fixes  its  own  dues,  but  of  that 
amount  25  cents  goes  to  the  National  and  10  cents 
to  the  State  auxiliaries.  The  officers  are  elected  for 
two  years,  but  Mrs.  Hunter  McGuire  having  sent 
her  resignation,  a president  had  to  be  elected  to  fill 
her  unexpired  term  of  one  year.  Mrs.  J.  W.  Pres- 
ton, of  Roanoke,  proposed  Mrs.  Southgate  Leigh,  of 
Norfolk,  for  president,  and  she  was  unanimously 
elected. 

Mrs.  R.  L.  Raiford,  of  Sedley,  moved  that  a com- 
mittee be  appointed  to  draw  up  resolutions  of  ap- 
preciation for  the  enjoyable  time,  given  the  visiting 
members  during  their  stay  in  Richmond.  Mrs.  Rai- 
ford, Mrs.  W.  B.  Porter,  of  Roanoke,  and  Mrs.  M.  T. 
Vaden,  of  Buena  Vista,  were  appointed. 

Mrs.  Leigh,  the  newly  appointed  president,  made 
a short  talk,  asking  for  the  co-operation  of  all  the 
members  in  the  work  outlined  by  the  constitution, 
and  the  necessity  for  immediate  and  concerted  ac- 
tion along  the  lines  of  our  work,  especially  in  con- 
nection with  the  several  bills  to  come  before  the 
next  legislature. 

The  roll  call  showed  sixty  members  having  regis- 
tered, but  a number  were  in  attendance  whose  names 
were  not  secured,  they  either  coming  in  late  or 
leaving  before  their  names  were  listed. 


Mrs.  Henry  T.  Miller,  of  Washington,  D.  C.,  treas- 
urer, was  unable  to  attend  on  account  of  sickness, 
and  wrote  expressing  her  regrets  and  hoping  for  a 
good  meeting.  A telegram  was  read  from  Mrs.  Seale 
Harris,  president  of  the  Auxiliary  of  the  A.  M.  A., 
of  Birmingham,  Ala.,  expressing  her  regrets  at  not 
being  able  to  meet  with  us,  and  wishing  much  suc- 
cess in  the  efforts  being  put  forth. 

No  other  business,  the  meeting  adjourned  for 
luncheon  at  the  Country  Club. 

Respectfully  submitted, 

M.  Edmonia  Garcin, 

(Mrs.  RaImon  D.  Garcin), 
Acting  Secretary. 


Resolution  Adopted  by  Woman’s  Auxiliary,  M.  S.  V. 

Whereas,  The  Medical  Society  of  Virginia  has 
steadily  encouraged  the  presence  of  the  wives  and 
daughters  of  members  at  their  conventions,  and 

Whereas , The  said  wives  and  daughters  of  mem- 
bers are  now  attending  in  larger  numbers  than  ever 
before,  due  to  their  definite  work  in  the  Woman’s 
Auxiliary,  and, 

Whereas,  The  fifty-s:xth  annual  meeting  of  the 
Medical  Society  of  Virginia  is  more  largely  attended 
by  ladies  than  any  previous  meeting; 

Resolved,  That  the  ladies  here  assembled  wish  to 
express  their  sincere  thanks  and  appreciation  for 
all  the  lovely  entertainment  that  has  been  given 
them,  and  wish  especially  to  say  they  enjoyed  the 
luncheons  at  Pine  Camp  and  at  the  Country  Club, 
also  the  beautiful  musical  program  at  the  Country 
Club,  by  Mrs.  Mae  Righter,  soprano  soloist,  and 
Mrs.  Henry  Stein,  violinist,  the  theatre  party  and 
drives,  and  that  the  ball  will  be  long  remembered 
with  the  courtesies  of  their  Richmond  hosts  and 
hostesses. 

Pauline  F.  Adams,  Chairman. 

Mrs.  M.  T.  Vaden, 

Mrs.  R.  L.  Raiford. 

Mrs.  Porter  had  left  and  Mrs.  Adams  was  ap- 
pointed in  her  place. 


La!dies  in  Attendance  Upon  Meeting. 
Mrs.  M.  A.  Johnson,  Jr.,  Roanoke. 

Mrs.  Geo.  J.  Tompkins,  Lynchburg. 

Mrs.  T.  M.  Howell,  Lynchburg. 

Mrs.  W.  B.  Porter,  Roanoke. 

Mrs.  T.  E.  Rucker,  Lynchburg. 

Mrs.  J.  F.  Armentrout,  Roanoke. 

Mrs.  S.  B.  Moon,  Richmond. 

Mrs.  J.  S.  Horsley,  Richmond. 

Mrs.  A.  F.  Wood,  Parksley. 

Mrs.  J.  S.  Horsley,  Jr.,  Richmond. 

Mrs.  A.  W.  Showalter.  Cambria. 

Mrs.  C.  W.  Putney,  Staunton. 

Mrs.  J.  W.  Henson,  Richmond. 

Mrs.  Frank  Upshur,  Richmond. 

Mrs.  D.  H.  Mason,  Ridgeway. 

Mrs.  A.  I.  Dodson,  Richmond. 

Mrs.  L.  F.  James,  Richmond. 

Mrs.  M.  P.  Rucker,  Richmond. 

Mrs.  C.  B.  Nuckolls,  Hillsville. 

Mrs.  W.  Rush  Gardner,  Hillsville. 

Mrs.  J.  R.  Blair,  Richmond. 

Mrs.  J.  F.  Jones,  Richmond. 

Mrs.  C.  E.  Llewellyn,  Richmond. 

Mrs.  E.  G.  Hill,  Richmond. 

Mrs.  E.  C.  Eggleston,  Richmond. 

Mrs.  Emory  Hill,  Richmond. 

Mrs.  T.  D.  Jones,  Richmond. 

Mrs.  N.  T.  Ennett,  Richmond. 
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Mrs.  T.  L.  Driscoll,  Richmond. 

Mrs.  J.  W.  Turman,  Richmond. 

Mrs.  F.  M.  Hodges,  Richmond. 

Mrs.  J.  K.  Hall,  Richmond. 

Mrs.  J.  C.  Giles,  Danville. 

Mrs.  S.  B.  Nickels,  Clinchport. 

Mrs.  William  Meyer,  Herndon. 

Mrs.  W.  R.  Williams,  Richlands. 

Mrs.  Southgate  Leigh,  Norfolk. 

Mrs.  E.  F.  Truitt,  Norfolk. 

Mrs.  J.  H.  Culpepper,  Norfolk. 

Mrs.  M.  T.  McCullock,  Troutville. 

Mrs.  R.  L.  Raiford,  Sedley. 

Mrs.  Percy  Harris,  Scottsville. 

Mrs.  F.  N.  Mallory,  Lawrenceville. 

Mrs.  J.  W.  Preston,  Roanoke. 

Mrs.  M.  T.  Vaden,  Buena  Vista. 

Mrs.  W.  T.  Vaughan,  Richmond. 

Mrs.  J.  A.  Hodges,  Richmond. 

Mrs.  R.  D.  Garcin,  Richmond. 

Mrs.  W.  H.  Cra’g,  Richmond. 

Mrs.  J.  M.  Shackelford,  Martinsville. 
Mrs.  J.  W.  Bolen,  Galax. 

Mrs.  T.  H.  Worrell,  Mt.  Airy,  N.  C. 
Mrs.  A.  W.  Lewis,  Bruington. 

Mrs.  W.  Brownley  Foster,  Richmond. 
Mrs.  Manfred  Call,  Richmond. 

Mrs.  T.  M.  Taylor,  State  Farm. 

Mrs.  Thomas  Wheeldon,  Richmond. 
Mrs.  Alfred  Gray,  Richmond. 

Mrs.  Wright  Clarkson,  Petersburg. 
Mrs.  H.  J.  Siusher,  New  Market,  Md. 


The  Nelson  County  Medical  Society 

Held*  its  first  meeting  for  some  time  at 
Lovingston.  September  28th,  and  elected  the 
following  officers  for  the  ensuing  year : Presi- 
dent. Dr.  D.  C.  Wills,  Arrington;  secretary- 
treasurer.  Dr.  J.  F.  Thaxton  (re-elected),  Tye 
River.  Dr.  Thaxton  was  elected  delegate  to 
the  State  Society  meeting  and  Dr.  B.  F.  Ran- 
dolph. Arrington,  his  alternate. 

Several  matters  of  local  interest  were 
brought  up  for  discussion  and  a committee 
was  appointed  to  appear  before  the  Board  of 
Supervisors  at  the  next  meeting  to  ask  for  the 
appointment  of  some  special  officers  to  patrol 
the  state  highways  for  the  purpose  of  checking 
so  much  reckless  driving,  several  serious  acci- 
dents having  happened  in  the  county  lately. 

The  next  meeting  of  the  Society  will  be  held 
at  Lovingston,  Court  Day.  November  23rd. 

J.  F.  Thaxton,  Secretary. 

The  Prince  Edward  and  Cumberland  Medi- 
cal Society 

Held  its  regular  meeting  on  October  23rd.  at 
which  time  the  following  officers  were  elected 
for  the  ensuing  year : President,  Dr.  Carter 
Weisiger,  Cumberland;  vice-president,  Dr. 
Thomas  G.  Hardy,  Farmville ; secretary-treas- 
urer, Dr.  Susan  Wilson  Field,  Farmville. 


The  Roanoke  Academy  of  Medicine, 

At  its  meeting  on  October  5,  elected  the  fol- 
lowing  officers  for  the  year  1925-1926 : Presi- 
dent, Dr.  A.  P.  Jones;  vice-presidents,  Drs. 
M.  A.  Johnson,  Jr.,  and  Hugh  Hagan;  secre- 
tary-treasurer, Dr.  Paul  Jones,  all  of  Roanoke. 

The  Executive  Committee  is  composed  of 
Drs.  W.  R.  Whitman,  J.  B.  Nicholls,  Alvah 
Stone,  W.  P.  Jackson,  and  J.  F.  Armentrout; 
Judiciary  Committee  of  Drs.  J.  T.  McKinney, 
Geo.  B.  Lawson,  E.  L.  Lawrence,  Geo.  Hurt 
and  A.  A.  Cannaday;  Legislative  Committee, 
Dr.  J.  W.  Preston.  Several  new  members  were 
elected  at  this  meeting  and  names  of  several 
applicants  for  membership  were  reported. 


The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our 
letter  of  August  29th,  the  following  have  been  ac- 
cepted: 

Gilliland  Laboratories 
Schick  Test 

Typhoid-Paratyphoid  Bacterial  Vaccine  Immu- 
nizing 

Laboratory  Products  Co. 

Protein  S.  M.  A.  (Acidulated) 

Eli  Lilly  & Co. 

Antistreptococcic  Serum 
Normal  Horse  Serum 
Pertussis  Vaccine 

Pneumococcus  Vaccine  Prophylactic 
Staphylococcus  Aureus  Vaccine 
Staphylococcus  Vaccine 
Streptococcus  Vaccine 
Vaccine  Virus 

Mallinckrodt  Chemical  Works 
Bromeikon 

Bromeikon  5 Gm.  Ampules 
Merrell-Soule  Company 
Vi-Mal-Dex  (Orange) 

H.  K.  Mulford  Co. 

Pertussis  Bacterin — Mulford 
Typho  Bacterin 
Typho-Serobacterin 
Typho-Serobacterin — Mulford,  Mixed. 

National  Aniline  & Chemical  Co. 

Tetraiodophthalein  Sodium — “National” 

Tetraiodophthalein  Sodium— “National,”  Vials 
3y2  Gm. 

Parke,  Davis  & Co. 

Corpora  Lutea  Desiccated — P.  D.  & Co. 

Capsules  Corpora  Lutea  Desiccated — P.  D.  & 
Co.,  2 grains 

Capsules  Corpora  Lutea  Desiccated — P.  D.  & 
Co.,  5 grains 

Tablets  Corpora  Lutea  Desiccated — P.  D.  & 
Co.,  2 grains 

Tablets  Corpora  Lutea  Desiccated — P.  D.  & 
Co.,  5 grains 
Swan-Myers  Co. 

Sterile  Ampules  of  Mercury  Oxycyanide,  0.008 
Gm. 

Sterile  Ampules  of  Mercury  Oxycyanide,  0.01  Gm. 
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Sterile  Ampules  of  Mercury  Oxycyanide,  0.016 
Gm. 

Nonproprietary  Articles 

Tetrabromphthalein  Sodium  (formerly  called 
Tetrabromphenolphthalein  Sodium ) 
Tetraiodophthalein  Sodium 


NEW  AND  NON-OFFICIAL  REMEDIES 

Protein  Extracts — Mulford.— Liquids  obtained  by 
extracting  the  protein  of  substances  believed  to  be 
the  cause  of  specific  sensitization.  For  a discussion 
of  the  actions  and  uses,  see  Allergic  Protein  Prepara- 
tions (New  and  Non-official  Remedies,  1925,  p. 
278).  Protein  Extracts — Mulford,  are  used  both  for 
diagnosis  and  treatment.  They  are  marketed  in  5 
c.c.  vials.  The  following  preparations  have  been 
accepted:  Almond  Protein  Extract — Mulford,  Ap- 

ple Protein  Extract — Mulford,  Asparagus  Protein 
Extract — Mulford,  Banana  Protein  Extract — Mulford, 
Barley  Protein  Extract — Mulford,  Bean  (Lima)  Pro- 
tein Extract — Mulford,  Bean  (Navy)  Protein  Ex- 
tract— Mulford,  Bean  (String)  Protein  Extract — Mul- 
ford, Beef  Protein  Extract — Mulford,  Beet  Protein 
Extract — Mulford,  Buckwheat  Protein  Extract — Mul- 
ford, Cabbage  Protein  Extract — Mulford,  Cantaloupe 
Protein  Extract— Mulford,  Carrot  Protein  Extract — 
Mulford,  Cat  Hair  Protein  Extract — Mulford,  Cauli- 
flower Protein  Extract— Mulford,  Celery  Protein  Ex- 
tract— Mulford,  Chicken  Protein  Extract — Mulford, 
Chicken  Feather  Protein  Extract — Mulford,  Cattle 
Dander  Protein  Extract — Mulford,  Clam  Protein  Ex- 
tract— Mulford,  Cocoa  Protein  Extract — Mulford, 
Codfish  Protein  Extract — Mulford,  Coffee  Protein  Ex- 
tract— Mulford,  Corn  Protein  Extract — Mulford,  Cu- 
cumber Protein  Extract — Mulford,  Dog  Hair  Pro- 
tein Extract — Mulford,  Eggplant  Protein  Extract — 
Mulford,  Egg  White  Protein  Extract — Mulford,  Egg 
Yolk  Protein  Extract — Mulford,  Flaxseed  Protein 
Extract — Mulford,  Goose  Feather  Protein  Extract — - 
Mulford,  Guinea-Pig  Hair  Protein  Extract — Mulford, 
Horse  Dander  Protein  Extract — Mulford,  Horse 
Serum  Protein  Extract — Mulford,  Kapok  Protein  Ex- 
tract— Mulford,  Lamb  Protein  Extract— Mulford,  Let- 
tuce Protein  Extract — Mulford.  Lobster  Protein  Ex- 
tract— Mulford,  Mackerel  Protein  Extract — Mulford, 
Milk  Protein  Extract — Mulford,  Mushroom  Protein 
Extract — Mulford,  Oat  Protein  Extract — Mulford, 
Onion  Protein  Extract — Mulford,  Orange  Protein  Ex- 
tract— Mulford,  Orris  Root  Protein  Extract — Mulford, 
Oyster  Protein  Extract — Mulford,  Pea  Protein  Ex- 
tract— Mulford,  Peanut  Protein  Extract — Mulford, 
Pepper  (Black)  Protein  Extract — Mulford,  Pork  Pro- 
tein Extract — Mulford,  Potato  Protein  Extract — Mul- 
ford— Rabbit  Hair  Protein  Extract — Mulford,  Rice 
Protein  Extract — Mulford,  Rice  Powder  (Polish) 
Protein  Extract — Mulford,  Rye  Protein  Extract — Mul- 
ford, Salmon  Protein  Extract — Mulford,  Spinach  Pro- 
tein Extract — Mulford,  Squash  Protein  Extract — Mul- 
ford, Strawberry  Protein  Extract — Mulford,  Sheep’s 
Wool  Protein  Extract — Mulford,  Sweet  Potato  Pro- 
tein Extract — Mulford,  Tea  Protein  Extract — Mul- 
ford, Tomato  Protein  Extract — Mulford,  Yeal  Pro- 
tein Extract— Mulford,  Walnut  Protein  Extract — Mul- 
frod.  Wheat  Protein  Extract — Mulford.  H.  K.  Mul- 
ford Co.,  Philadelphia. 

Insulin — Squibb  10  Units,  10  c.c. — Each  c.c.  contains 
10  units  of  insulin — Squibb  (New  and  Non-official 
Remedies,  1925,  p.  174).  E.  R.  Squibb  & Sons,  New 
York. 

Insulin — Squibb  20  Units,  10  c.c. — Each  c.c.  con- 
tains 20  units  of  insulin — Squibb  (New  and  Non- 


official Remedies,  1925,  p.  174).  E.  R.  Squibb  & 

Sens,  New  York. 

Insulin — Squibb  40  Units,  10  c.c. — Each  c.c.  con- 
tains 40  units  of  insulin — Squibb  (New  and  Non- 
official Remedies,  1925,  p.  174).  E.  R.  Squibb  & 

Sons,  New  York. 

Insulin — Squibb  80  Units,  10  c.c. — Each  c.c.  con- 
tains 80  units  of  insulin — Squibb  (New  and  Non- 
official Remedies,  1925,  p.  174).  E.  R.  Squibb  & 

Sons,  New  York. 

Neo-Silvol  Ointment  5 Per  Cent. — An  ointment 
composed  of  neo-silvol  (New  and  Non-official  Reme- 
dies, 1925,  p.  379),  5 per  cent  in  a base  composed 
of  glycerin,  benzoinated  lard,  hydrous  wool  fat  and 
petrolatum.  Parke,  Davis  & Co.,  Detroit. 

Mercurosal  Solution. — Each  c.c.  contains  mercu- 
rosal  (New  and  Non-official  Remedies,  1925,  p.  234), 
0.025  Gm.  (5/13  grain),  in  distilled  water  contain- 
ing 0.1  per  cent  of  sodium  citrate.  Parke,  Davis  & 
Co.,  Detroit.  (Jour.  A.  M.  A.,  Sept.  5,  1925,  p.  745). 

Protein  Dried — Mulford. — Powders  representing 
the  proteins  of  substances  believed  to  be  the  cause 
of  specific  sensitization.  For  a discussion  of  the 
actions  and  uses,  see  Allergic  Protein  Preparations 
(New  and  Non-official  Remedies,  1925,  p.  278).  Pro- 
teins dried — Mulford  are  intended  for  diagnosis  only. 
One  milligram  of  the  dried  protein  is  rubbed  into 
an  abrasion  of  the  skin  to  which  has  been  applied 
a drop  of  physiological  solution  of  sodium  chloride 
or  of  tenth-normal  sodium  hydroxide  solution.  The 
appearance  of  an  urticarial  wheal  indicates  sensi- 
tiveness to  the  particular  protein  used.  They  are 
marketed  in  packages  of  one  capillary  tube  contain- 
ing a needle  and  sufficient  protein  for  one  test;  in 
packages  of  six  capillary  tubes;  and  in  vials  con- 
taining 50  Mg.  of  the  protein.  The  following  pro- 
teins dried — Mulford,  have  been  accepted:  Almond 

Protein  Dried — Mulford,  apple  Protein  Dried — Mul- 
ford, Asparagus  Protein  Dried — Mulford,  Banana  Pro- 
tein Dried — Mulford,  Barley  Protein  Dried — Mulford, 
Bean  (Lima)  Protein  Dried — Mulford,  Bean  (Navy) 
Protein  Dried — Mulford,  Bean  (String)  Protein  Dried 
- — Mulford,  Beef  Protein  Dried — Mulford,  Beet  Pro- 
tein Dried — Mulford,  Buckwheat  Protein  Dried — Mul- 
ford, Cabbage  Protein  Dried — Mulford,  Cantaloupe 
Protein  Dried — Mulford,  Carrot  Protein  Dried — Mul- 
ford, Cat  Hair  Protein  Dried — Mulford,  Cattle  Dan- 
der Protein  Dried — Mulford,  Cauliflower  Protein 
Dried — -Mulford,  Celery  Protein  Dried — Mulford, 

Chicken  Protein  Dried — Mulford,  Chicken  Feather 
Protein  Dried — Mulford,  Clam  Protein  Dried — Mul- 
ford, Cocoa  Protein  Dried — Mulford,  Codfish  Protein 
Dried — Mulford,  Coffee  Protein  Dried — Mulford,  Coli 
(Communis)  Bacillus  Protein  Dried — Mulford,  Corn 
Protein  Dried — Mulford,  Cucumber  Protein  Dried — 
Mulford,  Diphtheroid  (Polyvalent)  Bacillus  Protein 
Dried — Mulford,  Dog  Hair  Protein  Dried — Mulford, 
Dysentery  Bacillus  (Polyvalent)  Protein  Dried — 
Mulford,  Eggplant  Protein  Dried — Mulford.  Egg 
White  Protein  Dried — Mulford,  Egg  Yolk  Protein 
Dried — Mulford,  Flaxseed  Protein  Dried — Mulford, 
Friedlander  Bacillus  Protein  Dried — Mulford,  Goose 
Feather  Protein  Dried — Mulford,  Gonococcus  Bacillus 
(Polyvalent)  Protein  Dried — Mulford.  Guinea-Pig 
Hair  Protein  Dried — Mulford,  Horse  Dander  Pro- 
tein Dried — Mulford,  Horse  Serum  Protein  Dried — 
Mulford,  Influenza  Bacillus  Protein  Dried — Mulford, 
Kapok  Protein  Dried — Mulford..  Lamb  Protein  Dried 
— Mulford,  Lettuce  Protein  Dried — Mulford,  Lobster 
Protein  Dried — Mulford,  Mackerel  Protein  Dried — 
Mulford,  Meningococcus  Bacillus  (Polyvalent)  Pro- 
tein Dried — Mulford,  Microcococcus  Catarrhalis  Ba- 
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cillus  Protein  Dried — Mulford,  Milk  Protein  Dried — 
Mulford,  Mushroom  Protein  Dried — Mulford,  Oat 
Protein  Dried — Mulford,  Onion  Protein  Dried — Mul- 
ford. Orange  Protein  Dried — Mulford,  Orris  Root 
Protein  Dried — Mulford,  Oyster  Protein  Dried — Mul- 
ford, Paratyphosus  Bacillus  A Protein  Dried — Mul- 
ford, Paratyphosus  Bacillus  B Protein  Dried — Mul- 
ford, Pertussis  Bacillus  (Polyvalent)  Protein  Dried — 
Mulford,  Pea  Protein  Dried — Mulford,  Peanut  Protein 
Dried — Mulford,  Pepper  (Black)  Protein  Dried — Mul- 
ford. Pneumococcus  Bacillus  (Polyvalent)  Protein 
Dried — Mulford,  Pork  Protein  Dried — Mulford,  Po- 
tato Protein  Dried — Mulford,  Rabbit  Hair  Protein 
Dried — Mulford,  Rice  Protein  Dried — Mulford,  Rice 
Powder  (Polish)  Protein  Dried — Mulford,  Rye  Pro- 
tein Dried — Mulford,  Salmon  Protein  Dried — Mulford, 
Spinach  Protein  Dried — Mulford,  Squash  Protein 
Dried — Mulford,  Strawberry  Protein  Dried — Mulford, 
Sheep’s  Wool  Protein  Dried — Mulford.  Staphylococ- 
cus Bacillus  (Albus  and  Aureus)  Protein  Dried — Mul- 
ford, Streptococcus  Bacillus  (Polyvalent)  Protein 
Dried — Mulford,  Sweet  Potato  Protein  Dried — Mul- 
ford, Tea  Protein  Dried — Mulford,  Tomato  Protein 
Dried — Mulford,  Tobacco  Protein  Dried — Mulford, 
Tubercle  Bacillus  (Human)  Protein  Dried — Mulford, 
Tubercle  Bacillus  (Bovine)  Protein  Dried — Mulford, 
Typhosus  Bacillus  Protein  Dried — Mulford,  Veal  Pro- 
tein Dried — Mulford,  Walnut  Protein  Dried — Mul- 
ford. Wheat  Protein  Dried — Mulford.  H.  K.  Mulford 
Co.,  Philadelphia. 

Radon — Standard  Chemical  Co. — A brand  of  radon 
— N.  N.  R.  For  a discussion  of  radon,  its  actions 
and  uses,  see  New  and  Non-official  Remedies,  1925, 

р.  313.  Radon — Standard  Chemical  Co.,  is  supplied 
in  the  form  of  “implants”  (minute  glass  tubes  suit- 
able for  embedding  in  tumors),  and  in  the  form  of 
larger  tubes.  Radium  Chemical  Co.,  Pittsburgh. 
(Jour.  A.  M.  A.,  Sept.  12,  1925  p.  825). 

Iodipin  40  Per  Cent. — An  iodine  addition  product 
of  sesame  oil,  containing  from  39  to  41  per  cent  of 
iodine  in  organic  combination.  Iodipin  40  per  cent 
is  used  as  a contrast  medium  in  myelography  and 
pyelography  for  detecting  urethral  strictures  and 
in  the  spinal  column  for  the  location  of  tumors.  It 
is  supplied  in  bulk  and  in  ampules  containing,  re- 
spectively, 1 c.c.  and  2 c.c.  Merck  & Co.,  New  York. 

Pertussis  Bacterin — Mulford  (New  and  Non-official 
Remedies,  1925,  p.  354). — This  is  also  marketed  in 
packages  of  one  5 c.c.  vial  containing  2,000  million 
killed  pertussis  bacilli  per  c.c.;  of  one  20  c.c.  vial 
containing  2,000  million  killed  pertussis  bacilli  per 

с. c. ; and  of  four  vials  containing,  respectively,  250, 
500,  1,000  and  2.000  killed  pertussis  bacilli  per  c.c. 
H.  K.  Mulford  Co.,  Philadelphia. 

Typho-Serobacterin  (New  and  Non-official  Reme- 
dies, 1925,  p.  368). — This  is  also  marketed  in  pack- 
ages of  three  syringes  containing,  respectively,  1,000, 
2.000  and  2,000  million  killed  sensitized  typhoid 
bacilli;  of  three  1 c.c.  vials,  containing,  respective- 
ly. 1,000,  2,000  and  2,000  million  killed  sensitized 
typhoid  bacilli;  and  in  thirty  1 c.c.  vials,  consti- 
tuting ten  tests  of  three  doses.  H.  K.  Mulford  Co., 
Philadelphia. 

Typho-Serobacterin — Mulford  Mixed  (New  and 
Non-official  Remedies,  1925.  p.  369). — This  is  also 
marketed  in  packages  of  three  hypo-units  containing 
consecutive  doses  of  a mixture  of  killed  sensitized 
typhoid  bacilli,  killed  sensitized  paratyphoid  bacilli 
A.  and  killed  sensitized  paratyphoid  bacilli  B;  of 
thirty  1 c.c.  vials,  being  ten  tests  of  three  doses  of  a 
mixture  of  the  three  bacilli.  H.  K.  Mulford  Co., 
Philadelphia.  (Jour.  A.  M.  A.,  Sept.  19,  1925,  p.  901). 


Theocalcoine. — A double  salt  or  mixture  of  calcium 
theobromine  and  calcium  salicylate.  It  contains  not 
less  than  44  per  cent  of  theobromine.  Theocalcine 
acts  like  theobromine,  but  is  claimed  to  be  less 
likely  to  produce  gastric  irritation  than  the  official 
theobromine  sodio-salicylate.  It  is  supplied  in  bulk 
and  in  7%  grain  tablets.  E.  Bilhuber,  New  York. 

Vi-Mal-Dex  (Orange). — A mixture  containing,  ap- 
proximately, maltose,  28  per  cent;  dextrose,  10  per 
cent;  dextrin,  48  per  cent;  orange  juice  sugars,  9 
per  cent;  citric  acid,  1 per  cent;  ash,  1 per  cent; 
moisture,  3 per  cent.  One  hundred  Gm.  contains 
the  equivalent  of  93.5  c.c.  of  fresh  orange  juice.  Vi- 
Mal-Dex  (Orange)  is  proposed  as  a carbohydrate 
food  for  use  in  the  feeding  of  infants.  In  addition 
to  the  carbohydrates,  dextrose,  maltose  and  dex- 
trin, it  presents  the  antiscorbutic  properties  of 
orange  juice.  For  use,  Vi-Mal-Dex  (orange)  is  mixed 
with  water  or  milk.  Merrell-Soule  Co.,  Syracuse, 
New  York. 

Sterile  Ampules  of  Mercury  Oxycyanide,  0.008 
Gm. — Each  ampule  contains  5 c.c.  of  solution,  repre- 
senting 0.008  Gm.  (%  grain)  of  mercuric  oxycyanide 
— N.  N.  R.  (New  and  Non-official  Remedies,  1925, 
p.  228).  Swan-Myers  Co.,  Indianapolis. 

Sterile  Ampule  of  Mercury  Oxycyanide,  0.01  Gm. — 
Each  ampule  contains  5 c.c.  of  solution,  represent- 
ing 0.01  Gm  (1/6)  grain)  of  mercuric  oxycyanide — 

N.  N.  R.  (New  and  Non-official  Remedies,  1925,  p. 
228).  Swan-Myers  Co.,  Indianapolis. 

Sterile  Ampules  Mercury  Oxycyanide,  0.016  Gm. — 
Each  ampule  contains  3 c.c.  of  solution,  representing 

O. 016  Gm.  (%  grain)  of  mercuric  oxycyanide — N.  N. 
R.  (New  and  Non-official  Remedies,  1925,  p.  228). 
Swan-Myers  Co.,  Indianapolis. 

Tetraiodophthalein  Sodium.  — Tetraiodophenolph- 
thalein  sodium.  The  sodium  salt  of  a dibasic  dye, 
tetraiodophenolphthalein.  Tetraiodophthalein  so- 
dium contains  not  less  than  53  per  cent,  of  iodine. 
It  is  used  for  the  Roentgenologic  examination  of  the 
gall-bladder.  Following  the  intravenous  injection  or, 
if  decomposition  is  avoided,  the  oral  administration, 
the  substance  appears  in  the  normal  gall-bladder  in 
sufficient  concentration  to  cast  a shadow  to  the 
Roentgen  ray.  The  use  of  tetraiodophthalein  sodium 
is  in  the  experimental  stage  and  workers  are  cau- 
tioned as  to  the  selection  of  types  of  cases  in 
which  it  is  indicated  and  its  possible  toxicity  in 
large  doses. 

Iodeikon. — A brand  of  tetraiodophthalein  sodium. — 
N.  N.  R.  It  is  supplied  in  bulk  and  in  3.5  Gm. 
ampules.  Mallinekrodt  Chemical  Works,  St.  Louis. 

Tetraiodophthalein  Sodium — “National.” — A brand  . 
of  tetraiodophthalein  sodium — N.  N.  R.  It  is  sup- 
plied in  bulk  and  in  3.5  Gm.  vials.  National  Aniline 
and  Chemical  Co.,  New  York.  (Jour.  A.  M.  A., 
Sept.  26,  1925,  p.  975). 


PROPAGANDA  FOR  REFORM. 

Spleen  and  Red  Bone  Marrow — The  Council  on 
Pharmacy  and  Chemistry  published  a preliminary 
report  of  recent  work  with  a mixture  of  spleen  and 
red  bone  marrow.  At  one  time  desiccated  spleen 
and  a preparation  of  red  bone  marrow  were  de- 
scribed in  New  and  Non-official  Remedies.  Later 
they  were  omitted  because  clinical  experience  with 
them  had  been  disappointing.  Recently,  C.  D.  Leake 
and  his  collaborators  have  studied  the  effects  of 
spleen  and  red  bone  marrow  given  separately  and 
in  combination.  From  their  studies,  these  investi- 
gators conclude  that  a combination  of  spleen  and 
red  bone  marrow  is  much  more  efficient  than  either 
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spleen  or  red  bone  marrow  alone.  They  conclude 
also  that  the  administration  of  such  a mixture  has 
a beneficial  effect  on  simple  anemia,  but  is  with- 
out effect  on  pernicious  anemia.  While  the  results 
do  not  permit  a definite  judgment,  the  Council  be- 
lieves that  they  are  sufficiently  favorable  to  war- 
rant a thorough  investigation  of  the  effects  pro- 
duced by  this  combination  on  cases  of  simple  ane- 
mia. The  Council  reports  that  Lehn  and  Fink,  Inc., 
market  Spleen  and  Bone  Marrow  Desiccated  of  de- 
clared composition,  and  that  the  Wilson  Laborato- 
ries market  a preparation  under  the  proprietary 
name  “Spleenmarrow,”  stated  to  be  an  extract  of 
spleen  and  red  bone  marrow,  but  the  method  of 
preparation  of  which  is  not  disclosed.  (Jour.  A.  M. 
A.,  Sept.  5,  1925,  p.  744.) 

The  Depressor  Substance  in  Hepatic  Tissue.— At- 
tempts to  lower  the  blood  pressure  through  the  ad- 
ministration of  liver  extracts  have  been  reported. 
Obviously,  the  use  of  crude  tissue  extracts,  however 
potent  they  may  be,  is  attended  with  great  danger. 
Protein  effects,  including  a variety  of  anaphylactic 
manifestations,  are  always  threatening;  furthermore, 
the  tissues  yield  a diversity  of  potent  products  that 
should  not  be  injected  indiscriminately.  It  is  grati- 
fying to  learn,  therefore,  that  experiments  indicate 
the  constituent  of  the  liver  extract  which  affects 
blood  pressure  to  be  non-protein  in  character.  Ac- 
cordin'; to  the  latest  reports,  the  principle  depresses 
the  arterial  tension  and  maintains  it  at  subnormal 
levels  for  a long  time.  One  cannot  avoid  the  belief 
that  progress  in  the  possible  control  of  clinical 
hypertension  is  imminent.  (Jour.  A.  M.  A.,  Sept. 
5,  1925,  p.  750.) 

What  Do  Physicians  Prescribe? — The  impression 
seems  to  be  prevalent,  although  without  any  definite 
evidence,  that  physicians  are  again  tending  to  the 
prescribing  of  ready  made  formulas,  and  that  the 
art  of  pharmacy  is  becoming  less  and  less  a neces- 
sity to  modern  medical  practice.  A survey  made 
under  the  Commonwealth  Fund  is,  therefore,  inter- 
esting. One  thousand  prescriptions  (one  hundred 
from  a state),  were  examined:  51.9  per  cent  con- 

tained only  official  ingredients;  29  per  cent  con- 
tained both  official  and  non-official  ingredients;  19.1 
per  cent  contained  only  non-official  ingredients.  The 
study  was  extended,  and  17,577  prescriptions  were 
found  to  contain  40,454  ingredients  of  which  but  10 
per  cent  were  proprietary.  The  study  also  indicated 
that  the  filling  of  prescriptions  is  not,  as  has  been 
believed,  largely  a matter  of  transferring  a proprie- 
tary or  secret  formula  preparation  from  one  con- 
tainer to  another.  The  results  of  the  investigation 
indicated  that  physicians  are  holding  in  a large 
measure  to  the  ideals  urged  on  them  by  their  in- 
structors and  emphasized  by  the  Council  on  Pharm- 
acy and  Chemistry.  (Jour.  A.  M.  A.,  Sept.  5,  1925, 
p.  750.) 

Bichloridol  and  Salicidol  Not  Acceptable  for  N. 
N.  R. — The  Council  on  Pharmacy  and  Chemistry  re- 
ports that  “Bichloridol”  and  “Salicidol”  are  the  pro- 
prietary, uninforming  names  applied  to  suspensions, 
respectively,  of  mercuric  chlorid  and  mercuric  salicy- 
late intended  for  intramuscular  administration. 
These  preparations  are  manufactured  by  the  Col- 
lapsule  Co.,  Inc.,  New  York,  and  marketed  by  the 
H.  A.  Metz  Laboratories,  Inc.,  New  York.  The 
Council  found  “Bichloridol”  and  “Salicidol”  inad- 
missible to  New  and  Non-official  Remedies,  because 
they  are  marketed  with  indefinite  statements  of 
composition  and  under  nondescriptive,  proprietary 
names.  (Jour.  A.  M.  A.,  Sept.  5,  1925,  p.  764). 

The  American  Academy  of  Proctology. — Physicians 


have  received  letters  inviting  them  to  become  char- 
ter members  of  the  American  Academy  of  Proc- 
tology of  Evansville,  Ind.  The  fee  is  ten  dollars. 
The  letters  are  signed  W.  G.  French,  Secretary- 
Treasurer.  William  Gale  French  holds  a diploma 
from  the  Hahnemann  Medical  College  and  Hospital 
of  Chicago,  dated  1906.  Medical  Directories  indicate 
that  Dr.  Fr.ench  has  changed  addresses  many  times 
since  he  was  graduated.  In  1906  he  was  at  Brook, 
Ind.;  in  1909  at  Greensburg,  Ind.;  in  1910,  Indianap- 
olis; in  1912,  Kingsburg  and  La  Porte,  Ind.;  from 
1914  to  1916,  inclusive,  he  was  in  Chicago.  Other 
records  show  that  French  was  in  Detroit  in  1912 
and  1913;  in  Evansville,  Ind.,  and  Chicago -in  1920; 
and  back  in  Evansville  in  1923.  In  1907,  William 
Gale  French  and  three  others  incorporated  the 
“Harvey  Medical  College  and  Hospital,”  of  Chicago 
(not  to  be  confused  with  the  Harvey  Medical  Col- 
lege of  Chicago).  The  William  Gale  French  Harvey 
Medical  College  changed  its  name  to  Jackson  Univer- 
sity in  1908;  to  Jefferson  University  in  1909;  in  1912 
the  charter  was  dissolved.  This  so-called  medical  col- 
lege apparently  never  had  any  actual  existence  as  a 
teaching  institution.  The  name  of  French  has  re- 
peatedly appeared  in  the  newspapers  because  of  his 
connection  with  questionable  activities  and  enter- 
prises. In  1921.  French  appears  to  have  been  con- 
nected with  the  “National  Health  Laboratories,” 
which  advertised  an  alleged  cure  for  piles.  In  1923, 
William  Gale  French  announced  that  he  was  “going 
to  run  straight.”  One  year  later,  an  advertisement 
of  the  “National  Health  Laboratories”  appeared  and 
the  indications  are  that  French  was  interested  in 
this.  (Jour.  A.  M.  A.,  Sept.  12,  1925,  p.  842). 

Zinc  Stearate  Poisoning. — The  effects  produced  by 
the  aspiration  of  zinc  stearate  consists  in  the  pro- 
duction of  an  acute  disturbance  of  the  bronchi  and 
lungs.  The  cases  that  have  been  reported  can  be 
divided  into  several  types:  (1)  The  fulminating 

variety  composes  one  group,  in  which  the  onset  is 
sudden  and  stormy,  with  rapid  respiration  and 
cyanosis.  (2)  In  another  group  acute  bronchial 
pneumonia  develops.  (3)  In  the  third  group  of 
cases  the  course  of  the  illness  is  brief.  It  has  been 
shown  experimentally  that  the  inhalation  of  zinc 
stearate  produces  interstitial  pneumonia  and  peri- 
bronchitis. Manufacturers  should  be  prohibited  from 
selling  the  powder  in  its  present  form:  a self-closing 
container  should  be  insisted  on.  (Jour.  A.  M.  A., 
Sept.  12,  1925,  p.  844). 

Disinfection  of  Houses. — It  is  generally  recognized 
by  the  more  progressive  health  authorities  that  house 
fumigation  as  heretofore  practiced  is  of  almost  no 
value  in  the  prevention  of  the  spread  of  disease. 
Many  pathogenic  germs  have  only  a brief  existence 
outside  the  body,  while  even  the  more  resistant 
varieties  are  not  found  on  the  walls,  or  ceilings,  or 
hiding  in  the  curtains  of  a sick  room.  They  are 
found  on  articles  that  have  come  in  contact  with 
the  patient.  The  tubercle  bacillus  is  among  the 
more  resistant  of  the  disease  germs,  partly  because 
of  the  presence  of  a waxy  substance  in  its  cell  wall 
and  partly  because  in  pulmonary  tuberculosis  it 
leaves  the  body  inclosed  in  mucous  matter,  which 
protects  it  from  the  action  of  sunlight  and  other 
germicidal  agents.  It  is  doubtful  whether  the  usual 
fumigators  will  be  of  any  value  in  destroying  these 
germs.  The  only  practical,  reasonable  and  effective 
treatment  for  a house  or  room  that  has  been  oc- 
cupied by  a tuberculous  patient,  is  a thorough  cleans- 
ing with  soap  and  water;  mechanical  removal  of 
material  likely  to  contain  the  germs  is  preferable  to 
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disinfection  and  fumigation.  (Jour.  A.  M.  A.,  Sept. 
12,  1925,  p.  845). 

Robes’  Anti-Rheumatic  Injections. — While  the  ad- 
vertising for  Robes’  Anti-Rheumatic  Injections, 
which  is  sent  out  by  Robes’  Intravenous  Products, 
Inc.,  leads  one  to  believe  that  the  product  is  some 
form  of  streptococcus  vaccine,  an  advertisement  con- 
taining a report  of  the  analysis  of  the  product  indi- 
cates that  the  preparation  consists  of  nothing  more 
than  minute  amounts  of  mercuric  chlorid  and 
traces  of  guaiacum  in  a physiologic  solution  of  so- 
dium chlorid  containing  about  seven  per  cent  of 
alcohol.  Neither  mercuric  chlorid  nor  guaiacum  is 
recognized  as  having  antirheumatic  properties.  The 
preparation  has  not  been  accepted  for  New  and  Non- 
official  Remedies.  (Jour.  A.  M.  A.,  Sept.  12,  1925, 
p.  845). 

What  Constitutes  a Satisfactory  Drug? — A good 
summary  of  the  requirements  for  a drug  that  can 
be  considered  a satisfactory  therapeutic  agent  has 
been  compiled  by  W.  G.  Christiansen,  of  the  Medi- 
cal School  of  Harvard  University.  The  first  dictum 
is  that  the  essential  therapeutic  dose  should  be  far 
below  the  toxic  dose.  Ease  of  administration  is  ex- 
tremely advantageous.  Stability  is  a quality  of 
great  value.  Drugs  that  are  readily  soluble  and 
are  rapidly  absorbed  are  to  be  preferred.  Drugs 
for  injection  should  not  only  be  soluble,  but  should 
withstand  sterilization  and  should  not  injure  the 
tissue.  To  act  efficiently,  the  substance  should  not 
be  excreted  or  destroyed  in  the  body  before  it  has 
had  time  to  act  on  the  infective  agent,  nor  should 
it  be  excreted  so  slowly  that  cumulation  in  the  in- 
ternal organs  gives  rise  to  symptoms  of  poisoning. 
Finally,  tolerance  to  the  drug  should  not  be  readily 
developed  by  the  parasite  against  which  the  drug 
is  to  be  used.  (Jour.  A.  M.  A.,  Sept.  19,  1925,  p. 
902). 

Immunization  Against  Scarlet  Fever. — Probably 
the  best  estimate  of  immunization  with  scarlet  fever 
toxin  is  contained  in  the  following  quotation  from 
an  article  by  George  F.  Dick  and  Gladys  Henry 
Dick,  of  the  skin  test  for  susceptibility  to  scarlet 
fever  and  the  preventive  immunization  with  scarlet 
fever  streptococcus  toxin:  “The  New  York  City 

Health  Department  has  employed  scarlet  fever  toxin 
in  preventive  immunization  on  a large  scale,  but 
has  given  it  in  doses  too  small  completely  to  im- 
munize a majority  of  susceptible  persons.  Zingher 
(The  Dick  Test  in  Normal  Persons,  and  in  Acute 
and  Convalescent  Scarlet  Fever  Cases,  the  Journal, 
Aug.  9,  1924,  p.  432),  reported  the  use  of  100,  250 
and  500  skin  test  doses,  a total  of  850  skin  test 
doses.  Toxin  put  up  in  this  inadequate  dosage  has 
been  widely  distributed  by  commercial  firms.”  The 
report  of  the  Dicks  shows  that  when  from.  1,000  to 
3,000  skin  test  doses  were  injected,  only  14.3  per 
cent  were  completely  immunized.  When  from  5.000 
to  6,000  skin  test  doses  were  injected,  66  per  cent 
were  completely  immunized.  When  from  10,000  to 
12,500  skin  test  doses  were  injected,  91.8  per  cent 
were  completely  immunized.  Correct  increase  of 
dosage  is  all  important.  (Jour.  A.  M.  A.,  Sept.  19, 
1925,  p.  923.) 

Tetanus  Antitoxin. — To  secure  protection  in  severe 
cases  of  injury  it  is  usually  advised  to  give  a second 
injection  of  antitoxin  ten  davs  after  the  primary 
one.  (Jour.  A.  M.  A.,  Sept.  26,  1925,  p.  923.) 

Thyroid  Preparations. — Reid  Hunt  has  recently 
pointed  out  that  dosage  with  thyroid  is  largely  em- 
piric. The  labels  on  the  commercial  preparations 
are  as  a rule  not  very  elucidating.  Dosage  expressed 


in  terms  of  grains  of  fresh  gland  is  about  as  rational 
as  reference  of  the  dosage  of  morphin  to  the  fresh 
juice  of  the  poppy.  The  iodin  content  of  thyroid 
preparations  has  been  made  the  basis  for  their 
pharmacologic  evaluation,  and  the  work  of  Hunt 
indicates  that  there  is  a close  paralellism  between 
the  physiologic  activity  of  thyroid  preparations  and 
their  iodin  content.  So  long  as  the  laboratory  work- 
ers can  actually  measure  the  comparative  potency 
with  considerable  accuracy  in  relation  to  iodin  con- 
tent, physicians  ought  to  be  eager  to  grasp  this 
easily  determined  index  as  a guide  to  therapy. 
There  should  no  longer  be  justification  for  prescrib- 
ing “thyroid  tablets”  indiscriminately,  particularly 
when  it  is  realized  that  one  “tablet”  may  contain 
2.500  times  as  much  thyroid  as  another  “tablet,’’ 
the  range  which  is  shown  to  be  possible.  Very 
few  of  the  thyroid  preparations  on  the  market  com- 
ply with  the  U.  S.  Pharmacopeia  Standard.  If  all 
physicians  were  to  base  the  dosage  in  prescribing 
thyroid  gland  on  the  pharmacopeial  product,  known 
as  ‘ thvroideum  s'ccum”  and  to  assure  themselves 
that  the  product  which  they  prescribe  contains  a 
definite  amount  of  dried  thyroid  gland,  the  present 
state  of  confusion  would  be  relieved  and  thyroid 
therttpy  would  be  placed  on  a more  rational  basis. 
(Jour.  A.  M.  A.,  Sept.  26,  1925,  p.  978). 


Civil  Service  Examinations. 

The  U.  S.  Civil  Ser  vice  Commission,  Wash- 
ington, D.  C.,  announces  the  following  open 
competitive  examinations.  Full  information 
and  application  blanks  may  be  obtained  from 
the  Commission  or  the  Secretary  of  the  Board 
of  U.  S.  Civil  Service  Examiners  at  the  post- 
office  or  custom  house  in  any  city. 

For  associate  psychologist,  receipt  of  appli- 
cations to  close  December  8; 

For  associate  social  economist  (prenatal  and 
child  nutrition),  receipt  of  applications  to  close 
December  15; 

For  occupational  therapy  aide,  applications 
for  which  will  be  rated  as  received  until  De- 
cember 30. 

Poor  Eyesight  Among  School  Childrer. 

One- fourth  of  the  public  school  children  in 
the  United  States  have  defective  vision  and 
symptoms  of  eye  strain,  according  to  Joshua 
E.  Hannum,  of  the  Eyesight  Conservation 
Council  of  America. 

Ground  Plan  of  Model  Playground. 

The  Children’s  Bureau  has  on  hand  for  free 
distribution  a ground  plan  of  its  playground 
model.  The  model  was  prepared  for  the  bureau 
as  an  illustration  of  how  to  use  a lot  of  five 
acres  or  more  as  a recreation  center  for  chil- 
dren. 
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Editorial 


Insulin  in  Diabetic  Complications. 

Insulin  in  Diabetic  Gangrene 
In  diabetic  gangrene  and  other  surgical  con- 
ditions of  diabetes,  our  experience  with  insulin, 
in  hospital  practice,  has  been  extremely  satis- 
factory. Before  insulin,  such  was  not  the  ease. 
Gangrene  and  .surgery  in  diabetes  before  in- 
sulin assumed  very  different  prognostic  values. 
To  the  surgeon  diabetes  was  always  a factor 
of  grave  importance  in  evaluating  patients  as 
a surgical  risk,  and  internists  were  not  able 
then  to  help  very  much  in  any  real  way. 
But  now,  after  insulin,  it  is  different.  Patients 
requiring  surgical  treatment,  suffering  with 
diabetes  or  having  a high  blood-sugar  or  signs 
of  ketosis,  may  be,  with  diet  and  insulin,  ren- 
dered far  more  favorable  as  surgical  risks.  In- 
sulin and  diet  will  enable  the  surgeon  to  oper- 
ate in  a field  of  tissue  more  free  of  hypergly- 
cemia and  upon  a patient  more  free  of  toxins 
of  ketosis.  Such  patients  heal  more  quickly 
and  suffer  less  complications.  We  recall  one 
patient  who  escaped  operation  entirely  as  a re- 
sult of  a course  of  preparation  which  he  ap- 
peared to  need  as  a diabetic.  He  ivas  brought 
into  the  hospital  with  what  was  taken  to  be 
an  acute  appendix,  with  circumscribed  tume- 
faction in  right  iliac  region.  The  surgeon, 
finding  his  urine  loaded  with  sugar  and  a 
marked  acidosis,  requested  that  an  effort  be 
made  to  get  the  patient  in  better  shape  for 
operation.  This  was  thought  to  be  prudent  in 
view  of  the  grave  diabetes  and  the  apparently 
well  walled-off  appendicular  abscess.  The  pi- 


rm 

tient  was  put  on  the  usual  diet  and  insulin 
treatment,  with  ice-hag  over  his  appendix,  and 
in  the  course  of  his  treatment  for  diabetes  the 
blood-sugar  fell  to  normal  maximum,  diabetic 
acid  disappeared,  and  the  tumor  mass  in  the 
right  iliac  region  also  disappeared.  The  pa- 
tient remained  in  the  hospital  for  some  weeks 
and  the  symptoms  of  the  appendix  region  were 
relieved.  The  surgeon  thought  it  better  to 
forego  the  operation.  This  patient  after  two 
years,  without  insulin,  is  under  dietary  treat- 
ment, apparently  doing  satisfactorily  without 
recurrence  of  appendix  symptoms. 

Gangrene  of  the  foot  in  diabetes  has  always 
been  an  ominous  surgical  condition.  Before 
insulin,  when  gangrene  of  the  foot  appeared  in 
a diabetic,  one  was  “put  to  it”  to  save  the  foot, 
the  leg,  or  the  patient.  But  now,  with  insulin, 
the  surgeon  and  the  internist  feel  a hit  more 
sure  of  favorable  results  in  this  grave  situation. 
We  recall  a patient  who  was  brought  to  the 
hospital,  January  25,  1924.  The  case  was  a 
man  about  fifty-two  years  of  age,  with  a severe 
grade  of  diabetes,  threatened  with  diabetic 
coma,  semiconscious,  with  gangrene  of  the  left 
foot,  far  advanced  in  all  toes  and  one-third  of 
the  foot.  His  blood-sugar  was  290  milligrams 
per  100  c.c.  of  blood;  the  urinary  sugar  was 
strongly  positive,  diabetic  acid  was  marked, 
and  the  urine  showed  heavy  albumin  and 
numerous  fasts.  The  Wassermann  was  nega- 
tive. The  impending  coma  was  thwarted  by 
the  hourly  use  of  insulin  hypodedmically  and 
the  administration  of  orange  puice  and  glu- 
cose solution.  The  surgeon,  in  consultation, 
considered  conditions  critical,  and  advised  lo- 
cal treatment  by  heat  and  moist  dressings. 
With  the  aid  of  an  electric  heating  contrivance 
and  a moist  dressing  of  the  gangrenous  foot, 
the  diabetes  was  put  through  an  insulin  and 
diet  regimen.  The  patient  experienced  gradual 
relief  from  the  severe  symptoms,  blood-sugar 
fell  eventually  to  80  milligrams,  and  sugar  dis- 
appeared from  the  urine.  He  remained  in  the 
hospital  about  four  months.  Amputation  of 
three  toes  and  a part  of  the  foot  and  a liberal 
skin  grafting  over  the  exposed  tendons  of  the 
foot  eventually  brought  to  him  a good  “walk- 
ing” foot.  His  diabetes  is  handled  satisfac- 
torily today  with  a carefully  calculated  and 
measured  diet  of  about  1,700  calories.  He  de- 
veloped eventually  a carbohydrate  tolerance  of 
110  <rrams.  On  a low  maintenance  diet  he  has 
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remained  sugar  free,  his  foot  has  given  him 
trouble  only  once  since  his  discharge  from 
the  hospital,  and  he  has  been  able  to  perform 
his  duties  with  ease  and  comfort.  An  appre- 
ciative letter  from  the  patient,  dated  July  25, 
1925,  states,  “I  am  still  very  thin,  but  am  feel- 
ing comfortable  and  am  active.  So  far  as  I 
can  tell  from  urine  examinations,  I am  free 
from  sugar.  I am  still  on  a diet  of  110  grams 
of  carbohydrates,  80  to  90  protein,  and  100 
fats.  Of  course,  my  foot  tires  when  I walk 
much,  but,  I suffer  no  great  inconvenience 
from  it.” 

This  is  merely  one  of  manjr  instances  in  our 
experiences  where  the  use  of  insulin  has  ren- 
dered an  inoperable  surgical  condition  opera- 
ble, and  where  cure  was  obtained  in  the  face  of 
what,  without  insulin,  would  probably  have 
been  an  incurable  condition.  We  speak  here 
of  the  surgical,  not  diabetic,  cure. 

Insulin  in  Hypertension  and  Bright’s  Dis- 
ease in  Association  With  Diabetes. 

It  appears  from  our  clinical  experience  that 
•cases  of  diabetes,  suffering  with  high  blood- 
pressure  and  Bright’s  disease,  are  more  amena- 
ble to  treatment  since  we  have  been  using  in- 
sulin  with  them.  The  regulation  of  the  blood- 
sugar  level  by  diet  and  insulin  have  helped 
to  lower  the  hypertension  and  to  improve  kid- 
ney function.  These  patients,  who  require 
lower  protein  ration  and  a lower  salt  intake, 
with  marked  glycosuria  and  arteriosclerotic 
changes,  require  especial  study  in  the  matter 
of  carbohydrates  plus  insulin  with  high  fat 
and  low  protein.  An  hyperglycemia  in  these 
cases  makes  for  more  danger  of  uremia  or  cere- 
bral apoplexy.  A normal  or  approximately 
normal  running  blood-sugar,  without  ketosis, 
influenced  and  maintained  by  insidin  adminis- 
tration and  carbohydrate  diet,  makes  for  a 
better  physical  well-being  in  these  cases.  The 
emphatic  lowering  of  hypertension  under  mere 
dietary  management  and  insulin  has  enabled 
us  to  feel  that  some  of  these  cases,  apparently 
moving  between  the  catastrophy  of  apoplexy, 
the  danger  of  uremic  coma,  or  acute  myocardial 
failure,  have  been  deferred  from  these  termi- 
nations by  the  use  of  insulin.  In  these  cases, 
with  a lowering  of  the  blood-pressure  and  an 
improvement  of  renal  function,  there  is  a 
marked  liberation  from  the  melancholia  and 
despondency  so  common  in  this  state.  This 


has  been  a very  clear  accomplishment  of  in- 
sulin administration  in  these  chronic  diabetic 
and  hypertension  cases.  No  untoward  symp- 
toms have  been  noted.  Insulin  is  given  once  or 
twice  daily  until  blood-sugar  is  lowered,  and 
then  carbohydrates  are  increased  for  a rise 
and  insulin  given  to  get  combustion.  Such  a 
plan  of  administration  seems  to  bring  vitality, 
strength  and  mental  improvement. 

Danger  of  Insulin  in  Renal  Diabetes. 

One  must  remember  that  glycosuria  is  not 
always  diabetes  mellitus,  and  it  must  likewise 
be  remembered  that  glycosuria  is  not  always 
a justification  for  insulin. 

In  renal  diabetes,  so-called,  insulin  is  dan- 
gerous. for  there  may  already  be  hypoglycemia. 
Administration  of  insulin  would  bring  insulin 
shock,  or  collapse,  and  possibly  death.  We 
have  recently  had  patients  referred  for  treat- 
ment of  diabetes,  who  showed  a low  blood- 
sugar  determination,  and  at  the  same  time  a 
high  urinary  sugar  test.  One  was  a young 
woman  referred  as  diabetes  mellitus.  She  was 
very  weak  and  emaciated,  and  complained  of 
losing  weight,  thirst  and  polyuria.  Blood-sugar 
was  80  milligrams  per  100  c.c.  of  blood,  and 
urine  was  positive  for  sugar.  In  2,200  c.c.  of 
urine  there  was  4.5  grams  of  sugar.  She  was 
gradually  brought  to  a diet  of  180  grains  carbo- 
hydrates, 65  grams  protein,  and  110  grams  fats; 
with  blood-sugar  to  80  mgms.  per  100  c.c.  of 
blood,  no  urinary  sugar,  and  a gain  of  seven 
pounds  in  weight.  She  was  first  seen  Febru- 
ary 27.  1924,  and  has  not  shown  urinary  sugar 
for  a year.  She  is  in  good  health  and  reports 
excellent  general  health. 

Another  case  was  a man  who  was  first  seen 
August  20,  1923,  complaining  that  he  had  had 
diabetes  for  nine  years  and  wanted  to  take  the 
insulin  treatment,  which  he  had  heard  so  much 
about.  When  he  entered  the  hospital,  he 
weighed  136  pounds,  urine  showed  heavy  sugar, 
blood-sugar  varying  from  110  to  95  to  87.5  mil- 
ligrams per  100  c.c.  of  blood  at  various  times. 
Acetone  was  positive  more  or  less  constantly. 
He  was  under  observation  from  September  8, 
1923,  to  Noi'ember  20,  1923.  He  gained  ten 
pounds  in  weight.  Urine  continued  to  show 
sugar,  but  patient’s  general  condition  was 
markedly  improved.  When  last  seen,  Novem- 
ber 20,  1923,  he  was  jveighing  146.5  pounds. 
He  was  given  sodium  cacodylate  in  the  vein, 
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and  exercise  for  twenty  minutes  after  meals 
was  advised. 

Another  case  was  that  of  a man  who  con- 
sulted us  May  22,  1924,  with  a diagnosis  of 
diabetes,  sugar  having  been  found  in  the  urine 
on  insurance  examination.  His  complaints 
were  few,  only  hunger  and  thirst.  He  worked 
hard  as  proprietor  of  a lumber  mill.  He 
weighed  135  pounds;  urine  showed  faint  trace 
of  sugar;  blood-sugar  was  70  milligrams  per 
100  c.c.  of  blood.  He  was  given  liberal  starch 
diet.  He  gained  several  pounds  in 
weight.  At  last  report,  June 
11,  1925,  patient  was  feeling 
fine. 

In  these  cases  there  is 
probably  no  trouble 
with  the  insulin  pro 
duction.  The  trouble 
is  in  the  renal  tu- 
bules. These  pa- 
tients are  glycose 
wasters : they  leak 
sugar.  Strength 
and  well-being  de- 
pend upon  the 
metabolism  of 
starch. 

A.  G.  B. 

Our  President. 

Dr.  William  Lett 
Harris,  of  Norfolk. 

V i r g inia,  familiarly 
known  among  his  le- 
gion of  friends  as  Billy 
Harris,  is  the  new  Presi- 
dent of  the  Medical  Society 
of  Virginia. 

He  was  born  in  Brunswick 
County,  Virginia,  January  25, 

1871.  and  was  educated  at  priv- 
ate schools  and  at  the  Warrenton  (N.  C.)  Male 
Academy.  He  began  the  study  of  medicine  in 
1891  at  the  University  of  Virginia  and  gradu- 
ated from  the  Medical  College  of  Virginia  the 
next  session  in  1893. 

He  married  Miss  Josephine  Macrum  Graver, 
of  Pittsburgh,  Penn.,  in  1901.  They  have  no 
children. 

After  graduation  he  served  as  interne  at 
St.  Vincent’s  Hospital  at  Norfolk,  Virginia,  for 
one  year,  and  then  took  a year  of  post-gradu- 


ate work  in  New  York  City.  In  1895  he  lo- 
cated at  Virginia  Beach  where  he  was  resident 
physician  at  the  Princess  Anne  Hotel.  His 
duties  here  gave  him  charge  of  the  infants  and 
children  of  the  numerous  guests  of  the  hotel. 
His  success  in  this  line  of  work  aroused  so 
much  enthusiasm  that  he  was  elected  Physi- 
cian-in-Charge  of  the  Virginia  Beach  Infant 
Sanitarium  and  a considerable  amount  of 
money  was  raised  to  enlarge  and  supply  it 
with  modern  equipment.  He  thus  became  a 
pioneer  infant  specialist  and  his 
zeal  and  successful  treatment 
soon  gave  him  a wide  repu- 
tation. This  extended  to 
every  point  where  there 
was  a mother  who  had 
had  her  sick  child  treat- 
ed at  Virginia  Beach. 
Soon  it  became  noted 
as  a health  resort  for 
sick  children,  who 
were  brought  from 
a wide  territory  to 
be  under  his  care. 

He  h a s always 
been  interested  in 
all  matters  that 
concerned  the  ad- 
vancement of  medi- 
cal s c i e n c e.  Of  a 
broad  and  catholic 
mind,  he  was  willing 
to  acknowledge  merit 
wherever  found,  and  has 
been  opposed  to  factions 
among  doctors.  His  in- 
fluence has  always  been  to 
unite  and  stimulate  to  better 
work  and  to  seek  to  have  the 
energies  wasted  in  quarrels  and 
personalities  devoted  to  the  up- 
building of  the  profession  as  a whole. 

He  was  appointed  a member  of  the  Board 
of  Visitors  of  the  Medical  College  of  Virginia 
many  years  ago  and  was  an  earnest  advocate 
of  amalgamation  with  the  University  College 
of  Medicine.  He  also  favored  union  of  the 
Medical  College  of  Virginia  with  the  Uni- 
versity. He  believed  that  one  big  medical 
school,  embracing  all  the  agencies  and  re- 
sources for  medical  education  in  Virginia, 
would  mean  more  to  the  State  and  to  the  cause 
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of  medical  education  than  divided  and  rival 
schools. 

In  his  adopted  home  at  Norfolk,  he  has 
been  a powerful  factor  in  destroying  cliques 
and  arousing  a spirit  of  co-operation  and 
emulation  in  the  entire  profession.  Of  a 
princely  character  himself,  he  would  never 
stoop  to  speak  evil  of  others  and,  as  a conse- 
quence, has  been  a friend  of  all  those  who  were 
seeking  to  elevate  the  standards  of  medicine. 
In  the  position  of  honor  which  the  State  So- 
ciety has  conferred  on  him  he  will  likewise  be 
useful  and  at  all  times  will  seek  what  is  best 
for  the  organization. 

c.  R.  R. 

News  Notes 

The  Richmond  Meeting 

Of  the  Medical  Society  of  Virginia,  like  all 
good  things,  had  to  come  to  an  end.  so  now  we 
are  beginning  to  think  of  next  year’s  meeting 
in  Norfolk.  Those  who  attended  this  year 
will  want  to  be  on  hand  then  and  those  who 
were  not  so  fortunate  this  time  should  plan  to 
take  in  the  Norfolk  meeting.  There  was  a 
registered  attendance  of  nearly  five  hundred 
members,  besides  ladies  and  exhibitors.  Dr. 
Hunter  II.  McGuire,  of  Winchester,  presided 
and  everything  went  smogthlv.  Dr.  Thomas 
D.  Jones,  general  chairman  of  entertainment, 
and  his  able  committee,  with  Mrs.  Fred  Hodges 
at  the  head  of  the  Ladies’  Committee,  provided 
entertainment  to  fill  all  sj^are  time,  and  every- 
body returned  home  tired  but  happy. 

About  thirty  doctors  entered  the  golf  tourna- 
ment staged  at  Hermitage  Club.  Dr.  Manfred 
Call,  Richmond,  won  the  cup  donated  several 
years  ago  by  the  Roanoke  Academy  of  Medi- 
cine. This  is  to  be  held  permanently  by  the 
member  winning  two  consecutive  tournaments. 
Dr.  E.  H.  Terrell,  Richmond,  was  runner-up 
in  this  tournament. 

Entertainments  included  luncheon  on  Wed- 
nesday, at  Pine  Camp,  Richmond’s  tuberculosis 
sanatorium,  medical  moving  pictures  that  eve- 
ning, and  a reception  and  dance  in  honor  of  the 
president,  president-elect,  and  invited  guests 
on  Thursday  evening.  We  were  fortunate  in 
having  as  our  guests  this  year  Dr.  Geo.  E.  de 
Schweintz  and  Dr.  Alfred  Stengel,  of  Phila- 
delphia, and  Dr.  David  S.  Hillis,  of  Chicago. 
Dr.  Wendell  C.  Phillips,  of  New  York,  presi- 


dent-elect of  the  American  Medical  Associa- 
tion, was  also  present  and  gave  an  interesting 
talk  on  the  “Achievements  of  the  American 
Medical  Association.” 

Dr.  W.  L.  Harris,  of  Norfolk,  was  elected 
president  for  the  coming  year. 

The  Woman’s  Auxiliary  held  two  interesting 
and  well  attended  meetings  which  are  reported 
under  Proceedings  of  Societies,  in  this  issue. 
Mrs.  Southgate  Leigh,  Norfolk,  was  elected 
president  of  the  Auxiliary,  vice  Mrs.  Hunter 
H.  McGuire,  resigned. 

Let  every  member  feel  it  a duty  to  work 
for  the  success  of  his  State  and  County  or- 
ganization. Team  work  is  needed  to  put  and 
keep  our  Society  where  it  should  be.  Let’s 
adopt  as  our  slogan  some  verses  published  by 
the  A.  M.  A.,  several  years  ago: 

“It  aint  the  individual 

Or  the  army  as  a whole, 

But  the  everlastin’  team  work 
Of  every  bloomin’  soul.” 

The  Clinical  Congress  of  the  American  Col- 
lege of  Surgeons 

Held  its  fifteenth  annual  session  in  Phila- 
delphia, the  last  week  in  October,  under  the 
presidency  of  Dr.  Rudolph  Matas,  of  New  Or- 
leans. The  attendance  approached  the  2,000 
mark.  The  clinics  at  the  Philadelphia  hos- 
pitals were  very  instructive  and  largely  at- 
tended. Among  the  distinguished  foreigners 
who  took  part  in  the  program  were  Sir  William 
Arbuthnot  Lane,  of  London ; Professor 
Vittorio  Putti,  orthopedic  surgeon,  of  Bologna, 
Italy;  Dr.  W.  Blair  Bell,  of  Liverpool,  Eng- 
land ; and  the  Right  Honorable  Lord  Dawson, 
of  Penn,  physician-in-ordinary  to  His  Majesty, 
the  King  of  England.  Lord  Dawson  delivered 
the  fellowship  address. 

The  following  Virginia  doctors  were  elected 
fellows  of  the  American  College  of  Surgeons 
at  this  session : Drs.  Elisha  Barksdale  and 
Robt.  P.  Kelly,  Lynchburg;  Drs.  A.  I.  Dodson, 
B.  F.  Eckles,  J.  Blair  Fitts  and  Thos.  Wheel- 
don,  Richmond,  and  John  H.  Neff,  University. 
In  addition  to  these  there  were  about  fifteen 
Virginia  doctors  in  attendance.  Dr.  A.  Murat 
Willis,  Richmond,  was  the  only  Virginian  on 
the  program,  his  subject  being  “The  Mortality 
In  Important  Surgical  Diseases,  Especially 
Appendicitis.” 

The  Hospital  Standardization  Conference 
was  well  attended  and  some  excellent  papers 
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-were  presented.  A number  of  'N  irginia  hos- 
pitals were  found  to  be  rated  as  Class  A. 

Married. 

I)r.  Beverley  F.  Eckles  and  Miss  Annie  Gill 
Dixon,  both  of  Richmond,  October  31st. 

Dr.  Bolling  Jones  Atkinson  and  Miss 
Eugenia  Clementine  Vincent,  both  of  Emporia, 
Va.,  October  31st. 

Dr.  William  Edward  Smith  and  Miss  Mary 
Elizabeth  Berkeley  Moring,  both  of  Farmville, 
Va.,  October  22nd. 

Dr.  Robert  Matthews,  Norfolk,  and  Miss 
Mary  Willis  McLemore,  Suffolk,  Va.,  October 
24th. 

Dr.  John  Albert  Tipton,  Jr.,  and  Miss  Eliza- 
beth Franklin  Peters,  both  of  Keysville,  Va., 
October  17th. 

Dr.  Albert  C.  Van  Reenen,  formerly  of  Mar- 
linton,  W.  Va.,  but  now  of  Covington,  Va.,  and 
Miss  Gladys  Camillia  Vermillera,  of  Rich- 
mond, October  28th.  Dr.  Van  Reenen  was  a 
member  of  the  class  of  ’24,  Medical  College  of 
Virginia. 

Dr.  Robert  Burwell  Groves,  of  Lowell,  N. 
C.,  and  Miss  Moody  Schools,  of  Richmond, 
October  10th.  Dr.  Groves  was  also  a member 
of  the  ’24  class,  Medical  College  of  Virginia. 

Dr.  Powell  G.  Fox,  Raleigh,  N.  C.,  of  the 
class  of  ’22,  Medical  College  of  Virginia,  and 
Miss  Shirley  Kingsbury,  of  Scranton,  Pa.,  re- 
cently. 

Re-Elected  Dean  at  Medical  College  of  Vir- 
ginia. 

For  the  fourth  consecutive  year,  Dr.  Manfred 
Call,  professor  of  clinical  medicine  at  the  Medi- 
cal College  of  Virginia,  has  been  elected  dean 
of  the  school  of  medicine.  At  the  same  time, 
Mr.  Robert  F.  McCrackan,  associate  professor 
of  biochemistry,  was  elected  secretary  of  the 
faculty,  in  which  capacity  he  has  served  for 
the  past  five  years. 

Eighty-six  counties  of  the  hundred  Virginia 
counties  are  represented  in  the  registration  in 
the  four  schools  of  the  College  this  year,  and 
377  of  the  564  students  at  the  College  are  resi- 
dents of  Virginia.  It  is  the  policy  of  the  Col- 
lege to  give  preference  to  Virginia  students 
and  this  seems  necessary  when  it  is  known  that 
Virginia  has  at  present  but  one  physician  to 
947  inhabitants  as  against  one  physician  to  753 
inhabitants  for  the  nation  as  a whole. 


Dr.  E.  G.  Brumback, 

Of  Luray,  Va.,  is  home  again  after  spending 
several  days  in  Washington,  D.  C.,  on  profes- 
sional business. 

Dr.  J.  Shelton  Horsley, 

Richmond,  by  invitation,  presented  -an  illus- 
trated paper  on  the  “Relation  of  the  Physiology 
of  the  Stomach  to  Gastric  Surgery,”  before  the 
Medical  Society  of  the  County  of  Kings, 
Brooklyn,  N.  Y.  This  Society  has  one  of  the 
largest  private  loan  medical  libraries  in  the 
world,  ranking  fourth  in  the  United  States. 

Methodist  Conference  Endorses  Work  of 

State  Board  of  Health. 

The  Virginia  Methodist  Conference,  in  ses- 
sion in  Richmond,  in  October,  passed  a resolu- 
tion commending  the  splendid  work  of  the 
Virginia  State  Board  of  Health  and  petitioned 
the  on-coming  session  of  the  General  Assembly 
to  provide  ways  and  means  by  which  the  hos- 
pitalization of  the  poor  of  our  State  and  public 
nursing,  especially  in  rural  territory,  may  be 
adequately  taken  care  of. 

Wilmer  Institute  Opened. 

The  initial  unit  of  the  Wilmer  Eye  Institute 
was  opened  in  Baltimore,  October  29th,  as  a 
part  of  the  medical  school  and  hospital  of 
Johns  Hopkins  University.  It  is  the  first 
American  medical  center  for  research  study  of 
the  causes  of  blindness  and  treatment  of  dis- 
eases of  the  eye.  Dr.  William  Holland  Wilmer, 
formerly  of  Washington.  D.  C.,  is  director  of 
the  Institute. 

Do  Athletes  Die  Young? 

The  New  York  State  Department  of  Health, 
in  a recent  Bulletin  answers  the  following 
question  by  stating  that  “frequently  going  to 
the  physical  limit  cannot  be  done  without  risk 
of  injury  but  the  notion  that  athletes  die  young 
from  overstrain  is  a fallacy.”  Statistics  com- 
piled with  regard  to  Harvard  and  Yale  athletes 
were  cited  to  show  that  athletes  kept  physically 
fit  longer  than  other  classes.  “If  the  larger 
benefits  which  come  from  sports  are  kept  con- 
tinually in  mind,  the  boys  and  girls  are  in 
sound  physical  condition,  if  their  training 
periods  are  of  reasonable  length,  if  the  number 
of  contests  is  limited,  if  the  coaching  is  in  the 
hands  of  trained  people  of  high  character,  then 
the  dangers  of  overdoing  competitive  athletics 
will  be  reduced  to  a minimum.” 
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Value  of  Toxin-Antitoxin  Demonstrated. 

To  about  the  middle  of  October  there  were 
reported  200  cases  of  diphtheria  in  children 
in  Richmond,  this  Fall.  Of  these,  onty  three 
who  were  inoculated  last  year  with  the  toxin- 
antitoxin  had  the  disease.  Last  year,  3,000  of 
the  20,000  children  under  ten  years  of  age  in 
Richmond,  were  given  toxin-antitoxin,  and  re- 
sults so  far  this  year  seem  to  demonstrate  the 
efficacy  of  the  immunity. 

Changes  in  Medical  Staff  at  Eastern  State 

Hospital. 

Dr.  B.  I.  Bell,  recently  first  assistant  physi- 
cian at  Eastern  State  Hospital,  Williamsburg, 
has  entered  private  practice  in  that  place  and 
has  been  succeeded  at  the  hospital  by  Dr.  E.  H. 
Alderman,  formerly  second  assistant  physician. 

Dr.  P.  G.  Hamlin,  recently  connected  with 
the  State  Epileptic  Colon}7,  has  been  appointed 
second  assistant  physician  at  the  Eastern  State 
Hospital. 

Work  of  the  Children’s  Bureau. 

Under  the  Federal  Maternity  and  Infancy 
Act,  it  is  noted  that  nearly  600,000  infants  and 
pre-school  children  were  examined  at  child 
health  conferences  during  1924  and  1925. 
Forty-three  states  and  Hawaii  are  co-operating 
under  the  Act,  which  provides  Federal  aid  for 
the  promotion  of  the  welfare  of  mothers  and 
babies.  Provisional  figures  for  1924  of  the  vital 
statistics  division  of  the  Bureau  of  the  Census 
indicate  a substantial  drop  in  the  infant  death 
rate  for  both  urban  and  rural  communities  in 
the  United  States  birth  registration  area  but, 
even  with  this  improvement,  the  United  States 
rate  is  higher  than  in  Australia,  the  Nether- 
lands, Norway,  Sweden,  and  the  Irish  Free 
State,  and  no  State  in  the  United  States  has  so 
low  a rate  as  New  Zealand. 

Dr.  and  Mrs.  J.  R.  Adams, 

Blackstone,  Va.,  were  recently  called  to 
Richmond  by  the  illness  of  their  son. 

Dr.  Clara  King  Dickinson, 

A graduate  of  the  Woman’s  Medical  College 
of  Philadelphia,  has  recently  been  appointed 
college  physician  of  the  Marion,  Va.,  Female 
College. 

Dr.  N.  J.  Gould, 

Recently  of  Norfolk,  Va.,  has  moved  to  New 
York,  with  offices  at  2065  Grand  Concourse. 

The  American  Public  Health  Association 

Held  an  unusually  interesting  and  live  meet- 


ing in  St.  Louis,  in  October.  The  session  on 
oyster  sanitation  was  especially  interesting, 
apparently  all  forces — engineers,  health  officers, 
laboratories  and  dealers — joining  together  to 
meet  the  situation. 

Dr.  Abraham  Zingher,  assistant  director  of 
the  Health  Department  Laboratories,  of  New 
York  City,  presented  further  evidence  as  to  the 
value  of  the  Schick  test  and  toxin-antitoxin 
immunization  in  the  prevention  of  diphtheria. 

The  shortage  of  trained  health  officers  was 
rather  forcibly  presented,  it  being  pointed  out 
that  at  present  the  demand  is  far  greater  than 
the  supply  and  this  demand  is  increasing 
yearly. 

Among  the  Virginia  health  men  noted  at  the 
meeting  were  Dr.  L.  J.  Roper,  Portsmouth; 
Dr.  W.  Brownley  Foster  and  Mr.  A.  H.  Straus, 
Richmond;  and  Dr.  R.  W.  Garnett,  Danville. 
Dr.  E.  C.  Levy,  formerly  of  Richmond,  but 
now  of  Tampa,  Fla.,  also  attended  and  took  an 
active  part  in  the  meeting. 

Buffalo,  N.  Y.,  was  selected  as  the  next  place 
of  meeting,  and  Dr.  Charles  Edward  A.  Wins- 
low, of  Yale  University,  New  Haven,  Conn., 
was  elected  president. 

Dr.  B.  E.  Hunt, 

Of  the  class  of  ’24,  Medical  College  of  Vir- 
ginia, has  moved  to  Holden,  W.  Va. 

Dr.  Ropp  Receives  Award. 

Last  year,  the  Roanoke  Academy  of  Medi- 
cine, through  its  president,  Dr.  S.  B.  Cary, 
offered  a $50  set  of  books  for  the  best  paper 
read  before  the  Academy  during  the  1924-1925 
session.  At  the  meeting  of  the  Academy  in 
October,  this  prize  was  awarded  to  Dr.  J.  M. 
Ropp,  of  Roanoke,  for  his  paper  on  “Potter’s 
Version  and  Its  Possibilities.” 

Dr.  B.  F.  Noland, 

Formerly  of  Spencer,  Va.,  is  now  located  at 
Bassetts,  Va.,  where  he  will  continue  the  prac- 
tice of  medicine. 

Dr.  S.  W.  Maphis, 

Warrenton,  Va.,  who  has  been  undergoing 
treatment  in  Philadelphia,  for  sometime  for 
his  eyes,  is  much  improved  and  has  gone  to 
Florida  for  a rest  before  resuming  his  work 
in  Warrenton. 

Dr.  George  Gay, 

Richmond,  after  an  illness  of  several  weeks, 
resumed  his  practice  early  in  October. 
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Baptist  Hospital  Receives  Gift. 

The  Virginia  Baptist  Hospital,  Lynchburg, 
Va.,  lias  been  given  $75,000  by  Mrs.  Annie 
C.  Mundy,  of  Natural  Bridge,  Va.,  for  the  con- 
struction of  a second  unit.  This  is  intended  as 
a memorial  to  her  husband,  her  daughter  and 
self. 

The  Medical  Society  of  Maryland,  Virginia 

and  the  District  of  Columbia 

Will  hold  its  regular  semi-annual  meeting 
in  Washington,  I).  C.,  November  18,  under  the 
presidency  of  Dr.  J.  W.  Bird,  of  Sandy  Spring, 
Md.  The  usual  interesting  program  has  been 
prepared.  Dr.  Jos.  D.  Rogers,  of  Washington, 
is  secretary. 

Dr.  W.  J.  Otis, 

An  alumnus  of  the  Medical  College  of  Vir- 
ginia and  former  resident  physician  at  Me- 
morial Hospital,  Richmond,  has  been  ap- 
pointed assistant  professor  of  neurology  in  the 
Department  of  Medicine  of  Tulane  University, 
New  Orleans,  La.  He  was  also  appointed 
neuro-psychiatrist  to  the  recently  opened 
Soniat-Mercy  Hospital  and  lecturer  on  neuro- 
psychiatry and  mental  hygiene  to  the  Training 
School  of  that  Hospital. 

The  Stale  Colony  for  Epileptics  and  Feeble- 
minded 

Has  issued  its  report  for  the  period  from 
October  1,  1923,  through  June  30,  1925.  The 
beginning  of  this  period  found  every  bed  in 
the  institution  tilled,  there  being  at  that  time 
G32  patients.  A new  building  with  a capacity 
of  100  beds  was  opened  the  following  April* 
but  this  was  soon  filled  and  the  institution  has 
remained  crowded  to  the  present  time.  Dur- 
ing the  whole  of  this  period  the  health  of  the 
patients  has  been  unusually  good;  there  have 
been  no  epidemics  and  the  death  rate  has  been 
low.  Recreation  and  work  for  the  patients  has 
been  about  the  same  as  for  former  reports. 

Dr.  A.  S.  Priddy,  superintendent  of  the 
Colony  from  the  time  it  was  chartered  as  art 
independent  institution  in  1910,  died  last  Janu- 
ary, and  has  was  succeeded  by  Dr.  John  H. 
Bell,  first  assistant  physician. 

The  Medical  Follies. 

Under  the  above  caption,  Dr.  Morris  Fish- 
bein,  editor  of  the  Journal  of  the  American 
Medical  Association , has  published  a number 
of  essays  which  portray  in  a most  attractive 
style  the  rise  and  fall  of  the  various  so-called 


“healing”  cults  and  medical  subjects  which  will 
always  be  of  interest  to  a curious  public.  Some 
of  these  essays  have  been  published  before  and 
some  have  been  prepared  especially  for  the 
present  volume. 

It  is  a book  in  which  every  physician  will  be 
interested  because  of  its  exploitation  of  the 
fads  in  medicine  which  constantly  attract  the 
attention  of  an  unthinking  public,  if  for  no 
other  reason.  Several  editions  of  the  book  have 
been  published  since  its  first  printing  in  Sep- 
tember of  this  year. 

Dr.  J.  L.  Blanton, 

Class  of  ’24,  Medical  College  of  Virginia, 
completed  a fifteen  months’  internship  in  a 
northern  hospital,  October  1st,  and  has  located 
at  Brain  well,  W.  Va. 

Conserving  the  Sight  of  School  Children 

Is  the  title  of  a report  which  has  been  pre- 
pared by  a joint  committee  of  the  National 
Education  Association  and  the  American  Medi- 
cal Association  with  the  co-operation  of  the 
National  Committee  for  the  Prevention  of 
Blindness.  This  states  that  3,000,000  school 
children  in  the  United  States,  or  one-eighth  of 
the  entire  school  population,  are  handicapped 
in  their  education  by  defective  eyesight.  Onlv 
seventeen  states  make  eye  examinations  of 
school  children  compulsory  bv  law.  In  fourteen 
states  the  law  is  permissive.  Rural  districts 
generally  report  a larger  percentage  of  de- 
fective vision  than  city  districts.  The  expla- 
nation of  this  difference  may  be  due  to  the 
differing  factors  as  conditions  under  which  the 
test  results  were  obtained  and  impress  the  ne- 
cessity for  a uniform  law  for  the  examination 
of  the  eyes  of  school  children  by  all  states  and 
cities. 

Dr.  and  Mrs.  W.  C.  Rosser, 

Rustburg,  Va.,  were  recent  visitors  in  Char- 
lottesville, Va. 

Dr.  Frank  Helvestine, 

Recently  of  Roanoke,  Va.,  announces  the 
opening  of  offices  at  323-324  Masonic  Temple, 
Danville,  Va.  His  practice  will  be  limited  to 
surgery,  gynecology  and  surgical  pathology. 
Dr.  Helvestine  is  an  alumnus  of  the  University 
of  Virginia  School  of  Medicine. 

Dr.  D.  N.  Twyman 

Has  returned  to  his  home  at  Appomattox, 
Va.,  after  spending  some  time  in  Florida  look- 
ing after  his  real  estate  interests. 
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The  Railway  Surgeons’  Association  of  Vir- 
ginia 

Met  during  the  session  of  the  Medical  So- 
ciety of  Virginia,  in  the  Tea  Room  of  the  Jef- 
ferson Hotel  at  2 :30  P.  M.  on  Thursday,  Octo- 
ber 15,  1925. 

At  its  initial  organization  it  was  decided 
that  the  purposes  of  the  organization  would 
he  business  and  no  scientific  matters  would  he 
presented  at  the  meetings  until  later.  This 
policy  of  the  association  was  continued. 

Dr.  A.  M.  Willis,  Richmond,  president  of 
the  Association  for  the  past  six  years,  and  Dr. 
E.  L.  Kendig,  Victoria,  secretary  for  the  same 
length  of  time,  declined  re-election.  The  fol- 
lowing officers  were  then  elected  for  the  com- 
ing year:  Dr.  W.  L.  Powell,  of  Roanoke,  Va.. 
president,  and  Dr.  Marcellus  Johnson,  of 
Roanoke,  secretary. 

Dr.  Fred  E.  Hamlin, 

Formerly  of  Staunton,  Va.,  located  recently 
in  Roanoke.  Va.,  and  opened  offices  in  Shenan- 
doah Life  Building,  in  partnership  with  Dr. 
G.  M.  Maxwell.  Dr.  Hamlin  has  spent  some 
time  in  post-graduate  work  at  Medico-Chirur- 
gical  Hospital,  Philadelphia,  and  last  summer 
received  his  degree  as  master  of  medical  science 
in  otolaryngology  at  the  Graduate  School  of 
Medicine,  University  of  Pennsylvania.  He  also 
passed  the  American  Board  of  Otolaryngology, 
held  at  Medico-Chlrurgical  Hospital.  Phila- 
delphia. 

Health  Service  for  Preschool  Children,  New 

York. 

The  Mulberry  Health  Center,  New  York 
City,  has  for  six  years  maintained  a health 
clinic  for  the  periodical  examination  of  pre- 
school children  and  a staff  of  nurses  for  follow- 
up work  in  the  homes.  The  center  has  ana- 
lyzed its  expenditures  and  now  reports  that 
this  service  costs,  on  the  average,  $2.22  per 
child. 

Dr.  Stanton  K.  Livingston, 

University,  Va.,  who  graduated  from  the 
University  of  Virginia  last  June,  has  just  en- 
tered upon  his  duties  as  a resident  physiean  at 
the  University  of  Pennsylvania  Hospital, 
Philadelphia,  to  which  he  received  appoint- 
ment at  time  of  his  graduation.  He  has  re- 
cently been  on  duty  at  the  State  Hospital, 
Middletown,  N.  Y. 


Dr.  and  Mrs.  John  B.  Bullard 

And  small  daughter,  of  Richmond,  have  re- 
turned home  after  a motor  trip  of  several 
weeks  to  Florida,  where  they  visited  Dr.  Bul- 
lard’s brother  and  went  as  far  south  as  Miami. 

Dr.  W.  F.  Draper, 

Assistant  surgeon  general  of  the  LT.  S.  Pub- 
lic Health  Service,  addressed  the  Petersburg 
Rotary  Club  at  its  regular  meeting  early  in 
October. 

Dr.  Jos.  T.  Graham, 

Of  McGuire  Clinic,  Richmond,  recently 
visited  his  former  home  near  Pulaski,  Va. 
Surgeon  General  Hugh  S.  Cumming, 
Washington,  D.  C.,  sailed  early  in  October 
for  a visit  to  several  European  ports. 

Dr.  Carrington  Williams 
Was  elected  president  of  the  Richmond 
Chapter,  University  of  Virginia  Alumni  As- 
sociation, at  its  annual  meeting  October  1. 

The  Kentucky  State  Medical  Society, 

At  its  annual  meeting,  the  first  week  in  Oc  o- 
ber.  elected  Dr.  Robert  L.  Woodard,  Hopkins- 
ville, president,  and  Dr.  Irvin  Abell,  Louis- 
ville, president-elect,  and  re-elected  Dr. 
Arthur  T.  McCormack,  of  Louisville,  secre- 
tary. Frankfort  was  selected  for  the  1926 
meeting  place. 

Dr.  Charles  E.  Conrad, 

Harrisonburg,  Va.,  has  been  spending  some- 
time in  St.  Louis,  Mo.,  where  he  has  been  doing 
post-graduate  work  in  pediatrics. 

The  Tenth  District  Medical  Society  of  North 
Carolina, 

At  its  last  meeting,  under  the  presidency  of 
Dr.  Louis  G.  Beall,  of  Black  Mountain,  N.  C., 
elected  Dr.  Francis  M.  Davis,  of  Canton,  and 
Dr.  John  La  Bruce  Ward,  of  Asheville,  presi- 
dent and  secretary,  respectively. 

Dr.  and  Mrs.  Fauntleroy  Flinn, 

Of  Miami,  Okla.,  formerly  of  Roanoke,  Va., 
have  been  on  a visit  to  Dr.  Flinn’s  parents  near 
Alberta,  Va. 

Golden  Rule  Sunday. 

December  the  6th  has  been  set  aside  as 
Golden  Rule  Sunday,  when  every  one  is  asked 
to  eat  an  humble  meal,  such  as  the  homeless 
children  under  American  care  in  the  Near  East 
eat  every  day  in  the  year,  and  then  to  aid  the 
cause  as  he  can.  A great  deal  of  medical 
work  is  being  done  in  the  Near  East  Relief, 
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aind  Dr.  Wendell  C.  Phillips,  president-elect  of 
the  American  Medical  Association,  has  ac- 
cepted the  chairmanship  of  the  Golden  Rule 
Sunday  Co-operating  Committee  as  the  repre- 
sentative of  the  medical  profession. 

Dr.  Ramon  D.  Garcin 

Was  elected  a member  of  the  Richmond  City 
School  Board  from  First  District,  early  in 
October,  succeeding  Dr.  Wm.  H.  Parker,  who 
resigned  as  he  moved  from  that  District. 
National  Board  of  Medical  Examiners. 

Connecticut  and  Utah  are  now  added  to  the 
states  which  accept  the  certificate  of  the  Na- 
tional Board  of  Medical  Examiners,  qualifying 
physicians  to  practice  in  them.  This  certificate 
is  now  recognized  in  more  than  thirty  states 
and  in  Great  Britain.  At  the  June  medical  ex- 
aminations, a total  of  508  were  examined,  which 
is  the  largest  number  ever  to  take  the  written 
examinations  of  the  National  Board. 

Dr.  and  Mrs.  A.  M.  Saunders, 

Norfolk,  spent  several  da}rs  with  friends  at 
New  Canton,  Va.,  in  October,  after  an  auto- 
mobile trip  through  Eastern  Pennsylvania  and 
the  Valley  of  Virginia. 

Cancer  Control  in  Europe. 

George  A.  Soper,  managing  director  of  the 
American  Society  for  the  Control  of  Cancer, 
has  returned  to  New  York  after  a three  months’ 
investigation  of  the  problem  of  cancer  control 
in  Europe.  He  reports  that  great  interest  and 
activity  are  being  shown  in  research  work  into 
the  fundamental  causes  of  cancer  and  in  pro- 
viding patients  with  the  best  means  of  treat- 
ment which  the  existing  state  of  knowledge  per- 
mits. Surgery,  radium  and  X-rays  still  afford 
the  main  reliance  which  science  and  experience 
have  thus  far  developed  for  the  cure  of  this 
disease. 

The  Association  of  Military  Surgeons  of  the 
United  States, 

At  its  recent  meeting  in  New  York,  elected 
Surgeon  General  Edward  R.  Stitt,  U.  S.  N., 
president  to  succeed  Surgeon  General  Hugh  S. 
Gumming  of  the  U.  S.  Public  Health  Service. 
Col.  Jefferson  R.  Kean,  U.  S.  Army,  retired, 
was  re-elected  secretary. 

The  Eighth  District  Medical  Society  of 
- North  Carolina 

Held  an  interesting  meeting  in  Reidsville, 
the  latter  part  of  October,  under  the  presidency 
of  Dr.  J.  W.  McGehee,  of  that  place.  In  addi- 


tion to  papers  by  several  members,  papers  were 
presented  by  Dr.  Stuart  McGuire,  of  Rich- 
mond, and  by  the  President  of  the  North 
Carolina  Bar  Association  on  “Forensic  Medi- 
cine.” Elkin  was  selected  as  the  next  place  of 
meeting  and  Dr.  H.  C.  Salmons,  of  Elkin,  was 
elected  president  for  that  meeting  and  Dr.  M. 
A.  Royal,  also  of  Elkin,  secretary. 

Dr.  F.  M.  Hisey, 

Of  .Edinburg,  Va.,  recently  visited  friends  in 
Front  Royal,  Va. 

The  Ninth  Annual  Roll  Call. 

Armistice  Day.  Peace. 

On  the  Western  Front  the  shell  holes  are 
filled,  the  barbed  wire  is  rolled  in  bales  and 
flung  out  of  the  way  of  the  plow,  or  left  to  rust 
into  the  ground,  no  longer  rocked  by  gun-fire. 

Peace — but  not  for  the  Red  Cross. 

In  the  hospitals  all  over  the  country  thou- 
sands of  service  men  still  need  its  ministrations, 
helping  them  to  solve  their  personal  problems, 
comforting  them  in  the  long  stay  in  hospital, 
or  keeping  in  touch  with  their  families. 

In  every  part  of  the  country,  1,000  public 
health  nurses  of  the  Red  Cross  are  fighting  fo 
maintain  community  health. 

Five  states  of  the  mid-West  this  year  ex- 
perienced the  worst  disaster  in  American  his- 
tory, necessitating  the  greatest  post-disaster 
rehabilitation  ever  known,  which  is  just  being 
concluded  by  the  American  Red  Cross. 

Thousands  of  people  needlessly  die  even' 
year  in  water  accidents,  in  the  past  few  years 
mounting  to  a casualty  list  surpassing  that 
of  war.  This  year  the  Red  Cross  trained  21,000 
men,  women  and  youths  in  water  rescue  and 
resuscitation.  It  trained  this  year  alone,  18,- 
000  persons  in  first  aid  to  the  injured. 

The  Red  Cross  does  these  things  and  in- 
numerable others  for  the  benefit  of  humanity. 

To  combat  extraordinary  emergencies  such 
as  may  strik§  anywhere,  any  moment,  there  is 
kept  ready  an  enrolled  reserve  of  41,000  nurses 
and  adequate  equipment,  which  can  be  thrown 
into  action  in  a moment.  The  National  Or- 
ganization and  more  than  3,000  chapters  and 
local  units  insure  its  protection  all  over  the 
country. 

On  Armistice  Day,  the  day  of  Peace,  the 
American  Red  Cross  will  seek  new  strength  to 
carry  on  its  battles.  On  this  day  begins  the 
Ninth  Annual  Roll  Call,  to  be  continued  until 
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Thanksgiving  Day,  during  which  the  Ameri- 
can people  will  be  asked  to  support  with  their 
membership,  this  work  which  is  done  in  their 
name.  Upon  the  funds  derived  through  its 
membership  depends  the  extent  to  which  the 
American  Red  Cross  can  continue  ot  serve  dur- 
ing the  coming  year,  as  it  has  in  the  past.  The 
membership  fee  is  only  one  dollar  a year. 
Won’t  you  sign  up  at  your  nearest  station? 
The  Southern  Surgical  Association 

Is  to  hold  its  annual  meeting  in  Louisville. 
Ivy.,  December  15,  16  and  17,  and  an  excellent 
program  is  being  arranged.  Dr.  Irvin  Abell, 
Louisville,  Ivy.,  is  president,  and  Dr.  Hubert 
A Royster,  Raleigh,  N.  C.,  secretary. 

Dr.  Paul  E.  Redd, 

After  practicing  in  Richmond  for  a number 
of  years,  has  moved  to  Yorktown,  Va.,  where 
he  will  make  his  home  and  continue  the  prac- 
tice of  his  profession. 

Draft  Convention  Ratified  by  France. 

On  August  6,  1925,  the  French  Chamber  of 
Deputies  ratified  the  Washington  draft  conven- 
tion prohibiting  the  night  work  in  industry  of 
minors  under  18  years  of  age  (with  certain 
exemptions  for  minors  16  to  18).  Legislation 
substantially  to  this  effect  has  been  in  exist- 
ence in  France  for  a number  of  years,  but  on 
January  24,  1925,  for  the  purpose  of  securing 
conformity  with  the  provisions  of  the  conven- 
tion, certain  amendments  to  the  old  law  were 
passed,  including  the  addition  of  transporta- 
tion, loading,  and  unloading  to  the  list  of  in- 
dustries in  which  the  employment  of  minors 
under  18  years  of  age  is  prohibited. 

Dr.  Charles  B.  Crute, 

Farmville,  Va.,  attended  the  annual  confer- 
ence of  post  commanders  and  adjutants  of  the 
posts  of  the  department  of  Virginia,  American 
Legion,  which  was  held  in  Charlottesville,  dur- 
ing the  last  week  in  October. 

The  Association  of  Ex-Interns  of  St.  Eliza- 

beth’s  Hospital 

Held  its  second  annual  meeting  at  the  hos- 
pital in  Richmond,  Va.,  October  6th,  with  the 
following  members  present:  Drs.  W.  C.  Cau- 
dill, Pearisburg;  R.  H.  Cross,  Concord  Depot; 
E.  L.  Caudill,  Narrows;  Wright  Clarkson, 
Petersburg;  J.  R.  Dunn,  Sumter,  S.  C. ; II.  H. 
Harris,  Anderson,  S.  C. ; W.  G.  Rainey,  Balti- 
more, Md. ; G.  R.  Fisher,  Staunton ; and  A.  A. 
Houser,  O.  O.  Ashworth,  A.  I.  Dodson,  T.  L. 


Driscoll,  and  J S.  Horsley,  Jr.,  of  Richmond. 
Preceding  the  morning  session,  there  was  a 
clinic  by  the  Hospital  staff.  Two  sessions  were 
held,  Dr.  Guy  R.  Fisher,  of  Staunton,  pre- 
siding, and  a number  of  interesting  papers 
were  presented  at  both  sessions.  Following 
the  morning  session,  luncheon  was  tendered  the 
visitors  at  Commonwealth  Club  and,  in  the 
evening,  a supper  was  given  at  the  home  of  Dr. 
J.  S.  Horsley,  following  which  there  was  time 
for  the  doctors  to  attend  the  State  Fair,  if  they 
so  desired. 

Dr.  Wright  Clarkson,  Petersburg,  was 
elected  president;  Dr.  W.  C.  Caudill,  of  Pearis- 
burg, vice-president;  and  Dr.  J.  S.  Horsley, 
Jr.,  secretary-treasurer. 

Dr.  D.  Hunter  Marrow, 

Union  Level,  Va.,  has  gone  to  Florida  for 
the  winter,  as  has  been  his  custom  for  the  past 
few  years.  He  will  be  at  217  Live  Oak  Avenue, 
Daytona. 

Western  State  Hospital  Adds  Acreage. 

The  Western  State  Hospital,  Staunton,  Va., 
has  purchased  a 252  acre  farm  adjoining  that 
of  the  hospital,  which  is  to  be  used  by  the  pa- 
tients for  agricultural  and  dairy  purposes.  It 
is  hoped  eventually  to  have  enough  land  so  that 
each  patient  may  be  allotted  one  acre.  Some 
of  the  patients  are  also  engaged  at  this  time 
in  building  a home  for  a member  of  the  staff, 
which  makes  the  expense  of  building  about 
one-half  of  what  it  would  otherwise  be. 

Dr.  and  Mrs.  John  0.  Boyd 

Returned  to  their  home  in  Roanoke,  Va.,  the 
latter  part  of  October  after  a visit  to  relatives 
in  Winchester,  Va. 

The  South  Piedmont  Medical  Society 

Will  hold  its  next  meeting  in  Lynchburg, 
Va.,  November  17.  Dr.  Ray  A.  Moore,  Phenix, 
is  president,  and  Dr.  George  A.  Stover,  South 
Boston,  secretary. 

Examination  for  Entrance  into  Regular 

Corps  of  U.  S.  Public  Health  Service. 

Examinations  of  candidates  for  entrance 
into  the  Regular  Corps  of  the  U.  S.  Public 
Health  Service  will  be  held  December  7,  1925, 
at  Washington,  D.  C.,  Chicago,  111.,  New  Or- 
leans, La.,  and  San  Francisco,  Cal.  Candidates 
must  be  between  twenty-three  and  thirty-two 
years  of  age  and  have  had  one  year’s  hospital 
experience  or  two  years’  professional  practice. 
Requests  for  information  or  permission  to  take 
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this  examination  should  be  addressed  to  the 
Surgeon  General,  IT.  S.  Public  Health  Service, 
Washington,  D.  C. 

Endowment  for  N.  C.  Medical  School. 

The  will  of  Mr.  James  Duke,  who  died  in 
October,  adds  an  endowment  of  $10,000,000  in 
addition  to  the  $40,000,000  given  several 
months  ago.  It  is  specified  that  part  of  this 
bequest  shall  be  used  for  erecting  and  equip- 
ping buildings  suitable  for  a medical  school, 
hospital  and  nurses’s  home  at  Duke  University, 
Durham,  N.  C. 

Dr.  George  B.  Martin, 

Formerly  of  Richmond,  who  has  been  under 
treatment  since  his  return  from  the  World 
War,  is  now  at  Building  1-11,  Oteen,  N.  C. 

Dr.  Susan  W.  Field, 

Resident  physician  and  medical  inspector 
of  Farmville  State  Teachers’  College,  is  at  her 
post  of  duty  again  after  a vacation  spent  at 
her  former  home  in  Lincoln,  Nebr. 

Petersburg  Receiving  Congratulations. 

Petersburg,  Va.,  is  receiving  the  congratula- 
tions of  the  State  in  the  opening  of  the  splen- 
did bridge  over  the  Appomattox  River  and 
also  of  the  new  armory,  the  second  floor  of 
which  will  house  Petersburg’s  Health  Center. 
It  is  a pleasure  to  note  that  one  of  the  medical 
profession,  Dr.  William  F.  Drewy,  now  City 
Manager  of  Petersburg,  is  recognized  as  one 
of  the  “powers  behind  the  throne”  in  putting 
over  this  big  project,  along  with  former  City 
Manager  Brownlow  and  the  City  Council. 

Dr.  Charles  H.  Moncure, 

Orange,  Va.,  has  been  elected  health  officer 
of  that  place. 

Dr.  Lewis  B.  McBrayer, 

Southern  Pines,  N.  C.,  was  elected  president 
of  the  Southern  Tuberculosis  Association,  at 
its  meeting  held  recently  in  Memphis,  Tenn. 
The  Association  will  hold  its  next  annual  meet- 
ing in  Washington,  D.  C.,  in  the  Fall  of  1926 
in  conjunction  with  the  International  Tuber- 
culosis Association. 

Wanted — 

Interne  at  Roanoke  Hospital,  Roanoke,  Va. 
100  beds;  new,  modern  building  and  equip- 
ment. $75.00  per  month,  room,  board  and 
laundry.  Address  H.  G.  Lacy,  secretary. 
(Adv.) 


Wanted — 

Bookkeeping  and  secretarial  work.  To  Rich- 
mond doctors  not  requiring  the  services  of  a 
full  time  bookkeeper  or  secretary,  I can  render 
prompt  and  efficient  service  in  this  capacity 
at  a small  monthly  cost.  Phone  Madison  5704. 
(Adv.) 

Position  Wanted  in  Doctor’s  Office. 

Active  middle-aged  lady  desires  position  in 
doctor’s  office  in  Richmond.  Small  compensa- 
tion accepted.  Phone  Madison  5704.  (Adv.) 

Obituary 

Dr.  Lanier  Dunn  Pole, 

A prominent  physician  of  Hot  Springs,  Va., 
was  stricken  with  apoplexy  while  driving  his 
car  from  Hot  Springs  to  Charlottesville,  on 
October  17th,  and  died  in  a few  minutes.  He, 
Mrs.  Pole  and  two  friends  were  on  their 
way  to  Charlottesville  to  meet  his  son  and 
attend  a football  game.  His  wife,  took 
the  wheel  and  rushed  the  car  to  a Staunton 
hospital,  but  Dr.  Pole  died  before  reaching 
there.  Dr.  Pole  was  forty-one  years  of  age 
and  studied  medicine  at  University  College  of 
Medicine,  Richmond,  from  which  he  graduated 
in  1906  and  served  the  following  year  as  a 
resident  physician  at  Retreat  for  the  Sick,  this 
city.  He  joined  the  Medical  Society  of  Vir- 
ginia the  same  year.  He  was  also  a member  of 
the  Covington-Hot  Springs  Rotary  Club.  Dr. 
Pole  is  survived  by  his  wife,  a son  and  several 
sisters  and  brothers,  one  of  them  Dr.  E.  A. 
Pole,  with  whom  he  was  associated  in  practice 
at  Hot  Springs. 

Dr.  James  Barbour  Boldridge, 

A prominent  physician  and  citizen  of  Cul- 
peper County,  died  at  his  home  near  Culpeper, 
Va.,  October  1,  death  being  due  to  angina 
pectoris.  Though  he  had  been  in  bad  health 
for  sometime,  he  was  ill  only  a short  time.  Dr. 
Boldridge  was  seventy-two  years  of  age  and 
studied  medicine  at  the  College  of  Physicians 
and  Surgeons,  Baltimore,  from  which  he 
graduated  in  1893.  He  joined  the  Medical  So- 
ciety of  Virginia  the  following  year.  He  was 
twice  married.  His  second  wife  and  four  chil- 
dren by  a former  marriage  survive  him.  He 
was  the  father  of  Dr.  J.  Russell  Boldridge, 
of  Hazel  River. 

Dr.  George  Clifton  Hall, 

Medical  director  of  the  Life  Insurance  Com- 
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pany  of  Virginia,  died  suddenly  of  apoplexy, 
October  13th,  at  his  home  in  the  suburbs  of 
Richmond.  Dr.  Hall  was  a native  of  Massa- 
chusetts and  received  his  medical  education 
there,  graduating  from  Harvard  University, 
Boston,  in  1890.  He  had  made  his  home  in 
Richmond  for  about  twelve  years  and  was  a 
member  of  the  local  and  State  Medical  Socie- 
ties as  well  as  of  the  American  Medical  Asso- 
ciation. Prior  to  moving  to  Richmond,  he  prac- 
ticed in  both  Boston  and  New  York.  He  is 
survived  by  his  wife  and  a step  son. 

Resolutions  on  Death  of  Dr.  George  C.  Hall. 

At  a meeting  of  the  Richmond  Academy  of  Medi- 
cine, held  on  October  28,  1925,  the  following  reso- 
lutions were  adopted: 

Whereas.  The  Richmond  Academy  of  Medicine,  in 
the  death  of  Dr.  George  C.  Hall,  is  again  called,  in 
the  course  of  a few  months,  to  deplore  the  loss  of 
one  of  its  members,  a man  who  was  eminent  in 
his  particular  branch  of  medicine,  and  loved  by 
those  who  knew  him,  be  it  resolved, 

First,  That  the  Academy  feels  his  passing  most 
keenly; 

Second,  That  it  offers  its  deepest  sympathy  to  the 
members  of  the  mourning  family,  praying  that  their 
grief  may  be  assuaged  in  the  contemplation  of  a 
life  well  spent;  and, 

Third,  That  these  resolutions  and  preamble  be 
spread  upon  the  minutes  of  the  Academy;  that  a 
copy  thereof  be  sent  to  the  family;  and  that  they 
be  published  in  the  Virginia  Medical  Monthly. 

(Signed) 

Fred.  M.  Hodges, 
Wm.  H.  Higgins, 

Jas.  H.  Smith, 

Committee. 

Dr.  Andrew  Jefferson  Nelson, 

A former  resident  of  this  State,  who  prac- 
ticed in  Hanover  County  and  Richmond  until 
about  eighteen  years  ago,  died  at  his  home  in 
Seattle.  Wash.,  November  2nd,  at  the  age  of 
sixty-five  years.  Dr.  Nelson  received  his  medi- 
cal education  at  Columbian  University,  Wash- 
ington. D.  C.,  from  which  he  graduated  in  1893. 
He  joined  the  Medical  Society  of  Virginia  in 
1896  and  retained  his  membership  in  this  So- 
ciety to  the  time  of  his  death.  On  his  occa- 
sional visits  East,  he  was  always  a visitor  at 
the  Society’s  offices.  In  the  latter  part  of  1907, 
lie  moved  to  Seattle,  Wash.,  where  he  has 
■since  been  connected  with  the  U.  S.  Public 
Health  Service.  His  wife  and  several  children 
survive  him. 

Dr.  George  Tucker  Harrison, 

Formerly  a familiar  figure  at  the  meet- 
ings of  the  Medical  Society  of  Virginia,  of 
which  be  was  an  honorary  member,  died  at  his 
home  in  New  York,  October  4th,  at  the  age  of 


ninety  years.  He  attended  church  in  the  morn- 
ing and  was  taken  ill  later  in  the  day,  dying 
that  evening.  Interment  was  made  at  his 
former  home  at  Charlottesville,  Va.  Dr.  Har- 
rison was  an  A.  M.  of  the  University  of  Vir- 
ginia and  also  a graduate  in  medicine  from 
the  same  school.  He  served  as  surgeon  of  the 
24th  infantry  throughout  the  War  beUveen  the 
States  and  had  always  retained  his  interest  in 
Confederate  affairs.  He  specialized  in  gyne- 
cology and  was  long  recognized  as  a leading 
gynecologist  of  New  York  City.  Three  chil- 
dren survive  him. 

Resolutions  on  Death  of  Doctor  Richard 
Urquhart  Burges. 

“Not  till  the  loom  is  silent 
And  the  shuttles  cease  to  fly 
Shall  God  unroll  the  canvas 
And  explain  the  reason  why; 

The  dark  threads  are  as  needful 
In  the  weaver’s  skillful  hand 
As  Ihe  threads  of  gold  and  silver 
In  the  pattern  He  has  planned.” 

Whereas,  It  has  pleased  Him,  who  “Moves  in  a 
mysterious  way  His  wonders  to  perform”  to  call 
from  his  labors  our  beloved  friend  and  associate, 
Richard  Urquhart  Burges; 

Be  it  Resolved,  by  the  staff  of  the  Norfolk  Protes- 
tant Hospital  that  we  deplore  the  loss  of  his  wise 
counsel  and  magnetic  personality  from  our  member- 
ship. 

Resolved,  That  we  extend  our  sympathy  to  her 
who  knew  him  best  and  loved  him  most. 

Resolved,  That  a copy  of  these  resolutions  be 
spread  upon  the  minutes  and  be  published  in  the 
daily  papers. 

L.  F.  Magruder, 

B.  M.  Baker, 

N.  G.  Wilson, 

Dr.  David  F.  Dinsmore, 

Formerly  of  Lynchburg,  Va.,  died  the  mid- 
dle of  October  at  Decatur,  Ala.,  to  which  place 
he  moved  several  years  ago  when  his  health 
failed.  He  graduated  in  medicine  from  Uni- 
versity of  Louisville  in  1872  and  was  at  one 
time  a member  of  the  Medical  Society  of  Vir- 
ginia. 

Dr.  Dewey  Everett  Westerman, 

Of  Clifton  Forge,  Va.,  an  interne  at  Welch. 
W.  Va.,  Hospital,  was  killed  on  the  night  of 
October  30,  when  the  car  in  which  he  was 
driving  plunged  over  an  enbankment  of  a street 
in  Welch.  He  was  twenty-seven  years  of  age 
and  graduated  in  1924  from  the  University  of 
Tennessee  College  of  Medicine  in  Memphis, 
following  which  he  served  an  internship  at 
Bayonne,  N.  J.,  Hospital  and  Dispensary  be- 
fore going  to  Welch. 


INSULIN ' LILLY 


TWO  NAMES 
ALWAYS  ASSOCIATED 


In  the  minds  of  diabetic  specialists  in  the  United  States,  the 
name  Insulin  is  very  closely  associated  with  the  name  Lilly. 

In  May,  1922,  The  Lilly  Research  Laboratories  began  co- 
operating with  The  Insulin  Committee  of  the  University  of 
Toronto  in  the  development  of  a process  for  the  manufac- 
ture on  a large  scale  of  a pure,  stable,  uniform,  high-grade 
preparation  of  Insulin.  ((Within  a few  months  several,  thou- 
sands of  the  clinicians  in  this  country  were  receiving  from 
the  Lilly  Laboratories  ample  supplies  of  Insulin  for  experi- 
mental work. 


ILETIN  (INSULIN,  LILLY) 

Iletin  (Insulin,  Lilly)  was  the  first  preparation  of  Insulin 
commercially  available  in  the  United  States. 

The  name  Lilly  on  pharmaceutical  and  biological  prep- 
arations inspires  confidence  because  for  nearly  fifty  years 
it  has  stood  for  scientific  products,  ethically  advertised 
and  economically  distributed. 

Iletin  (Insulin,  Lilly)  is  supplied  in  5 c.c.  and  10  c.c. 
ampoule  vials,  U-10,  U-20  and  U-40. 


All  Lilly  Products  are  distributed  through  the  drug  trade 

ELI  LILLY  AND  COMPANY 

INDIANAPOLIS,  U.  S.  A. 
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Calcium  Deficieri 


NOT  ALONE  for  the  creosote 
content  may  CALCREOSE 
be  administered  but  also  for  its  cal- 
cium content.  Many  physicians 
are  prescribing  calcium  to  over- 
come a calcium  deficiency. 
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CALCREOSE  is  a mixture  of  approximately  equ  a 
parts  of  creosote  and  calcium  oxid  that  can  be 
taken  for  a long  time,  and  in  comparatively  large 
doses  without  apparently  causing  any  gastro-intes* 
tinal  disturbance;  nor  do  patients  object  to^  its 
long  continued  use. 

Samples  of  Tablets  on  request. 

THE  MALTBIE  CHEMICAL  COMPANY 
Newark,  New  Jersey 


Feeding  Babies  in  Winter 

Neither  cow’s  milk  nor  breast- milk  contains 
sufficient  antirachitic  power  to  protect  all  infants 
from  RICKETS. 

Also — during  the  winter  months,  babies  are  usu- 
ally not  exposed  to  a sufficient  amount  of  sunlight 
to  prevent  RICKETS. 

The  prescribing  of  MEAD’S  STANDARDIZED 
AND  BIOLOGICALLY-ASSAYED  COD  LIVER  OIL 
by  the  physician  is  one  of  the  most  valuable 
safeguards  against  RICKETS. 

MEAD’S  is  not  an  ordinary  COD  LIVER  OIL.  Every 
step  in  its  preparation,  from  the  time  the  fish  are 
caught  until  the  oil  is  finally  tested  and  bottled,  is 
scientifically  controlled.  Its  purity  and  potency  is 
guaranteed. 

Samples  and  literature  furnished 
immediately  on  request. 
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The  Mead  Policy 

Mead’s  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 

Information  in  regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians. 
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MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Manufacturers  of  Infant  Diet  Materials 
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CONCERNING  HEADACHES  WITH  RE- 
SPECT TO  THEIR  SO-CALLED  DIS- 
TINCTIVE FEATURES.* 


By  G.  E.  de  SCHWEINITZ,  M.  D„  Philadelphia,  Penn. 


Headaches,  always  symptomatic,  in  certain 
circumstances  either  as  acute  or  as  chronic 
manifestations,  may  assume  features  with  re- 
spect to  character  and  localization  which  have 
been  described  as  “distinctive,”  and  which  are 
supposed  to  indicate  the  morbid  process  or 
area  to  which  they — the  headaches — owe  their 
origin. 


It  is  the  purpose  of  the  present  essay  to  dis- 
cuss cephalalgia  from  this  standpoint,  inde- 
pendently, however,  of  true  neuralgias,  for  ex- 
ample, tic  douloureux  and  real  migraine,  which 
may  be  regarded  as  clinical  entities,  and  not 
as  symptomatic  interpretations. 

With  this  vieAvpoint  in  mind,  a further  effort 
shall  be  made  to  indicate  the  ease  with  which 
the  examiner  may  fall  into  diagnostic  error  if, 
satisfied  with  a labelled  surface  play  of  local  or 
general  disease,  he  fails  to  recognize  the  mim- 
icry of  head-pains,  and  thus  misses  the  etiologic 
factor. 

. Headaches,  their  cause,  prevention  and  cure, 
have  occupied  the  attention  of  physicians  from 
the  time  of  Hippocrates  to  the  present  day. 
Numerous  contributions  are  available  in  the 
literature,  wherein  these  matters  are  discussed 
from  all  standpoints.  Hence,  the  only  excuse 
for  introducing  this  subject  this  evening  is  that 
its  portrayal  is  based  on  the  experience  of  a 
good  many  years  of  active  practice,  much  con- 
cerned with  the  attempted  relief  of  headaches, 
and  with  a study  of  the  etiologic  factors.  What 
follows  may  be  regarded,  in  large  measure,  as 
a record  of  personal  observation,  to  be  bal- 
anced with  that  of  many  practitioners  in  the 
audience,  let  us  hope  to  the  benefit  of  all  those 
concerned. 


As  a prologue  to  this  discussion,  a few  word: 
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In  their  presence  it  is  natural  to  assume  that 
the  sensory  or  sensation  centers  of  the  brain 
are  at  fault,  or  that  the  true  activating  cause, 
a toxin,  for  example,  affects  the  vaso-motor 
centers  in  such  a manner  that  a vaso-motor 
spasm  ensues,  and  that  this  spasm  determines 
the  headache. 

Should  we  follow  the  example  of  certain 
Continental  authors,  an  endeavor  may  be  made 
to  trace  the  pain  pathways  anatomically,  inas- 
much as  headaches,  to  use  Auerbach’s  words, 
“are  perceived  in  the  innervation  area  of  the 
trigeminus,  and  perhaps  that  of  the  sensory 
branches  of  the  upper  cervical  nerves.” 

Admittedly,  some  of  these  published  obser- 
vations are  more  or  less  theoretical,  as  Auer- 
bach points  out.  It  is  assumed  that  headaches, 
that  is,  intracranial  head-pains,  depend  upon 
an  irritation  of  the  nerves  of  the  dura  mater, 
the  arachnoid  being  without  nerve  supply,  and 
the  pia  mater  containing  only  nerves  derived 
from  the  sympathetic  system.  If  the  last  two 
named  areas  are  diseased,  the  pressure  they 
exert  on  the  dura  mater  gives  rise  to  the  pain. 

The  dura  is  abundantly  supplied  by  sensitive 
nerves.  That  part  (quoting  Auerbach’s  de- 
scription) which  is  in  relation  with  the  anterior 
part  of  the  skull,  receives  its  nerve  supply 
from  the  meningeal  nerve,  which  arises  from 
the  second  or  maxillary  branch  of  the  trigem- 
inus, and  the  anterior  and  posterior  branches 
of  the  ophthalmic  nerve;  the  dura  of  the  mid- 
dle fossa  is  supplied  by  the  recurrent  twigs  of 
the  mandibular  branch  of  the  fifth,  and  that 
of  the  posterior  fossa  by  the  tentorial  nerves 
(derivatives  of  the  first  division  of  the  fifth) 
and  recurrent  sensory  branches  from  the  sym- 
pathetic, hypoglossus  and  vagus.  Doubtless 
sensory  branches-  of  the  sympathetic  in  the 
vessel  walls  are  a factor,  as  already  noted,  in 
headache  production,  that  is,  in  conveying  the 
impulse  which  causes  a vaso-motor  spasm  and 
thus  the  pain. 

Summarizing,  therefore,  headache  as  defined 
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may  interpret  irritation  or  disturbance  of  the 
sensory  or  sensation  centers  of  the  brain,  of 
the  nerves  or  nerve-endings  of  the  dura  mater, 
and  of  the  vaso-motor  mechanism. 

The  source  of  the  irritation  may  be  one 
which  acts  directly  by  pressure,  for  instance, 
increased  intracranial  tension,  in  the  presence 
of  cerebral  neoplasm;  or  indirectly  through 
the  agency  of  blood  vessels  which  are  either  in 
a state  of  contraction  (vaso-motor  spasm),  or 
in  a state  of  dilatation  (vascular  hyperemia) ; 
or  by  means  of  a toxin,  for  example,  one  elabo- 
rated dui'ino;  fever,  or  from  a gastric,  intcsti- 
nal,  renal,  hepatic,  etc.,  disturbance,  or  through 
the  influence  of  a chemical  agent,  i.  e .,  alcohol, 
tobacco  and  the  like. 

Naturally,  the  pain  may  be  due  to  the  com- 
bined effect  of  two  factors,  for  example,  in 
sinus  headache  the  congested  mucous  mem- 
brane presses  on  the  nerve  terminals,  which  are 
also  affected  by  a toxin  liberated  by  the  infect- 
ing microorganism  (Skillern).  Again,  the  area 
which  supplies  the  source  of  irritation  may  it- 
self be  painless,  the  distress  being  localized  at 
a distant  point.  This  is  an  important  clinical 
fact  to  which  reference  shall  again  be  made, 
but  which  is  sometimes  disregarded. 

As  is  well  known,  numerous  efforts  have 
been  made  to  tabulate  diagnostic  indications 
according  to  the  seat  of  the  pain  in  the  head, 
and  many  diagrams  have  been  constructed  il- 
lustrating this  method  of  investigation,  for 
instances,  a marked  oval  area  above  the  brow 
as  the  site  of  predilection  for  an  ocular  head- 
ache, a similar  larger  area  at  the  vertex  for  a 
neurasthenic  headache,  the  temple  for  a dental 
headache,  a space  at  the  top  of  the  head  just 
behind  the  edge  of  the  hairy  scalp  for  a nasal 
headache,  the  occiput  for  uterine  headache,  etc. 

It  is  not  disputed  that  the  headaches  named 
as  examples  often  occupy  the  areas  described, 
doubtless  in  some  instances  more  often  than 
elsewhere  in  the  cranium,  nor  is  it  denied  that 
such  regional  studies  have  a certain  diagnostic 
value  if  they  are  added  to  other  lines  of  in- 
vestigation. But  it  must  be  evident  that  the 
practitioner  is  in  danger  of  error  in  diagnosis 
of  the  source  of  the  headache  if  he  too  strictly 
associates  it  with  definite  cranial  regions. 

The  classification  of  headaches  with  relation 
to  their  supposed  etiology,  not  only  according 
to  their  location,  as  just  referred  to,  but  ac- 
cording to  their  characters  or  manifestations, 
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has  received  much  attention,  and  expressions 
such  as  “he  has  a typical  eye-strain  headache,” 
“a  representative  gastric  headache,”  “a  marked 
pituitary  body  headache,”  etc.,  ai'e  constantly 
heard  in  consulting  rooms,  and  are  often  re- 
corded in  case  histories.  Such  headaches,  it  is  as- 
sumed, have  “distinctive  features”  from  which 
the  physician  may  infer  the  origin  of  the  pain, 
that  is,  the  true  cause.  Thus,  a pressure-pain, 
band-like  around  the  skull,  or  a dull  pain  as- 
sociated with  a sense  of  heat  at  the  vertex,  or 
a pain  as  if  the  skull  were  held  in  a vice,  being 
seemingly  too  full,  or  again  too  empty,  with 
or  without  frontal  pain  (the  “Casque  neuras- 
thenique”  of  Charcot),  constitute  syndromes 
usually  ascribed  to  neurasthenia,  that  is,  neur- 
asthenic headaches. 

Again,  the  term  “pituitary  body  headache” 
is  of  common  occurrence  in  medical  literature, 
and  it  has  been  maintained  that  it  is  possible 
to  distinguish  this  form  of  headache  from  other 
forms  of  cephalalgy.  Less  intense  than  the 
headaches  of  brain  tumor,  and  less  frequently 
associated  with  nausea  and  vomiting,  in  situa- 
tion it  may  be  occipital  or  parietal  and  radiat- 
ing, but  more  suggestively  primarily  frontal 
and  later  bitemporal,  increased  by  tipping  the 
head  sidewise,  or  bitemporal,  indicated  by  the 
patient  in  that  the  hand  is  placed  on  each 
temple,  with  the  statement  that  the  pain  is 
midway,  i.  e .,  intertemporal,  or  the  finger  is 
placed  midway  between  the  eyes,  pointing  back- 
ward, or  at  the  anterior  fontanelle,  pointing 
downward,  in  other  words,  these  lines  of  di- 
rection, thus  indicated,  converging  toward  the 
pituitary  region  (Timme’s  type) ; or  unilateral 
and  temporal,  simulating  migraine,  in  some 
cases  with  prodromal  visual  phenomena — phos- 
phenes,  vibratory  scotomas,  and  the  temporary 
hemianopsia.  Finally,  it  may  simulate  typi- 
cal migraine  with  prodromal  visual  phenom- 
ena. These  types,  especially  the  bitemporal 
one,  are  among  those  forms  of  head-pain  which 
suggest  hypophyseal  disease. 

The  distinctive  feature  of  a dental  headache, 
according  to  a number  of  authorities,  is  more 
concerned  with  its  localization  than  with  the 
character  of  the  pain,  as  already  noted.  Sir 
Lauder  Brunton  more  than  forty  years  ago 
maintained  that  a decayed  molar  in  the  lower 
jaw  usually  gave  rise  to  a temporal  or  occipital 
headache,  and  a similar  dental  infection  in  the 
upper  jaw  to  a temporal  headache,  rather  fur- 
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tlier  forward  than  that  caused  by  the  lower 
jaw.  When  the  incisors  were  infected,  he  be- 
lieved the  head-pain  more  commonly  had  a 
frontal  or  a vertical  situation. 

Referring  next  to  para-nasal  sinus  headaches, 
it  may  be  said  that  their  manifestations  are 
often  so  suggestive  that  they  are  regarded  as 
typical.  Ross  Skillern,  who  has  admirably 
studied  this  subject,  asks  "Do  we  have  a typical 
sinus  head  pain'j”  and  replies  "Broadly  speak- 
ing, this  can  be  answered  in  the  affirmative, 
but  with  reservations.”  Naturally,  the  severity 
of  the  pain  depends  upon  the  nature  of  the 
sinus  infection  and  the  degree  of  congestion. 
Hence,  it  may  be  splitting,  or  throbbing.  It 
appears  soon  after  the  patient  awakes  in  the 
morning,  continues  until  about  the  middle  of 
the  day,  and  then  suddenly  ceases,  to  recur 
again  the  next  morning,  and  in  the  same  place 
unless  the  affection  has  spread  to  a neighbor- 
ing cavity.  Such  a condition,  to  quote  Skill- 
ern,  is  practically  typical  of  sinus  disease,  but 
exceptions  are  frequent. 

Systematic  writers,  for  instance  Ross  Skill- 
ern, discriminate  between  the  headaches  caused 
by  the  frontal,  the  sphenoid  sinus,  and  the 
ethmoid.  Time  does  not  permit  a discussion 
along  these  lines  save  only  in  very  brief  state- 
ment, as  follows:  Ethmoidal  inhammation  is 
apt  to  create  a headache  in  the  parietal  region, 
but  also  between  the  eyes  and  above  the  nose, 
where  the  sensation  is  that  produced  by  a 
wedge,  prying  apart  the  tissues,  and,  if  it  is 
present,  the  manifestation  is  said  to  be  distinc- 
tive. 

The  liead-pain  of  splienoiditis  may  assume 
the  characters  of  the  pressure  type,  extending 
from  the  occiput  to  the  temporal  regions.  But 
it  (the  pain)  may  also  pass  downward  into  the 
shoulder  of  the  affected  side,  resembling  in 
this  respect  the  spheno-palatine  syndrome  of 
Sluder  (Ross  Skillern).  Naturally,  in  the  pres- 
ence of  an  acute  process  the  pain  is  intensified, 
throbbing,  sickening  in  character ; a curious  as- 
sociate of  the  pain  caused  by  frontal  sinus  in- 
flammation—the  pain  being  forehead  in  situa- 
tion, which  I have  several  times  observed  and 
to  which  Skillern  calls  attention,  is  a degrada- 
tion of  the  power  of  concentration,  which,  if 
the  distress  is  aggravated,  gives  rise  to  a form 
of  melancholia,  which  may  be  acute. 

It  is  interesting  to  observe  how  constantly 
the  statement  appears  in  non-ophthalmologic 


literature  that  eye-strain  headaches  almost  al- 
ways have  a frontal  situation — no  matter  what 
the  character  of  the  pain  manifestation  maj7 
be — beginning  above  one  or  other  brow,  and 
extending  over  the  forehead;  less  frequently 
an  occipital  location  is  described.  This  frontal 
situation  seems  to  many  writers  to  be  a char- 
acteristic one. 

The  headaches  due  to  increased  intracranial 
pressure,  especially  as  the  result  of  extra-  and 
intra-cerebral  and  cerebellar  growths,  often 
persistent  for  long  periods  of  time,  are  sub- 
ject to  remissions,  and  may  be  absent  for  weeks 
and  even  months  at  a time.  More  often  than 
other  headaches  of  Ions:  and  continuous  dura- 
tion,  they  are  accompanied  by  vomiting  (it  may 
be  explosive)  and  nausea,  although  all  types 
of  head-pain — the  bursting,  gnawing  and  bor- 
ing character— are  conspicuously  mentioned. 

These  are  some  of  the  examples  (many  others 
might  be  used)  familiar  to  all  of  us,  of  head- 
aches which  are  assumed  to  exhibit  distinctive, 
or  at  least  suggestive,  features. 

Before  proceeding  to  analyze  these  groups, 
and  to  point  out  marked  exceptions  to  the  rule 
which  tend  to  prove  that  it  is  quite  unsafe  to 
depend  upon  so-called  distinctive  features  for 
diagnostic  indications,  it  is  worthwhile  to 
record  certain  facts  which,  even  though  they 
may  be  well  known,  are  often  neglected  or 
forgotten : 

1.  The  organ  or  area  which,  owing  to  dis- 
turbed function  or  inflammation,  gives  rise  to 
headache,  may  itself  be  entirely  free  from  pain. 
Thus,  in  many  of  the  most  active  ocular  head- 
aches, the  eyes  are  painless;  or,  as  Weir 
Mitchell  in  his  famous  pronouncement  fifty- 
three  years  ago  wrote : “the  brain  symptom  is 
often  * * * the  sole  prominent  symptom 

of  the  eye  troubles,  so  that  while  there  may  be 
no  pain  or  sense  of  fatigue  in  the  eye,  the 
strain  with  which  it  is  used  may  be  inter- 
preted solely  by  occipital  and  frontal  head- 
ache.” 

Again,  a carious,  deflected  or  buried  tooth, 
which  may  be  the  cause  of  violent  temple  or 
other  placed  headaches,  may  itself  be,  and  often 
is,  entii’ely  devoid  of  pain,  as  Lauder  Brunton 
pointed  out  forty  odd  years  ago. 

A few  stopped  or  inflamed  ethmoid  cells  may 
give  no  indication  by  pain  or  soreness  of  their 
existence,  and  yet  be  the  source  of  violent  tern- 
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pie  or  interorbital  pain.  This  will  suffice;  the 
list  could  easily  be  extended. 

2.  The  dysfunction  of  the  organ  or  area 
which  causes  the  headache  may  be  trifling,  and 
yet  be  as  effective,  or  often  more  effective,  as 
a pain-producer  than  when  gross  defects  are 
present.  For  instance,  “Has  my  patient  enough 
refractive  error  to  account  for  headache”?  is 
a common  question  propounded  by  the  general 
practitioner,  who  evidently  believes  that  the 
error  (muscular  or  refractive)  must  be  a large 
one  to  be  responsible  for  the  head-pain.  Re- 
member that  small  degrees  of  ametropia  are 
frequent  headache  producers,  more  frequently, 
in  fact,  than  the  large  errors.  The  same  is 
true  of  the  teeth,  tonsils,  sinuses,  the  gastro- 
intestinal tracts,  etc. 

3.  Many  patients  have  “two  or  even  three 
kinds”  of  headache,  and  not  infrequently  the 
subject  is  able  to  differentiate  them.  This  is, 
of  course,  well-known,  but  curiously  enough,  is 
often  disregarded,  with  the  result  that  proper 
avenues  of  therapeutic  effort  are  missed.  One 
of  the  most  useful  pieces  of  advice  which  I re- 
ceived in  my  early  days  was  from  a wise  clini- 
cian who,  correcting  a mistake  of  my  own,  said, 
“Doctors  fail  not  so  often  because  they  don't 
know,  but  because  they  don't  examine.”  The 
application  of  this  sentence  is  evident  in  the 
present  circumstances. 

The  literature  is  replete  with  statistical  in- 
formation with  reference  to  the  relative  fre- 
quency of  the  various  types  of  headache.  Such 
tabulations  are  largely  only  of  academic  inter- 
est. For  obvious  reasons  their  relative  value 
as  diagnostic  indexes  is  a small  one. 

Auerbach,  for  example,  after  migraine,  ac- 
cords the  first  place  in  the  list  of  etiologic  fac- 
tors to  neurasthenia.  Certainly  in  the  symp- 
tom-complex of  this  condition,  headache  is  a 
common  member,  but  that  is  all;  it  is  not  the 
cause  of  the  nervous  exhaustion  which  follows 
the  waste  of  mental  and  physical  energy  as  tne 
result  of  a number  of  influences. 

In  some  cases,  for  example,  as  Mitchell 
neatly  expressed  it  fifty-three  years  ago,  “the 
eye  trouble  ( i . e.,  refractive  or  muscular  error) 
becomes  suddenly  mischievous  owing  to  * * * 
the  increased  sensitiveness  of  the  brain  from 
moral  or  mental  cause.”  In  other  cases  a long- 
continued  eye-strain  may  be  a prime  factor  in 
the  development  of  the  neurasthenic  state.  In 
either  instance  the  correction  of  the  refractive 


or  muscular  error  is  an  important  iacior  m tiie 
management  or  tne  temporarily  w recited  nerv- 
ous mechanism. 

A similar  relationship  may  readily  be  es- 
tauiislieu  with  reierence  to  tne  neuiasaienic 
state  by  a curomc  sinusitis,  a local  miection, 
or  a toxemic  state. 

i 'roper  therapeusis  depends  upon  investiga- 
tion or  various  possible  causative  lactors,  and 
not  upon  attention  centered  aione  on  the  gen- 
eral nervous  dysiuncaon.  touch  terms  as 
•sympathetic, -congestive,”  and  "nervous” 
iieauacnes  represent  a misleading  phraseology, 
which  happny  is  now  uecoming  ousoiete. 

it  is  interesting  to  pause  a moment  and  re- 
call how  gradual  the  recognition  was  of  the 
exact  causes  oi  headache,  and  how  insistently 
practitioners  cling  to  such  descriptive  terms 
as  have  just  been  stated,  and,  clinging  to  them, 
tail  to  grasp  the  true  etioiogic  iaetor. 

'Thus,  auout  forty  years  ago,  in  a well-known 
and  much  used  treatise  on  headaches  and  then- 
nature  and  causes,  wherein  will  be  round  elabo- 
rate classincations  of  head-pain  in  the  manner 
just  noted,  there  is  practically  no  mention  of 
such  definite  causative  agencies  as  eye-strain, 
sinusitis,  areas  of  focal  miection,  etc.,  although 
the  last  edition  of  this  book  was  published  ten 
years  after  Mitchell  and  Thomson  s eye-strain 
work  was  available,  and  at  a time  lvhen  Lauder 
lirunton  had  called  exact  attention  to  the 
enormous  influence  of  ocular  detects,  and  of 
dental  and  other  local  infections  in  the  pro- 
duction of  head-pain. 

Doubtless,  however,  forty  odd  years  from 
now  our  sins  of  omission  with  respect  to  diag- 
nostic investigations  will  meet  with,  and  justly, 
similar  criticism.  Hence,  it  behooves  us  to  be 
gentle  in  our  judgments  and  modest  in  our 
declarations. 

I venture  next  a few  clinical  remarks  with 
reference  to  the  “distinctive  features”  of  head- 
ache, as  already  outlined,  and  to  errors  of 
diagnosis  or  delayed  recognition  of  the  etio- 
logic factors. 

Harvey  Cushing,  in  his  admirable  studies  of 
brain  and  pituitary  tumors,  points  out  how  fre- 
quently clinical  histories  of  patients  who  came 
under  his  care  indicated  that  for  long  periods 
of  time  their  symptoms,  including  headaches, 
have  been  ascribed  to  hysteria  or  neurasthenia, 
and  that  the  true  diagnosis  was  not  revealed 
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until,  as  he  states,  “it  was  read  by  means  of  the 
ophthalmoscope  in  the  eye-ground.” 

But  sometimes  this  “reading”  is  not  availa- 
ble, or  rather,  the  characteristic  fundus  picture 
is  delayed  in  development.  Thus,  a male  pa- 
tient, with  all  the  signs  of  mental  and  physi- 
cal exhaustion,  associated  with  the  so-called 
“distinctive  headache”  of  that  condition  was 
treated  as  a “rest-cure  case”  for  a long  period 
of  time.  It  was  only  a few  weeks  before  his 
death  on  account  of  brain  tumor,  that  the  ocu- 
lar sign  of  increased  intracranial  tension, 
namely,  choked  disc,  appeared.  There  was  no 
lack  of  investigation  of  this  patient,  but  al- 
ways, it  would  seem,  with  an  over-emphasis  on 
the  neurasthenic  condition,  to  which  the  head- 
pains  were  attributed,  and  with  failure  to 
recognize  the  early  fundus  and  field  changes 
as  we  now  accurately  realize  them. 

Among  the  examples  of  so-called  distinctive 
headaches,  those  occasioned  by  sinus  infection 
have  received  notice.  Cushing  has  emphasized 
the  danger  of  unwise  operations  on  the  ethmoid 
and  sphenoid  sinuses  in  the  belief  that  the 
headaches  were  of  this  origin,  although  actually 
due  to  meningeal  or  cerebral  disease,  which 
they  had  closely  simulated.  Skillern’s  obser- 
vations on  the  throbbing,  sickening  pain  caused 
by  sinus  inflammation,  forehead  in  situation, 
especially  with  frontal  sinusitis  associated  with 
mental  disturbance  and  even  melancholia,  has 
been  referred  to.  Hence,  a very  similar  set  of 
symptoms,  of  totally  different  origin,  is  worth 
mentioning,  namely,  that  exhibited  b}'  patients 
with  severe  fronto-temporal  pain,  impairment 
of  concentration  and  derangement  of  intellec- 
tual functions  dependent  upon  the  lesion,  either 
an  abscess  or  a tumor  of  the  frontal  lobe.  The 
possibility  of  an  error  in  diagnosis  is  further 
enhanced  because  a retrobulbar  neuritis  ipso- 
lateral  to  the  lesion  is  often  present  (the 
Gowers-Paton-Kennedy  syndrome),  exactly  as 
the  same  condition  may  be  associated  with  a 
sinusitis.  Opportunity  to  study  several  such 
cases  has  indicated  the  difficulty  in  differential 
diagnosis,  especialty  if  the  tumor  patient  hap- 
pens also  to  have  a sinusitis. 

Elsewhere,  discussing  the  mimicry  of  pituit- 
ary body  disorders  of  certain  field  defects  due 
to  other  causes,  I pointed  out  that,  while  dis- 
orders of  the  hypophysis  cannot  exactly  be  ac- 
cused of  simulating  in  visual  interpretation 
those  of  infections  of  the  para-nasal  sinuses, 


with  each  condition  similar  or  even  identical 
temporal  field  defects  may  develop.  For  ex- 
ample, a young  woman,  long  the  subject  of 
frontal-occipital  headache  of  bursting  and  ex- 
panding character,  often  with  nausea,  de- 
veloped pallor  of  the  discs  and  a central  field 
defect  of  bitemporal  hemianopic  character. 
Prior  to  the  detection  of  this  field  distortion, 
the  patient  had  been  subjected  to  all  manner 
of  treatment  based  on  the  supposition  that  the 
headaches  were  of  gouty,  rheumatic,  gastro- 
intestinal, etc.,  character.  When  the  hemiano- 
pic scotomatous  defects  were  discovered  and 
the  discs  began  to  be  pallid,  it  was  believed  that 
the  headaches  depended  upon  some  basal  lesion, 
l^erhaps  a chiasmal  retrobulbar  neuritis.  X-ray 
examinations  (made  at  a time  when  they  were 
not  as  accurate  as  they  are  at  present)  were 
practically  negative.  Alterative  treatments, 
notably  mercurials  and  iodids,  were  tried,  but 
in  vain.  The  headaches  increased  in  violence 
and  frequency.  Finally,  after  discouraging 
failure  for  a long  time  of  remedial  measures, 
the  sphenoid  sinus  was  catheterized,  and  a 
few  drops  of  pus  found.  A formal  operative 
procedure  was  successful  in  producing  a con- 
siderable period  of  relief,  although  later  there 
were  many  relapses.  Evidently  the  real  cause 
of  this  headache  was  due  to  a long-time  unde- 
tected sphenoiditis  which  caused  the  chiasmal 
neuritis,  and  not  to  a meningitis  which  was 
suspected. 

The  difficulty  which  attends  the  distinction 
between  headaches  of  dental  and  of  para-nasal 
sinus  origin  may  be  considerable,  in  spite  of 
the  fact  that  each  is  supposed  to  exhibit  char- 
acteristic features.  Thus,  a girl  of  twenty, 
healthy  in  all  respects  save  for  occasional 
periods  of  mild  anemia,  which  yielded  readily 
to  hypodermics  of  iron,  became  the  subject  of 
frequent  headaches,  usually  extending  across 
the  forehead  in  a line  with  the  upper  margin 
of  the  orbit,  and  associated  with  tenderness 
over  the  root  of  the  nose.  Usually,  the  head- 
pain  appeared  soon  after  arising  in  the  morn- 
ing; but  also  they  were  invariably  excited  by 
exposure  to  the  wind,  for  instance,  during  a 
motor  ride.  She  discovered  that  if  immediately 
on  awakening,  having  slept  tying  flat  without 
a pillow,  she  carefully,  but  none  the  less  vigor- 
ously blew  her  nose,  she  could  oftentimes  avoid 
the  pain.  Every  sign  obviously  pointed  to  the 
sinuses  as  the  origin  of  the  headache,  and 
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although  the  usual  examinations,  including  re 
peated  X-ray  investigations,  were  practically 
negative,  repeated  courses  of  non-operative 
treatment  of  the  naso-pharynx  and  sinuses  were 
undertaken  without  good  effect.  She  was  an 
insistent  reader  and  a brilliant  student,  and 
hence  glasses  were  ordered  which  cured  entirely 
what  she  described  as  her  “eye  headache,” 
which  differed  entirety  in  its  manifestations 
from  the  other  types  of  headache  from  which 
she  sharply  differentiated  it.  X-ray  examina- 
tion revealed  a painless  upper  molar  somewhat 
out  of  line  and  tilted  inward.  Finally,  a den- 
tal surgeon  was  induced  to  straighten  this 
tooth  and  remove  its  neighbor,  which  was  in- 
fected, in  order  to  give  the  necessary  room. 
The  effect  was  almost  immediately  satisfactory, 
and  now  more  than  a year  has  passed,  and  the 
patient  has  been  practically  free  from  head- 
ache. Obviously  this  was  a “dental  headache,” 
but  it  is  also  likely,  if  not  certain,  that  the 
transmission  of  impulse  through  the  trigeminal 
fibres  caused  a temporary  congestion  of  the 
sinus  mucous  membrane,  which  added  to  the 
difficulty  of  detecting  the  real  origin  of  the 
pain. 

It  would  not  be  difficult  to  continue  along 
these  lines  with  records  of  headaches  which, 
although  actually  of  toxic,  that  is,  of  chemical, 
origin,  are  ascribed  to  focal  areas  of  infection, 
in  one  notable  instance  exaetty  simulating  a 
spheno-ethmoid  head-pain,  but  realty  due  to 
the  influence  of  coffee,  for  which  the  patient 
possessed  a marked  idosyncrasy,  but  which  for 
a long  period,  some  years,  in  fact,  was  unrecog- 
nized; of  headache  due  to  early  arteriosclerosis 
attributed  to  nervous  exhaustion,  i.  e , neuras- 
thenia; of  headaches  associated  with  cyclic 
vomiting,  credited  to  auto-intoxication,  but 
actually  caused  by  increased  intracranial  ten- 
sion from  cerebral  tumor;  or  of  headache  ac- 
counted for  by  the  presence  of  early  nephritis 
and  hypertension,  but,  as  subsequent  events 
proved,  occasioned  by  slowly  developing  pitui- 
tary body  disorder.  The  list  is  a long  one,  and 
in  most  of  the  instances  the  so-called  distinctive 
features  of  the  head  pains  Avere  those  of  the 
influence  accused,  and  not  especially  those  of 
the  actual  cause. 

It  is  well  known  how  frequently  eye-strain 
in  the  widest  acceptation  of  that  term  deter- 
mines headaches,  usually  classified  as  those  of 
functional  origin.  Too  often  in  days  gone  by 


they  Avere  believed  to  occupy  almost  exclu- 
sively the  frontal  area  and  to  be  associated 
with  ocular  pain,  and  even  in  our  time  this  be- 
lief is  not  extinct,  when,  in  point  of  fact,  the 
eyes  are  often  painless,  and  these  headaches 
may  vary  from  a moderate  frontal  distress  to 
violent  explosions  of  pain,  and  may  be  localized 
in  any  portion  of  the  cranium,  and  may  be  as- 
sociated with  nausea  and  vomiting,  and  may 
be  “bilious”  or  migrainal  in  type.  I believe  1 
am  correct  in  stating  that  eye-strain  occupies 
a prominent,  if  not  the  most  prominent,  posi- 
tion among  the  mimics,  and  I further  believe 
that  all  of  us  will  agree  that  it  creates  head- 
pains  Avhich  so  closely  resemble  those  ascribed 
to  other  causes,  that  the  incautious  examiner 
may  readily  go  astray. 

But  this  discussion  of  so-called  distinctive 
features  must  not  be  prolonged.  Neither  time, 
nor,  I suspect,  3*our  patience,  permits  it. 

In  brief  summary,  then : With  due  respect 
for  the  value  of  clinical  classifications,  distine- 
tiAre  features  and  favorite  sites  of  the  cranial 
location  of  headaches,  errors  of  diagnosis  are 
sure  to  arise  if  the  practitioner  is  satisfied  alone 
with  the  information  they  afford;  headaches 
are  accomplished  counterfeiters. 

Headaches,  especially  if  prolonged,  recur- 
ring, intractable,  demand  thorough  investiga- 
tion with  the  aid  of  all  the  methods  noAv  so 
easily  at  our  disposal.  The  search  for,  and  the 
correction  of,  the  etiological  factors  constitute 
an  art  and  a science.  The  work  must  never  be 
sloven,  never  careless.  To  fail  in  this  respect 
is  just  as  reprehensible  as  would  be  the  admin- 
istration of  wrong  doses  of  a remedial  agent, 
or  faults  in  the  technic  of  a delicate  surgical 
operation.  Combined,  our  efforts  may  be  effec- 
tive; uncombined,  defective.  Therapeutic  suc- 
cess is  what  we  desire;  we  shall  achieA^e  it  in 
complicated  circumstances  if  Ave  labor,  to  use 
Ruskin’s  oft-quoted  words,  “in  perfect  sym- 
pathy and  uncontending  equity.” 

1705  Walnut  Street. 


THE  OBSTETRICAL  FORCEPS 
OPERATION.* 

By  DAVID  S.  HILLIS,  M.  D.,  Chicago,  111. 

The  forceps  operation  has  the  widest  field 
of  usefulness  of  any  obstetric  operation  and 
there  is  little  question  that  it  is  the  operation 
most  abused.  It  has  been  said  that  the  ob- 

•Read  by  invitation  at  the  fifty-sixth  annual  meeting  of  the 
Medical  Society  of  Virginia  in  Richmond,  October  13-16,  1925. 
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stetric  forceps  is  responsible  for  a very  large 
part  of  the  work  the  gynecologist  has  to  do 
and  for  the  death  of  many  babies.  The  opera- 
tion may  be  a harmless  life-saving  procedure 
or  it  may  result  in  the  death  of  the  mother  or 
babe  or  both.  The  life  and  welfare  of  the  pa- 
tient depends  upon  the  judgment  of  the  attend- 
ant nowhere  in  the  whole  held  of  medicine  as 
it  does  in  obstetrics  and  here  there  are  two  pa- 
tients to  be  considered.  Management  of  the  labor 
case  is  the  most  important  thing  the  attendant 
has  to  do  and  this  fact  is  seldom  emphasized. 
Obstetric  strategy  is  as  important  to  the  doc- 
tor in  charge  of  a confinement  case  as  is  mili- 
tary strategy  to  an  officer  in  charge  of  troops 
in  the  field.  Human  life  is  at  stake  in  each 
instance;  a correct  maneuver  made  at  the 
wrong  time,  or  a wrong  maneuver  made  at  any 
time  may''  bring  disaster.  In  the  labor  room 
or  on  the  held  of  battle  the  proper  strategy  in- 
dicates to  us  what  to  do,  when  to  do  it,  and 
how  to  do  it.  The  doctor  who  does  a forceps 
operation  at  the  wrong  time  or  attempts  to  use 
forceps  when  some  other  operation  should  be 
done  may  be  compared  to  the  military  com- 
mander who  makes  an  attack  prematurely  or 
sends  his  men  against  an  impregnable  nest  of 
machine  guns.  With  proper  management-  the 
forceps  will  be  used  only  at  the  right  time,  not 
too  soon  and  not  too  late,  only  when  indicated, 
and  in  the  proper  manner;  thus  they  will  ful- 
fill their  real  purpose. 

A forceps  operation  done  before  the  condi- 
tions are  favorable  often  results  in  disaster 
when  the  same  patient  could  have  been  de- 
livered a few  hours  later  without  injury  to 
mother  or  child;  or,  the  other  extreme  less  com- 
monly observed,  when,  with  all  conditions 
present  for  a safe  forceps  delivery,  the  baby  is 
allowed  to  die  when  a well-timed  simple  for- 
ceps operation  would  have  saved  its  life. 

The  consultant  constantly  sees  cases  that 
have  been  poorly  manage  d,  the  obstetric 
strategy  has  been  faulty,  and  in  many  such  the 
serious  outcome  could  have  been  avoided  if 
the  case  had  been  properly  managed  from  the 
start. 

The  very  nature  of  labor  makes  it  essentially 
an  emergency  condition.  The  attendant  must 
at  all  times  be  prepared  to  deal  with  some 
grave  and  important  complication.  He  must 
be  able  to  recognize  the  complication  when 
present,  but  most  of  all  he  must  not  allow  him- 


self to  be  stampeded  into  action  when  no  emer- 
gency exists.  There  is  constant  pressure  on 
the  doctor  to  hurry,  and  a belief  among  the 
patient  and  her  friends  that  he  can  safely 
terminate  the  case  at  any  time.  Moreover,  the 
patient  expects  that  he  can  do  any  forceps 
operation  himself  and  he  feels  that  he  will  lose 
caste  if  he  does  not.  As  a matter  of  fact,  a 
difficult  forceps  operation  is  no  more  justified 
in  unskilled  hands  than  any  other  major  opera- 
tion would  be  under  similar  circumstances,  yet 
many  doctors,  who  would  decline  to  perform 
a surgical  operation  of  even  a minor  nature, 
do  not  hesitate  to  use  forceps  in  difficult  cases. 
If  the  difficult  case  is  recognized  as  such  in 
advance  and  properly  managed  throughout, 
most  of  the  bad  results*from  forceps  operations 
will  be  eliminated. 

There  seems  to  be  a tendency  to  regard  all 
operations  done  with  the  forceps  as  being  much 
alike.  There  is  as  much  difference  between  a 
low  forceps  delivery  and  a difficult  high  opera- 
tion as  there  is  between  opening  a furuncle  and 
doing  a resection  of  the  stomach,  with  about 
the  same  difference  in  risk.  The  fatalities  to 
mother  and  child  in  forceps  operations  result 
from  a failure  to  recognize  this  fact  and  to  dis- 
tinguish between  the  operation  that  can  be 
safely  done  and  the  one  that  carries  the  high 
mortality.  It  may  be  stated  that  the  operation 
always  offers  a certain  additional  risk  for  the 
mother  and  for  the  baby,  which  varies  widely 
with  the  conditions  present ; therefore,  the  rea- 
sons for  operating  in  every  case  must  be  suffi- 
cient to  justify  the  risk,  whatever  that  may 
be.  The  conditions  must  govern  the  indica- 
tions; that  is,  the  more  difficult  the  operation, 
the  more  urgent  must  be  the  reasons  for  doing 
it. 

With  strict  attention  to  asepsis,  a doctor,  by 
carefully  reading  up  the  anatomy  and  the 
method  of  procedure,  can  perform  most  sur- 
gical operations  without  at  least  a disastrous 
result,  but  this  is  not  true  of  obstetrical 
surgery. 

The  operative  field  in  general  surgery  can  be 
sterilized.  It  is  impossible  to  sterilize  the 
vagina,  while  normally  the  interior  of  the 
uterus  is  sterile  in  pregnancy.  It  is  impossible 
to  pass  anything  into  the  uterus,  whether  hand, 
fingers  or  forceps,  without  potentially  infect- 
ing it,  and  on  account  of  the  favorable  condi- 
tions present,  it  is  an  ideal  location  for  the  de- 
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velopment  and  growth  of  pathogenic  organ- 
isms. 

There  can  be  no  doubt  that  the  forceps  opera- 
tion in  itself  carries  with  it  a greater  risk  of 
material  injuries  and  hemorrhage  and  an  in- 
creased danger  of  death  or  injury  to  the  baby. 
Therefore,  if  we  deliver  with  forceps  without 
a valid  reason,  and  the  baby  dies,  or  the  mother 
has  hemorrhage  or  sepsis,  we  are  certainly  re- 
sponsible morally  at  least  for  unnecessary  dam- 
age to  our  patients. 

Assistance  with  the  forceps  should  be  given 
only  in  such  cases  where  it  is  realR  needed; 
if  there  is  any  doubt  about  the  wisdom  of 
using  the  instruments  they  are  best  not  used. 
In  every  large  clinic  cases  are  frequently  ad- 
mitted for  craniotomy  after  futile  attempts  at 
delivery  have  been  made,  perhaps  for  two  or 
more  hours;  with  the  baby  killed,  the  chance 
for  successful  Cesarean  section  has  been  di- 
minished or  lost  by  attempts  at  delivery.  In 
many  cases  it  is  safer  to  wait  than  to  operate, 
because  it  is  the  exception  for  Nature  to  inflict 
such  injuries  to  mother  or  child  as  do  the  for- 
ceps on  the  high  head.  There  is  no  hard  and 
fast  rule  for  the  use  of  forceps ; each  case  must 
be  decided  on  its  merits.  Not  a few  failures 
are  due  to  faulty  judgment  on  the  part  of  the 
doctor,  and  more  are  caused  by  incorrect  diag- 
nosis. 

Fatalities  to  the  baby  and  injuries  to  the 
mother  are  commonly  said  to  be  unavoidable. 
In  most  cases  this  is  not  a fact.  Such  a state- 
ment reflects  more  on  the  obstetric  strategy 
used  in  the  case  than  on  the  anatomy  of  the  pa- 
tient. The  obstetric  forceps  should  be  used  to 
deliver  a live  child;  if  the  child  is  to  be  de- 
livered dead,  the  cranioclast  is  the  instrument 
of  choice. 

When  the  present  wave  o*f  popular  interest 
in  obstetrics  reaches  a higher  point  the  doctor 
may  be  asked:  “When  did  this  baby  die?” 
“Why  did  this  patient  have  sepsis?”  “What 
were  your  reasons  for  operation  in  this  case?” 
With  the  head  bulging,  the  perineum  and  the 
cervix  completely  dilated,  an  arrest  of  prog- 
ress for  one  hour  might  be  a valid  reason  for 
forceps  delivery  if  other  conditions  were 
favorable,  but  no  such  reason  would  justify 
the  operation  if  the  head  was  at  or  above  the 
spines  and  the  cervix  not  completely  dilated. 

If  the  indications  for  forceps  are  to  be  gov- 


erned by  the  conditions,  we  must  be  able  to 
recognize  the  conditions. 

Obstetric  diagnosis  is  a very  much  neglected 
field.  The  doctor  himself  is  not  by  any  means 
to  blame  for  this  because,  on  account  of  its  sup- 
posed unimportance,  the  subject  has  not  been 
given  enough  attention  in  the  schools  and  the 
little  learned  in  the  hospital  has  been  for- 
gotten before  the  average  man  has  acquired 
enough  obstetrical  work  to  keep  his  hand  in, 
Now  that  the  medical  profession  is  being  called 
upon  by  the  public  for  better  results  in  ob- 
stetrics, the  question  of  obstetric  diagnosis  has 
assumed  a new  importance.  Too  many  doctors 
depend  upon  the  location  of  the  heart  tones  to 
determine  on  which  side  the  back  lies  and  some 
do  not  even  attempt  to  distinguish  between  the 
large  and  small  fontanelle  or  even  the  location 
of  the  sagittal  suture.  The  ischial  spines  are 
unknown  landmarks  to  many.  To  do  even  the 
simplest  forceps  operation  with  this  kind  of 
diagnosis  cannot  be  too  strongly  condemned. 
The  interne  nowadays  is  instructed  never  to 
make  a vaginal  or  rectal  examination,  even  in 
a non-pregnant  patient,  without  palpating  the 
tips  of  the  ischial  spines  in  order  to  become 
familiar  with  this  important  landmark  in  the 
pelvis. 

The  doctor  who  gives  careful  attention  to 
obstetric  diagnosis  will  observe  that  some  of 
the  methods  given  in  text-books  are  not  as 
practicable  as  they  might  be.  He  will  find  that 
the  difference  in  shape  and  size  of  the  two  fon- 
tanelles  is  often  not  enough  to  enable  him  to 
tell  one  from  the  other  but  that  counting  the 
sutures  that  run  from  a fontanelle  makes  its 
identity  plain.  The  fontanelles  and  even  the 
sutures  may  be  obscured  by  the  caput  succeda- 
neum;  here  the  hand  is  passed  in  posterior  to 
the  head  and  the  ear  palpated.  The  location 
of  the  ear  will  indicate  the  position  of  the  sag- 
ittal suture  and  the  flap  of  the  ear  as  the  fin- 
gers pass  over  it  will  show  where  the  small 
fontanelle  lies.  This  method  should  be  used 
in  anj’  case  where  there  is  doubt  of  the  loca- 
tion of  the  small  fontanelle.  He  will  also  agree 
that  the  broad  smooth  surface,  that  is  supposed 
to  indicate  the  location  of  the  back,  is  very 
often  hard  to  identify,  but  that  the  location  of 
the  anterior  shoulder  and  the  cephalic  promi- 
nence will  not  only  indicate  where  the  back 
lies  but  will  give  a clue  as  to  whether  the  head 
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lies  anterior  or  posterior.  (Demonstrated  on 
manikin.) 

Proper  obstetric  diagnosis  includes  frequent 
observation  of  the  fetal  heart  tones;  especially 
during  the  second  stage  one  must  know  when 
the  baby  begins  to  suffer  from  some  complica- 
tion incident  to  this  period  of  labor.  A short 
cord  around  the  neck  may  kill  the  baby  in  a 
few  minutes  during  the  expulsive  stage  and 
the  only  way  we  can  avoid  this  accident  is  by 
listen ino;  to  the  baby’s  heart  and  doing  a rapid 
extraction  before  death  occurs.  (Head  stetho- 
scope shown.) 

Bad  results  from  forceps  operations  are  most 
commonly  due  to  one  or  more  of  the  following 
causes : 

1.  Too  early  operation  through  a cervix  only 
partly  dilated. 

2.  Attempts  to  deliver  with  forceps  when  the 
lowest  part  of  the  head  is  above  the  spines. 

3.  Failure  to  make  accurate  diagnosis  of 
amount  of  descent  and  rotation  present. 

4.  Extraction  of  head  with  occiput  posterior. 

5.  Unskillful  use  of  forceps,  compressor,  ro- 
tator, lever. 

The  first  prerequisite  mentioned  in  every  text- 
book is  that  .the  cervix  shall  be  dilated,  mean- 
ing, of  course,  completely  dilated,  that  is,  flush 
with  the  vagina,  and  there  is  no  dictum  so 
commonly  ignored  in  all  medicine  as  this  and 
none  that  should  be  more  accurately  complied 
with.  Disregard  of  this  condition  residts  in 
death  of  the  baby  on  account  of  the  excess  force 
necessary  to  pull  the  head  through,  the  cervix 
is  always  lacerated  and  postpartum  hemorrhage 
and  sepsis  often  follow.  It  is  true  that  in  a 
few  cases  a multiparous  cervix  can  be  dilated 
in  this  way,  but  the  cervix  of  the  primipara 
will  either  be  torn  deepU  or  prevent  the  ex- 
traction of  the  head. 

Manual  dilatation  may  be  used  in  urgent 
cases  but  the  cervix  is  always  torn  and  complete 
dilatation  cannot  be  secured  by  this  method.  If 
a sufficiently  urgent  reason  for  delivery  pre- 
sents itself  when  the  head  is  low  and  the  cer- 
vix more  than  half  dilated,  cervical  incisions 
may  be  made  and  these  should  be  repaired  im- 
mediately after  delivery.  This  is  a major  ob- 
stetric operation  and  should  rarely  be  per- 
formed without  hospital  facilities  at  hand. 

Every  effort  should  be  made  to  secure  spon- 
taneous dilatation,  and  he  who  applies  forceps 
through  a cervix  not  dilated  by  uterine  action 


assumes  a real  responsibility  and  needs  to  have 
very  good  reason  for  so  doing. 

Between  the  station  of  the  head  that  is  fixed 
in  the  inlet  and  the  head  that  bulges  the 
perineum  lies  the  field  for  forceps.  This  space 
is  divided  about  midway  from  top  to  bottom 
by  an  imaginary  line  drawn  from  the  tip  of 
the  spine  of  the  ischium  on  one  side  to  the  cor- 
responding point  on  the  other.  This  might  well 
be  called  the  dead  line  because  of  the  high  mor- 
tality to  the  baby  and  danger  to  mother  from 
the  forceps  operation  done  when  the  lowest 
part  of  the  head  (disregarding  the  caput)  lies 
at  or  above  that  line.  The  forceps  operation 
on  a head  so  located  is  a major  operation  and 
carries  a high  mortality  even  when  performed 
by  the  expert  with  all  other  conditions  favora- 
ble. In  the  hands  of  the  inexperienced  opera- 
tor the  forceps  becomes  an  instrument  of  de- 
struction to  the  baby  and  of  grave  peril  to  the 
mother.  Delay  in  labor  at  this  point  often 
results  from  a relative  or  absolute  dispropor- 
tion between  the  head  and  pelvis,  or  when  the 
sagittal  suture  lies  in  the  transverse  diameter 
or  the  small  fontanelle  is  posterior,  conditions 
which  in  themselves  always  make  doubtful  the 
wisdom  of  even  attempting  to  deliver  with  for- 
cepts;  and  the  forceps  operation  with  these 
conditions  present  should  not  be  undertaken  if 
it  can  be  avoided. 

The  proper  strategy  here  requires  that  we 
accomplish  three  things  before  attempting  to 
deliver  with  forceps : first,  to  determine 

whether  or  not  there  is  bom^  disproportion: 
second,  to  secure  dilatation  of  the  cervix;  and 
third,  to  secure  descent  and  rotation  of  the 
head  so  that  its  lowest  part  is  below  a line 
drawn  between  the  tips  of  the  ischiatic  spines 
and  the  small  fontanelle  as  near  the  front  as 
possible. 

We  may  tell  whether  the  pelvis  is  large 
enough  to  permit  the  head  to  pass  by  the  use 
of  a comparatively  simple  test  called  the 
Mueller  maneuver.  The  internal  examining 
finger  notes  the  relation  of  the  lowest  part  of 
the  head  to  the  tips  of  the  ischial  spines  while 
the  external  hand  makes  strong  pressure  on  the 
breech  of  the  baby  in  the  direction  of  the  in- 
let; if  the  head  moves  downward  to  or  below 
a line  drawn  between  the  tips  of  the  ischial 
spines  and  comes  to  a stop  gradually  against 
the  elastic  cervix  there  is  no  serious  bony  dis- 
proportion at  the  inlet.  If,  however,  the  head 
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cannot  be  impressed  to  the  spines,  or  if  it  comes 
to  a stop  suddenly,  there  is  a bony  obstruction 
and  a forceps  on  such  a head  will  almost  cer- 
tain^ result  in  disaster.  In  order  to  achieve 
the  best  success  with  this  maneuver,  it  should 
be  practiced  on  every  patient  examined  at  or 
near  term  or  in  labor ; by  doing  this  the  opera- 
tor acquires  experience  Avith  the  method  and 
will  soon  establish  a normal  standard  by  Avhich 
the  abnormal  cases  can  be  judged.  (Demon- 
strated. ) 

If  it  is  found  that  the  head  will  go  through 
the  pelvis  and  the  cervix  is  not  completely  di- 
lated— wait,  grve  morphine;  this  accomplishes 
two  purposes:  rest  for  the  patient  and  the 
cervix  will  dilate  more  rapidly  under  its  in- 
fluence; as  the  ceiwix  dilates,  the  head  will  de- 
scend, and  the  result  will  be  either  a spon- 
taneous delivery  or  a forceps  operation  with 
the  cervix  completely  dilated  and  the  head  be- 
low the  spines,  conditions  which  make  the 
operation  a comparath'ely  safe  and  easy  pro- 
cedure. 

There  is  a broad  and  useful  field  for  the  for- 
ceps operation  when  the  cervix  is  fully  dilated 
and  the  head  below  the  spines  and  rotated  at 
least  partly  to  the  front.  It  is  here  that  signs 
of  exhaustion  on  the  part  of  the  mother  or  babe 
may  appear  and  furnish  the  indication  to  de- 
liver. Here  the  forceps  may  be  used  to  save 
life.  The  blades  are  laid  on  the  sides  of  the 
head,  there  is  no  resistance  from  the  cervix 
and  a minimum  of  force  is  required. 

If  the  head  is  low  and  the  small  fontanelle 
is  in  or  posterior  to  the  transverse  diameter  of 
the  pelvis,  there  will  be  difficulty  with  the  ex- 
traction or  the  delivery  may  be  impossible. 
The  operation  will  be  rendered  safe  and  easy 
by  rotation  of  the  small  fontanelle  to  the  front 
by  hand.  This  may  present  some  difficulty  be- 
cause the  head  tends  to  return  to  its  former 
position  before  the  blades  can  be  applied. 
Two  methods  are  used  to  avoid  this.  After 
rotating  the  head  the  blade  that  lies  on  the 
side  toward  which  the  occiput  points  is  applied 
first.  The  assistant  holds  the  head  anterior 
with  this  blade  while  the  other  is  laid  on  and 
locked. 

If  this  fails,  we  may  rotate  the  fontanelle 
to  the  front  and  grasp  the  scalp  near  it  with 
a heavy  volcellum  forceps,  the  assistant  gently 
holds  the  head  in  position  while  the  blades  are 
applied,  with  the  fronts  pointing  toward  the 


small  fontanelle.  This  can  and  lias  been  done 
without  injury  to  the  scalp  since  it  requires 
only  a small  amount  of  traction  to  hold  the 
head  anterior  after  it  is  rotated.  The  advant- 
age gained  by  getting  the  head  anterior  in  my 
opinion  justifies  a slight  risk  of  injury  to  the 
scalp. 

Rotation  of  the  head  to  the  front  in  occiput 
posterior  position  with  the  forceps  is  a hazard- 
ous procedure  in  primiparae  and  in  the  hands 
of  any  but  the  most  expert  operator.  The  dan- 
gers from  this,  the  so-called  Scanzoni  rotation, 
are  : in  juries  to  the  bladder,  tearing  the  vaginal 
Avails  from  their  attachments,  and  deep  lacera- 
tions. 

If  the  head  of  the  child  is  movable  above  the 
brim  of  the  pelvis,  the  forceps  should  never  be 
applied.  If  the  head  is  fixed  in  the  brim,  with 
the  cervix  dilated,  and  cannot  be  pushed  to  the 
spines,  and  does  not  after  a fair  trial  mold 
enough  to  come  through,  the  forceps  are  con- 
traindicated. 

The  forceps  should  not  be  used  as  a compres- 
sor, rotator  or  lever.  The  only  justifiable  use 
of  the  forceps  is  that  of  traction,  straight 
eA'en  pull  in  the  direction  of  least  resistance. 
(Illustrated).  If  all  conditions  are  right,  no 
more  force  is  required  than  can  be  exerted  by 
the  biceps  and  shoulder  muscles. 

In  any  forceps  operation  some  compression 
of  the  head  is  unaA’oidable.  This  will  be  re- 
duced to  a minimum  if  the  blades  lie  on  the 
sides  of  the  head  instead  of  obliquely.  The 
fronts  of  the  forceps  represented  by  the  con- 
cavitjr  of  the  pelvic  curve  should  point  in  the 
direction  of  the  small  fontanelle.  The  handles 
should  never  be  squeezed  together  in  making 
traction.  And  the  pull  must  always  be  in  the 
direction  of  least  resistance.  The  leATer  action 
is  carefully  avoided  at  all  times  and  the  head 
must  not  be  pried  out  by  using  the  symphysis 
as  a fulcrum. 

The  objectiA'e  in  every  forceps  operation  is 
to  deliver  a live  baby  with  no  injury  to  the 
mother.  The  surest  Avav  to  accomplish  this  is 
to  do  the  forceps  operation  after  the  head  has 
reached  a point  below  the  spines,  after  the 
cervix  is  dilated  and  after  the  small  fontanelle 
is  rotated  enough  to  the  front  to  permit  the 
blades  of  the  forceps  to  be  applied  to  the  sides 
of  the  head. 

If  the  baby  is  all  right  and  the  mother  is 
in  good  condition,  no  time  or  effort  should  be 
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spared  to  secure  these  conditions  before  apply- 
ing the  forceps. 

The  obstetrical  forceps  is  an  extremely  use- 
ful instrument  when  properly  applied  but  an 
instrument  of  quite  another  kind  when  used 
without  the  utmost  care,  judgment  and  pre- 
cision. 

101  South  Michigan  Avenue. 


THE  LEGITIMATE  BOUNDARIES  OF 
PUBLIC  HEALTH  ACTIVITIES.* 

By  ENNION  G.  WILLIAMS,  M.  D„  Richmond,  Va. 

State  Health  Commissioner. 

When  the  State  Board  of  Health  was  re- 
organized. those  in  charge  endeavored  to  limit 
its  activities  strictly  within  the  bounds  of 
recognized  governmental  functions.  In  all  that 
was  planned  or  undertaken,  they  kept  before 
them  the  idea  that  the  work  must  be  carried 
on  for  the  whole  people,  or  the  public,  and  not 
for  individuals.  The  viewpoint  of  the  health 
officer,  whose  duty  is  to  protect  the  public,  is 
in  marked  contrast  to  that  of  the  practitioner 
of  medicine,  whose  duty  is  to  the  individual. 
It  is  also  in  marked  contrast  to  the  charity  or 
welfare  worker,  who  administers  to  the  relief 
of  the  individual  poor. 

As  our  civilization  progresses,  there  is  need 
and  demand  for  a broadening  of  governmental 
functions  and,  consequently,  the  boundary  lines 
of  those  starting  out  to  work  from  different 
viewpoints  touch  and  overlap,  and  there  is  a 
natural  danger  of  conflicting  efforts. 

We  are  aware  of  these  dangers  and  realize 
that  we  must  carefully  watch  our  course  and 
tendencies  and  frequently  recur  to  first  prin- 
ciples. 

There  are  certain  activities  which  are  so 
naturally  the  result  of  a constitutional  govern- 
ment that  no  one  would  question  that  they  are 
within  the  legitimate  boundary  of  public  health 
work. 

The  first  of  these  is  the  education  of  the 
public  as  to  a knowledge  of  the  cause  of  dis- 
eases and  methods  to  prevent  them.  This 
should  be  the  preliminary  and  fundamental 
duty  of  a health  department  until  the  infor- 
mation becomes  common  knowledge. 

Next  is  the  supervision  of  such  utilities  as 
water  supplies  and  sewage  disposal,  and  the 
abatement  of  nuisances  dangerous  to  the  pub- 
lic health.  Water  supply  or  sewage  disposal 

♦Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Richmond,  October  14-16,  1925. 


even  on  private  propertjq  never  affects  an  in- 
dividual alone  but  has  its  influence  always 
upon  more  than  one  person.  All  of  these  should 
come  under  the  supervision  of  a public  health 
department. 

The  third  definitely  public  health  activity  is 
that  for  the  control  of  communicable  diseases, 
This  includes  the  collection  of  reports  of  cases, 
aid  in  diagnosis,  epidemiological  study  of  the 
cases  and  the  institution  of  measures  for  con- 
trol. Whatever  is  done  for  the  individual  case 
of  a communicable  disease  by  the  health  de- 
partment is  not  so  much  for  the  individual  in- 
volved as  it  is  to  prevent  the  spread  of  the  dis- 
ease from  this  individual  to  others.  There  may 
be  doubt  in  the  minds  of  some  as  to  how  far 
the  public  officer  should  go  in  some  of  these 
activities,  particularly  in  the  aid  to  diagnosis. 
To  aid  the  doctors  in  the  diagnosis  of  com- 
municable diseases,  the  Public  Health  Labora- 
tory is  operated.  Such  examinations  are  made 
there  as  will  aid  the  doctors  in  the  diagnosis  of 
only  communicable  diseases.  Examinations 
that  benefit  the  individual  alone,  such  as  a 
urinalysis  to  detect  nephritis  or  the  examina- 
tion of  tissues  for  malignancy,  may  with  pro- 
priety not  be  made  by  a public  health  labora- 
tory. These  latter  examinations  benefit  only 
the  individual,  as  such  diseases  are  not  com- 
municable to  other  people.  If  such  examina- 
tions are  made  at  a public  laboratory,  it  should 
only  be  justified  as  a relief  measure  for  those 
unable  to  pay. 

The  public  has  an  interest  in  the  prompt 
diagnosis  of  a communicable  disease,  for  it  is 
only  after  the  diagnosis  is  made  that  proper 
preventive  measures  can  be  instituted.  The 
public  should,  therefore,  bear  the  expense  of 
such  aid.  So  far  as  I know,  no  one  has  ever 
questioned  the  advisability  of  the  State  aiding 
in  the  diagnosis  of  communicable  diseases,  ex- 
cept in  making  Wassermann  examinations  for 
the  diagnosis  of  syphilis.  An  objection  to  this 
has  come  to  the  State  Board  of  Health  from 
the  director  of  a private  laboratory.  He  con- 
siders that  the  Wassermann  examination  is  not 
a public  health  measure,  his  reasons  being  that 
syphilis  is  contagious  in  the  primary  stage  and 
that  in  this  stage  a Wassermann  reaction  is 
usually  negative;  that,  furthermore,  a Wasser- 
mann is  usually  positive  in  the  third  stage  and 
in  this  stage  it  is  usually  not  communicable, 
although  even  in  this  stage  it  may  be  com- 
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municated  to  the  off-spring.  The  bacteriol- 
ogist mentioned  above  apparently  does  not 
object  to  the  State  Laboratory  making  exami- 
nations for  tuberculosis,  diphtheria,  typhoid, 
or  any  other  communicable  disease. 

It  was  not  until  after  the  war  that  Wasser- 
mann  examinations  were  added  to  the  routine 
work  of  the  laboratory,  and  it  was  then  in  re- 
sponse to  a persistent  demand  of  many  prac- 
titioners. Its  need  and  popularity  are  reflected 
by  the  rapidly  increasing  number  of  examina- 
tions made.  More  than  18,000  Wassermann 
examinations  were  made  last  year,  including 
those  for  Richmond. 

It  has  seemed  to  us  that  as  syphilis  is  a com- 
municable and  inherited  disease,  there  is  rea- 
son for  the  public  to  aid  in  establishing  its 
diagnosis,  as  well  as  for  other  communicable 
diseases,  which  are  not  so  prevalent,  and  which 
do  not  add  so  heavy  a burden  as  this  disease 
puts  upon  the  public  through  the  support  of 
institutions  for  the  insane. 

Other  States  make  urinalyses  and  pathologi- 
cal examinations  of  tissues,  but  we  have  inter- 
preted these  examinations  as  not  being  within 
the  legitimate  boundary  of  public  health  activi- 
ties. 

These  are  mentioned  hei’e  to  bring  out  dis- 
cussion. as  the  State  Board  of  Health  does  not 
wish  to  engage  in  any  activities  not  approved 
by  the  organized  medical  profession. 

If  the  doctors  of  the  State  think  that  some 
restriction  should  be  made  in  these  examina- 
tions, we  should  be  pleased  to  have  suggestions 
or  recommendations  from  them. 

Another  measure  in  the  prevention  of  com- 
municable diseases  is  the  use  of  biologies. 
Formerly  the  accepted  or  common  measure  for 
the  control  of  these  diseases  was  the  enforce- 
ment of  quarantine.  Quarantine  is  now  looked 
upon  as  of  minor  importance,  most  of  the 
communicable  diseases  having  a specific  method 
of  control.  For  example,  the  control  of  diph- 
theria can  best  be  effected,  besides  measures  of 
personal  hygiene,  by  the  employment  of  the 
Schick  test  to  tell  which  individuals  are  sus- 
ceptible and  then  by  giving  toxin-antitoxin  to 
the  susceptible. 

If  in  former  days  the  public  supported  quar- 
antine measures,  which  are  relatively  ineffec- 
tive, surely  it  will  support  the  modern  methods 
which  are  far  more  effective  in  protecting  the 
individuals  and  the  public.  The  same  process 


of  reasoning  justifies  the  free  vaccination 
against,  smallpox  and  typhoid  fever  as  a pub- 
lic health  measure. 

Furthermore,  the  free  and  prompt  use  of 
diphtheria  antitoxin  as  a curative  measure  is 
also  effective  in  the  prevention  of  the  spread 
of  this  disease.  In  consequence  thereof,  sev- 
eral cities  in  our  State,  and  a number  of  States 
in  the  LTnion,  give  antitoxin  free  to  every  citi- 
zen, irrespective  of  the;  ability  of  the  citizen  to 
pay.  Its  free  and  liberal  use  will  not  only 
save  life,  but  will  make  the  patient  Avell  more 
promptly  and  decrease  the  danger  of  the  spread 
to  others. 

The  State  Board  of  Health  of  Virginia  has 
been  unable  to  secure  an  appopriation  for  free 
antitoxin.  The  best  it  has  been  able  to  do  is 
to  make  an  arrangement  with  the  manufac- 
turers whereby  these  products  can  be  sold 
through  the  State  Board  of  Health  at  whole- 
sale prices.  We  are  informed  by  the  manu- 
facturers that,  if  the  State  would  purchase  it 
outright,  it  could  do  so  at  a cost  even  lower 
than  the  wholesale  price,  at  which  it  is  sold 
through  the  State  Board  of  Health. 

We  believe  the  State  Board  of  Health  is 
justified  in  handling  biologies — the  vaccines 
and  antitoxins,  which  are  used  for  the  preven- 
tion and  cure  of  communicable  diseases.  By 
doing  so  the  prices  of  these  products  have  been 
held  down  within  reach  of  poor  people  and  a 
prompt,  available  supply  of  high  class  prod- 
ucts has  been  ensured. 

We  have  not  felt  justified  in  handling  those 
products  that  are  used  in  the  treatment  of  non 
communicable  diseases,  such  as  insulin  and 
thyroid  extracts. 

A new  field  for  public  health  endeavor 
opened  up  several  ^ears  ago  when  the  physical 
inspection  was  made  of  children  in  several  of 
our  Virginia  counties.  It  was  found  that  a 
large  percentage  of  the  children  had  more  or 
less  serious  physical  defects.  These  inspec- 
tions were  made  just  prior  to  the  world  war. 
When  the  examinations  of  men  during  the  re- 
cruiting  revealed  a large  proportion  physically 
unfit  for  service,  our  country  was  astonished 
at  these  revelations,  and  it  was  not  difficult  for 
the  people  to  believe  the  report  of  the  defects 
among  the  school  children. 

Hitherto,  people  had  looked  upon  children 
as  needing  the  service  of  a doctor  only  when 
they  had  a pain  or  were  so  sick  they  had  to 
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go  to  bed.  The  inspections  demonstrated  that 
a large  proportion  of  school  children  had  phy- 
sical defects  that,  if  not  corrected,  might  handi- 
cap a child  for  life.  They  needed  professional 
attention,  particularly  of  specialists  and  den- 
tists. This  was  a new  situation  to  deal  with. 

The  government,  at  a time  when  it  needed 
strong,  healthy  men  for  its  service,  found  about 
thirty  per  cent  so  handicapped  physically  that 
they  could  not  serve  in  the  lighting  forces. 
Was  it  not  natural  that  the  government  should 
realize  that  it  had  a duty  and  responsibility 
for  the  physical  condition  of  the  youths  of  the 
nation?  If  it  is  the  proper  function  of  the 
government  to  train  the  v o u t h s mentally 
through  the  public  school  system,  should  it 
not  also  be  concerned  in  seeing  that  the  future 
citizens  should  be  properly  looked  after  phy- 
sically? This  question  naturally  arose. 

Soon  after  the  war,  Congress  made  an  ap- 
propriation and  passed  an  act  to  co-operate 
with  the  States  in  looking  after  the  physical 
welfare  of  mothers  and  infants.  The  States 
generally  have  expanded  their  activities  to 
reach  the  school  children.  From  an  economic 
standpoint,  the  government  would  be  justified 
in  looking  after  the  health  of  those  children  it 
endeavors  to  educate.  The  child  with  physical 
defects  is  not  only  more  likely  to  repeat  the 
grades,  but  also  retards  other  children,  and 
when  the  physical  defects  are  corrected,  the 
child  makes  more  rapid  progress  and  is  less 
costly  to  educate. 

There  is  a question  as  to  the  extent  to  which 
the  government  should  go  in  looking  after  the 
physical  condition  of  children.  It  can  at  least 
see  that  the  environment  is  what  it  should  be 
and  furnish  those  that  make  the  inspections, 
leaving  the  corrections  to  the  parents  or  guard- 
ians. The  correctional  work  should  only  be 
carried  on  by  the  government  because  of  the 
inability  of  the  parents  to  do  so.  In  the  use 
of  the  word  government,  I refer  to  national, 
state,  or  local.  I shall  not  attempt  to  discuss 
which  of  these  are  responsible  for  any  par- 
ticular line  of  work.  There  should  be  co-opera- 
tion or  co-ordination  between  the  three. 

The  question  is  an  open  one  as  to  which  de- 
partment of  government  should  assume  this 
line  of  work.  The  State  Board  of  Health  had 
interpreted  its  functions  as  limited  to  preven- 
tion and  viewed  its  work  from  the  standpoint 
of  the  public  rather  than  the  individual.  Now, 
here  was  a line  of  work  that  dealt  with  the  in- 


dividual. It  is  of  a professional  nature.  There 
are  more  professional  men  on  the  State  Board 
of  Health  and  its  functions  are  more  profes- 
sional than  that  of  any  other  State  Board  ex- 
cept the  Board  of  Medical  Examiners  and, 
therefore,  it  was  considered  that  the  new  line 
of  work  belonged  more  to  the  State  Board  of 
Health  than  to  any  other,  and  so  we  assumed 
this  responsibility.  In  many  localities  the  in- 
spection and  correctional  work  is  carried  on 
through  the  educational  agencies.  The  ques- 
tion is  still  an  open  one. 

We  realize  that  in  the  newrer  field  of  health 
activities  it  is  possible  that  we  may  get  into  the 
doubtful  zones  and  overstep  the  legitimate 
boundaries  of  public  health  work.  It  is  mani- 
festly impracticable  for  a government  to  un- 
dertake generally  to  correct  physical  defects. 
It  can,  however,  assist  in  supplying  the 
agency  to  make  the  inspections  to  find  the  de- 
fects and  assist  in  arranging  for  the  correc- 
tion.  This  newly  developed  line  of  health  en- 
deavor might  be  called  the  clinical  field  of 
health  work.  It  is  quite  distinct  from  other 
activities  and  it  will  be  well  to  summarize  its 
various  features.  The  State  Board  of  Health 
in  developing  these  clinics  is  particularly  care- 
ful that  it  has  the  approval  and  co-operation 
of  the  medical  profession,  because  they  do  not 
care  to  bring  upon  the  health  work  such  con- 
demnation that  will  react  against  other  en- 
deavors and  against  which  there  can  be  no  le- 
gitimate objection. 

The  clinics  are  divided  into  three  kinds : ’ 
First,  preventive;  second,  diagnostic;  third, 
treatment. 

The  preventive  clinics  are  to  protect  against 
smallpox,  typhoid  fever  and  diphtheria  by  vac- 
cination and  the  administration  of  toxin- anti- 
toxin. The  individual  usually  pays  the  cost 
of  material  used.  The  services  of  the  health 
officer  or  nurse  are  paid  by  the  community. 
Surely,  no  one  can  reasonably  object  to  a health 
officer,  paid  by  the  people,  using  his  time  in 
protecting  people  against  those  diseases  which 
greatly  increase  the  burden  of  the  people  by 
their  presence.  Such  measures  against  these 
diseases  are  far  more  effective  in  controlling 
them  than  the  old  method  of  quarantine. 

The  second  group  are  diagnostic  clinics — tu- 
berculosis and  child  welfare.  The  tubercu- 
losis clinic  has  for  its  prime  object  the  finding 
of  cases  of  tuberculosis  and  placing  them  under 
the  care  of  a doctor  for  their  own  treatment 
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and  instructing  them  how  to  avoid  giving  the 
disease  to  others.  These  measures  must  be 
taken  if  this  disease  is  to  be  materially  reduced, 
as  every  case  is  a potential  source  of  spread. 

In  1924  the  tuberculosis  clinics  were  held  in 
forty-seven  counties;  6,200  people  were  ex- 
amined; 1,100  were  found  to  have  tuberculosis; 
2,000  had  other  physical  defects;  3,100  were 
urged  to  visit  their  doctors;  2,278  were  not 
under  the  care  of  a doctor.  Surely  doctors 
could  not  object  to  clinics  of  this  kind  that 
put  under  their  care  so  many  new  patients. 
The  patients  are  benefited  and  the  public  is 
protected. 

The  child  and  infant  welfare  clinics  are  con- 
ducted with  the  help  of  Federal  funds  received 
under  the  Sheppard-Towner  Act.  Children 
and  infants  are  examined.  The  mothers  are 
given  verbal  and  printed  directions  for  their 
care.  If  any  physical  defects  are  found,  the 
mothers  are  urged  to  take  the  children  to  their 
doctor  for  cure.  Special  effort  is  made  to 
reach  the  pre-school  children  in  order  to  have 
them  physically  fit  before  being  sent  to  school. 
Besides  the  humanitarian  idea,  this  is  economi- 
cal from  the  school  standpoint,  as  the  child 
with  physical  defects  is  much  more  expensive 
to  educate. 

Third,  the  curative  or  treatment  clinics 
hitherto  held  are  dental,  tonsil  and  adenoid, 
and  orthopedic.  As  soon  as  school  inspection 
work  was  begun,  the  importance  of  securing 
the  correction  of  defects  was  realized.  The 
most  common  physical  defects  are  dental.  The 
State  Board  of  Health  asked  the  State  Dental 
Association  for  their  co-operation  and  a plan 
for  having  dental  defects  of  children  in  the 
rural  sections  corrected.  This  was  a difficult 
problem,  as  there  are- thirty  counties  without  a 
dentist  and  sixty  counties  averaging  one  den- 
tist to  a county.  Dr.  Applewhite,  former 
President  of  the  State  Association,  gave  up  his 
practice  and  for  six  months  made  a survey  of 
the  situation.  A plan  was  worked  out.  The 
Dental  Association  gave  their  hearty  co-opera- 
tion. The  success  of  these  clinics  under  their 
guidance  and  the  administration  of  Dr.  N.  Tal- 
ley Ballou  has  been  remarkable  and,  so  far  as 
I know,  the  clinics  have  the  approval  of  all 
parties  concerned.  The  plan,  I understand,  has 
been  adopted  by  other  States. 

To  conduct  tonsil  and  adenoid  clincis,  we  in 
like  manner  asked  the  State  Society  of  Nose 


and  Throat  Specialists  to  give  us  a plan  as 
the  dentists  had  done.  We  started  on  a plan 
which,  we  understood,  had  their  approval,  but 
soon  found  that  it  was  vigorously  opposed  by 
many  members  of  that  Society.  We,  therefore, 
abandoned  it  and  requested  them  to  give  us  a 
a plan.  They  have  not  done  so  up  to  the  pres- 
ent time.  We  have  given  notice  that  we  do  not 
expect  to  be  responsible  for  any  tonsil  and 
adenoid  clinics  until  we  have  a plan  approved 
by  that  Society  and  also  until  we  have  their 
co-operation.  Such  clinics  as  are  now  held 
are  under  the  auspices  of  local  physicians  and 
organizations. 

The  orthopedic  clinics  are  both  for  diagnosis 
and  treatment.  They  are  now  held  jointly  with 
the  State  Bureau  of  Industrial  Rehabilitation 
and  are  for  adults  and  children.  The  plan  was 
worked  out  following  a conference  with  the  ten 
orthopedic  surgeons  of  the  State.  The  profes- 
sional sendees  at  these  clinics  arc  rendered  by 
the  ten  orthopedists,  each  having  his  own  dis- 
trict. Some  o-f  the  patients  are  treated  at  the 
clinics.  Those  able  to  pay  are  referred  to  their 
doctor,  or  are  treated  privately  by  an  ortho- 
pedist. Some  need  hospital  treatment.  If  they 
are  able  to  pay,  they  can  go  to  any  hospital 
they  select.  If  they  are  unable  to  pay  for 
hospital  care,  they  will  be  admitted  to  one  of 
the  State  supported  teaching  hospitals  con- 
nected with  either  the  University  of  Virginia 
or  the  Medical  College  of  Virginia.  The  ap- 
propriation of  $25,000  made  to  the  State  Board 
of  Health  for  orthopedic  cases  is  spent  for  the 
hospitalization  of  indigent  cripples  at  one  or 
the  other  of  the  above  mentioned  institutions. 

During  the  war  the  federal,  state  and  local 
governments  assisted  in  maintaining  venereal 
disease  clinics.  At  present  neither  the  federal 
government  nor  the  state  assists  in  such  clinics, 
some  of  which  are  maintained  by  certain  com- 
munities. 

In  this  brief  paper,  I have  endeavored  to  re- 
view some  of  the  more  doubtful  boundary 
zones  of  public  health  activities.  We  want  al- 
ways to  work  with  the  full  approval  and  in 
closest  co-operation  with  the  organized  medical 
profession.  We  believe  that  this  profession 
with  its  high  ideals  of  service  and  humani- 
tarianism  can  be  relied  upon  to  safeguard  the 
people.  We  are  always  glad  to  receive  from 
its  members  constructive  criticism  and  sugges- 
tions for  our  guidance. 
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Discussion. 

Dr.  K.  D.  Graves,  Pearisburg : Dr.  Williams’  paper 

is  of  great  interest.  I have  heard  of  state  boards, 
as  well  as  individuals,  being  censured  for  not  doing 
enough  work,  but  it  seems  that  Dr.  Williams  is  on 
the  defensive  for  doing  too  much.  I must  say  that, 
although  in  a number  of  lines  his  department  has 
been  splendid  and  most  commendable,  I do  feel  that 
there  is  a possibility  that  it  has  carried  the  work 
in  Wassermann  tests  too  far,  for  this  reason:  In 

the  private  laboratory  the  only  test  that  the  labora- 
tory can  support  itself  from,  in  my  judgment,  is 
the  Wassermann  test.  I do  not  believe  that,  with 
the  Wassermanns  removed  from  it,  the  private  lab- 
oratory can  exist.  They  make  the  laboratory 
possible,  and  it  then  is  able  to  make  other 
tests,  such  as  tissue  examinations,  urinalyses,  etc. 
But  with  the  State  putting  up  such  a strenuous 
competition — because  that  is  what  it  amounts  to — a 
doctor  is  not  going  to  send  the  private  laboratory  a 
Wassermann  and  pay  five  dollars  for  it  if  he  can 
send  it  to  the  State  Laboratory  and  get  it  done 
for  nothing.  Every  time  the  private  laboratory  does 
a Wassermann,  it  gets  it  in  competition  with  the 
State  Board  of  Health.  That  makes  it  impossible 
for  the  private  laboratory  to  exist.  During  the  past 
eleven  years,  so  far  as  I know,  only  two  men  in  the 
state  have  gone  into  laboratory  work  for  their  full 
time,  except  to  take  teaching  positions.  If  the  field 
were  made  more  promising,  more  men  would  get  into 
it.  and  communities  in  every  section  of  the  state 
would  have  laboratories.  I believe  the  State  should 
make  these  tests  only  on  the  wards  of  the  State, 
such  as  convicts,  inmates  of  jails  and  detention 
homes,  etc.;  or,  if  it  made  them  on  others,  should 
make  them  only  on  charity  cases;  or  should  charge 
for  those  that  are  not  charity  cases.  It  is  estimated 
that  the  State  Laboratory  makes  18,000  Wassermann 
tests  a year.  The  State  Bacteriologist  told  me  a 
year  ago  that  he  thought  5,000  of  the  persons  for 
whom  the  tests  were  made  were  able  to  pay.  That 
would  make  the  State  laboratory  virtually  self-sup- 
porting, and  instead  of  having  to  appropriate  $25,000 
or  $30,000  for  the  laboratory,  that  branch  would 
support  itself;  or,  if  they  did  not  need  the  money, 
it  could  be  used  for  some  other  branch  of  the  work, 
such  as  the  hospitalization  of  indigent  T.  B.  cases, 
etc. 

Dr.  Isaac  Pierce,  Tazewell : Dr.  Williams  nor  any 

one  else  can  do  health  work  successfully  unless  he 
has  the  absolute  support  of  the  entire  medical  pro- 
fession. Even  if  there  is  just  a small  minority  op- 
posed to  him,  he  will  be  handicapped  by  that  much. 
We  must  look  at  this  purely  from  a business  stand- 
point. We  can  not  blame  a man  with  a well-equipped 
laboratory  for  objecting.  Even  though  he  may  not 
do  so  publicly,  there  is  a certain  reservation  when, 
on  the  face  of  the  matter,  the  State  is  engaging  in 
the  same  business  in  which  he  is  engaged.  He  may 
say  it  is  all  right,  but  back  of  that  is  the  thought 
that  it  is  interfering  with  his  business.  So  it 
seems  to  me  there  should  be  no  overlapping  lines. 
There  always  will  be,  so  long  as  the  State  is  un- 
dertaking to  do  part  of  this  work  and  the  medical 
profession  the  other  part,  a certain  amount  of  pull- 
ing back.  We  are  all  human,  and  it  cannot  be  helped. 
I have  always  held,  and  still  believe,  that  the  work 
done  by  the  State  Laboratory  does  more  than  any 
other  activity  engaged  in  by  the  State  Board  of 
Health  to  secure  the  support  of  the  medical  profes- 
sion. I think  Dr.  Williams  is  right  in  asking  the 
co-operation  of  every  medical  man  in  the  State  to 
uphold  the  State  Board  of  Health.  I think  we 
should  all  do  it,  but,  at  the  same  time,  I think  we 


should  make  a single  purpose  of  it.  There  is  no 
reason  why  the  State  should  not  lend  a helping  hand 
to  anyone  who  has  fallen  by  the  wayside.  The  chief 
thing  today  is  prevention,  and  cure  is  a secondary 
matter.  So  long  as  there  are  two  agencies  doing 
the  work,  there  will  be  friction.  So  I am  asking 
in  behalf  of  Dr.  Williams  that  so  long  as  things 
remain  as  they  are  now,  uphold  and  support  the 
State  Board  of  Health. 

Dr.  Charles  Phillips,  Richmond:  I speak  as  a full- 

time pathologist  in  one  of  the  medical  schools  of 
the  state.  Last  year  in  the  pathological  laboratories 
at  the  Medical  College  of  Virginia  we  did  6,700 
Wassermann  examinations,  and  this  number  is 
probably  second  to  that  done  by  the  State  Labora- 
tory. The  financial  return  from  the  Wassermanns 
was  low,  because  done  largely  in  teaching  hospitals, 
but  if  *mly  part  of  them  had  brought  in  five  dollars 
a piece  at  the  prevailing  private  laboratory  rate, 
you  can  see  how  much  money  we  would  have  had. 
Formerly,  in  this  city  there  was  money  in  doing 
Wassermanns,  but  this  is  hardly  so  now,  for  prac- 
tically anyone  can  get  it  done  free,  so  that  part  of 
the  legitimate  income  to  private  laboratories  is  dis- 
appearing. Personally,  I feel  that  if  a patient  can 
afford  to  pay  for  medical  attention  he  should  do  so 
and  that  free  work  should  practically  only  be  done 
for  those  who  cannot  pay.  Our  hospital  work  is 
run  on  that  basis.  We  are  not,  in  the  nature  of 
things,  either  in  competition  with  the  private  pathol- 
ogist or  the  State  of  Virginia,  and  so  are  able  to 
look  at  both  sides  of  the  question.  There  is  . no 
doubt  that  expansion  of  activities  of  the  State  Board 
has  seriously  interfered  with  private  earnings  of  a 
group  of  laboratory  specialists  and  that  they  have 
a right  to  be  heard  in  protest  just  as  the  ear,  nose 
and  throat  specialists  have  done  about  State  tonsil 
and  adenoid  clinics.  There  is  justice  on  both  sides 
and  the  solution  is  not  entirely  easy.  The  State 
Laboratory  is  run  economically  and  efficiently,  I 
know  personally,  and  I have  a high  regard  for  its 
director,  its  personnel  and  the  quality  of  its  work, 
but  it  seems  to  me  there  is  fairness  in  the  protest 
of  the  private  pathologist  that  the  State  is  destroy- 
ing his  business  in  this  regard. 

Dr.  J.  D.  Willis,  Roanoke:  It  is  necessary  to  have 

maintained  about  the  state  thoroughly  efficient  diag- 
nostic laboratories.  If,  by  reason  of  the  fact  that 
the  main  support  is  taken  away  from  the  private 
laboratory,  the  work  of  that  laboratory  is  lessened, 
and  the  people  of  the  state  as  a whole  will  suffer. 
I think  this  matter  ought  to  be  given  considerable 
thought  and  be  well  worked  out.  There  are  very 
few  competent  tissue  pathologists  in  the  state  of 
Virginia.  It  is  absolutely  impossible  to  maintain 
one  in  certain  sections  of  the  state.  With  the  aid  of 
Wassermann  work  and  other  work  that  is  remunera- 
tive, it  would  be  possible  to  maintain  tissue  patholo- 
gists. I believe  the  basis  on  which  we  have  been 
working  is  wrong,  and  something  should  be  done 
to  have  the  tests  done  in  the  different  communities. 
I should  like  to  see  the  private  laboratories  main- 
tained. I know  they  are  a great  convenience  to 
the  doctors,  and  are  certainly  a great  asset  to  the 
communities  in  which  they  are  located.  I think  pri- 
vate laboratories  should  be  supplied  with  state  funds 
for  public  health  work  done  in  their  locality,  or  in 
seme  other  way  be  given  the  means  to  keep  going. 
We  need  their  services  in  the  different  sections  of 
the  state. 

Dr.  T.  L.  Driscoll,  Richmond,  Va. : I am  interested 
in  this  question  from  the  fact  that  I am  perhaps 
one  of  the  largest  subscribers  to  the  State  Laboratory, 
due  to  the  fact  that  I am  one  of  the  clinicians  for 
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the  City  Health  Department.  The  fact  that  the 
State  Board  of  Health  does  without  charge,  and 
upon  all  occasions,  a Wassermann,  enables  the  gen- 
eral practitioner,  and  especially  the  man  in  the 
rural  districts,  to  do  a routine  Wassetrmann.  The 
practical  side  of  the  thing  is  this — the  State  Board 
of  Health  can  not  maintain  a laboratory  without  a 
certain  definite  expense.  There  is  no  greater  ex- 
pense, in  all  likelihood,  in  doing  500  Wassermanns 
than  in  doing  100  Wassermanns.  It  is  an  impossi- 
bility to  be  able  to  differentiate  the  fine  points  as 
to  the  charity  case  and  the  pay  case.  Certainly  in 
the  City  of  Richmond,  I believe,  most  physicians 
having  pay  cases,  that  is,  individuals  able  to  pay 
$5  or  $10,  send  them  to  the  private  laboratories.  It 
is  no  little  thing  for  a person  who  has  little  money 
to  pay  for  Wassermanns.  In  the  course  of  an  aver- 
age case  of  syphilis  there  are  perhaps  a ^lozen 
Wassermann  tests  made.  I believe  one  of  the  great- 
est things  the  State  of  Virginia  is  doing  today  is 
running  a free  laboratory. 

Dr.  Warren  T.  Vaughan,  Richmond:  At  the  last 

meeting  of  the  American  Society  of  Clinical  Pathol- 
ogists in  Philadelphia,  the  subject  of  state  laborato- 
ries and  private  laboratories  was  discussed  through 
an  entire  afternoon.  Particularly  was  the  free  Wass- 
ermann test  discussed.  No  conclusion  was  reached. 
The  argument  on  both  sides  was  given  just  as  it 
has  been  here.  I dare  say,  nearly  every  state  in 
the  Union  provides  free  Wassermanns,  and  the 
chances  are  that  even  if  we  felt  that  this  should  be 
discontinued  we  should  not  be  able  to  discontinue 
it,  because  it  has  been  sanctioned  by  practically 
every  state.  The  only  type  of  Wassermann  to  be 
objected  to  is  the  routine  Wassermann.  When  a 
man  is  doing  routine  Wassermann  tests,  just  as  he 
might  do  routine  blood  counts,  urinalyses,  etc.,  he 
should  assume  the  financial  responsibility  for  it. 
The  chief  contention  that  was  carried  through  the 
meeting  to  which  I have  referred  was  the  danger 
of  encroachment  on  strictly  non-public  health  pro- 
cedures. Some  states — Ohio,  I believe,  is  an  ex- 
ample— are  doing  urinalyses,  blood  chemistries,  and 
tissue  examinations  free  of  charge.  I feel  with  re- 
gard to  the  present  situation,  and  the  discussion  of 
Dr.  Williams’  paper,  our  attitude  could  well  be 
that  if  we  co-operate  with  the  State  Health  Depart- 
ment as  well  as  they  have  co-operated  with  us, 
everyone  would  be  happy. 

Dr. : This  question  is  largely  one  of  state 

Wassermann  or  private  W’assermann.  I have  no 
criticism  at  all  with  reference  to  the  State  Health 
Department;  what  I have  to  say  is  in  reference  to 
the  general  problem.  If  the  state  does  free  Wrasser- 
manns,  it  will  step  into  other  branches  of  laboratory 
work,  and  many  states  already  have.  In  the  city 
in  which  I live  the  city  does  free  tissue  examina- 
tions, urinalyses,  stool  examinations,  and  what  not. 
This  is  a question  of  the  relationship  of  that  test 
and  its  bearing  in  the  diagnosis  of  the  patient. 
We  have  been  prone  to  set  laboratory  work  aside  as 
a separate  entity,  whereas  it  is  only  a means  of 
diagnosis.  An  isolated  laboratory  test  done  by  a 
laboratory  that  never  sees  the  patient,  and  that 
simply  reports  on  that  isolated  test,  is  of  far  less 
value  than  one  done  by  someone  who  knows  the 
patient  and  knows  the  other  findings  and  consid- 
ers the  laboratory  test  in  relation  to  all  the  other 
findings.  With  the  laboratory  there  is  always  that 
lack  of  interest  in  the  individual  patient.  That,  to 
my  mind,  is  the  fundamental  difference,  and  is  the 
main  objection  against  all  advanced  forms  of  social 
medicine.  We  could  carry  that  principle  into  all 
things;  into  the  removal  of  tonsils  and  adenoids  as 


a preventive  measure.  We  could  carry  it  to  the 
establishment  of  X-ray  laboratories  all  over  the 
state  as  diagnostic  aids,  and  carry  it  on  until  we 
break  down  the  work  of  the  individual  physician. 
As  some  of  the  speakers  have  already  said,  the 
states  almost  as  a unit  have  adopted  it,  and  cer- 
tainly it  is  a hardship  on  those  men  who  are  at- 
tempting to  build  up  clinical  laboratories,  which  are 
of  essential  importance  to  the  communities  in  which 
they  exist.  From  the  standpoint  of  fairness,  there 
stems  to  be  no  reason  why  a patient  who  is  well  able 
to  pay  should  have  a Wassermann  made  and  have 
his  tonsils  taken  out  free.  To  my  mind,  the  finan- 
cial side  is  the  less  important  side  of  it,  but  the 
important  thing  is  that,  if  carried  to  its  logical  con- 
clusion, it  is  going  to  break  down  the  relationship 
ol  the  individual  patient  to  his  physician. 

Dr.  J.  Bolling  Jones,  Petersburg : I did  not  hear 

Dr.  Williams’  paper,  but,  hearing  the  drift  of  the 
discussion,  I am  here  in  defence  of  the  work  done 
by  the  State  Board  of  Health.  I do  not  know  any- 
thing done  in  recent  years  so  important  as  the  estab- 
lishment of  free  Wassermann  tests.  I make  Wasser- 
manns practically  routinely;  always  if  a diagnosis 
is  questionable.  I suppose  I have  had  as  many  as 
S00  or  1,000  done  by  the  State.  My  Wassermanns 
run  around  15  to  20  per  cent  positive,  and  I catch 
a positive  Wassermann  in  many  cases  where,  if  I 
considered  the  patient’s  pocketbook,  and  had  to 
send  him  “to  a private  laboratory,  I would  not  have 
had  the  test  made.  Right  there,  too,  comes  the 
question,  and  a delicate  one,  who  is  able  to  pay? 
And  again,  is  the  referring  doctor  to  collect?  That 
means  keeping  a separate  set  of  books,  which  is  addi- 
tional burden  and  annoyance.  Right  now  I owe  our 
city  laboratory  $200  for  Wassermanns,  for  which  I 
believe  I never  collected  but  a very  small  propor- 
tion. To  my  mind,  to  stop  the  State  Board  from 
making  Wassermanns  would  be  a calamity  to  the 
state  at  large. 

Mr.  A.  H.  Sti'aus,  Director  of  State  Laboratory, 
Richmond:  I feel  that  this  discussion  is  for  the 

physicians  rather  than  for  me  as  director  of  the 
State  Laboratory.  There  are  two  points  of  possible 
misunderstanding,  however,  that  I want  to  straighten 
out.  I do  not  believe  that  twenty-five  per  cent  of 
the  Wassermanns  we  get  are  from  people  able  to 
pay.  That  statement,  I think,  is  a mistake.  Like- 
wise, the  appropriation,  which  I understood  Dr. 
Graves  to  say  we  get  for  the  Wassermann  work,  is 
a little  more  than  we  get  for  all  of  our  work.  I 
only  wish  we  had  as  much. 

It  might  be  interesting  to  state  that,  in  spite  of 
the  fact  that  the  use  of  the  laboratory  for  Wasser- 
mann work  is  continually  increasing,  our  percentage 
of  positives  is  holding  up.  The  percentage  of  posi- 
tive, by  years,  is  as  follows: 

Year  1922  1923  1924 

Per  cent  19.6  17.2  19.2 

We  are  still  running  approximately  twenty  per 
cent  positives  of  all  the  Wassermanns  we  do.  Last 
year  we  did  approximately  19,000  examinations. 
This  means  that  there  is  an  enormous  amount  of 
syphilis  being  diagnosed  by  the  State  Laboratory.  I 
am  perfectly  satisfied  to  leave  it  to  you  to  decide 
how  many  of  those  19,000  Wassermann  tests  would 
be  done  if  the  state  did  not  do  them  without  cost. 

Dr.  R.  A.  Martin,  Petersburg:  Reference  has  been 

made  to  the  laboratory  of  the  city  of  Petersburg. 
For  the  last  six  or  eight  years  it  has  done  all  sorts 
of  work  extraneous  to  public  health  work.  It  sends 
a letter  twice  a year  to  all  the  physicians,  stating 
that  unless  they  collect  for  the  work  no  charge  is 
made.  This  letter  distinctly  states  that  unless  a 
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fee  has  been  collected  from  the  patient  no  charge  is 
made,  so  Dr.  Jones’  statement  that  he  owes  the  city 
of  Petersburg  $200  is  in  error,  unless  he  has  col- 
lected that  $200  or  part  thereof. 

Dr.  Williams,  closing  the  discussion:  I want  to 

thank  the  gentlemen  for  this  discussion,  and  to  say 
that  we  are  always  glad  to  have  from  the  indi- 
vidual doctors  of  the  state  criticisms  of  any  line 
of  work  in  which  we  are  engaged.  We  want  to  carry 
on  the  work  as  the  representatives  of  the  medical 
profession  would  have  us  do.  I was  very  glad  to 
hear  such  a full  discussion  of  laboratory  work,  but 
I could  not  tell  from  the  discussion  how  many  think 
we  should  continue  the  Wassermann  tests  and  those 
who  do  not.  I would  ask  those  who  think  the  State 
Board  of  Health  should  continue  the  Wassermann 
tests,  as  heretofore,  to  hold  up  their  hands,  and 
then  those  who  do  not.  (Apparently  several  hun- 
dred voted  in  the  affirmative,  and  only  four  were 
counted  in  the  negative). 


OBSERVATIONS  OF  A MEDICAL  MAN 
AMONG  THE  MALAY  TRIBES  OF 
THE  SULU  ARCHIPELAGO.* 

By  DAVID  T.  GOCHENOUR.  M.  D.,  Stuarts  Draft,  Va. 

Formerly  Surgeon,  U.  S.  C.  & G.  Survey. 

Any  attempt  to  discourse  upon  the  subject 
of  the  physical,  social  or  cultural  characteris- 
tics of  Philippine,  tribes  is  A'ery  likely  to  be 
misunderstood,  for  the  reason  that  there  is, 
notwithstanding  the  basic  fact  of  a common 
Malay  origin  and  kinship,  not  less  than  forty 
distinct  tribes,  separated  one  from  the  other 
not  only  by  widely  differing  customs  and 
tribal  antipathies  common  among  primitive 
peoples,  but  also  by  the  more  effective  harrier  of 
difference  in  dialect.  Some  of  these  tribes  are 
large,  and  can  boast  of  a high  type  of  civiliza- 
tion, all  of  whom  are  Christians,  many  of 
whom  have  in  their  veins  the  blood  of  other 
nationalities  and  are  educated,  cultured  people. 
Other  tribes  are  small  and  less  developed,  and 
timid.  Some  dwell  upon  the  broad  plains  and 
are  agrarian  in  instinct.  Still  others  live  in 
the  mountain  fastnesses,  and  others  live  and 
trade  much  upon  the  sea.  Some  tribes  are 
Christian,  some  Mohammedan,  and  others 
pagan.  You  will  understand,  therefore,  that 
Avhat  applies  to  one  may  be  totally  incorrect 
for  the  other. 

As  one  having  had  opportunity  to  study 
many  of  these  interesting  ethnologic  groups 
at  close  range,  I have  come  to  have  high  regard 
for  their  many  virtues,  and  I would  not  do 
them  the  injustice  to  tell  you  that  the  social 
conditions  described  in  this  paper  are  the  piti- 
ful conditions  of  Filipino  people  generally. 

♦Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  a public  session,  October  13,  1925. 


There  is  an  old  Spanish  simile  about  the 
weather  of  Manila,  which  says  of  it  that  there 
are  six  months  of  mud,  six  months  of  dust, 
and  six  months  of  both.  Concerning  the  status 
of  civilization  of  Philippine  peoples  it  might 
be  said,  as  of  the  weather,  that  five  million 
of  them  are  civilized  and  one  million  un- 
civilized, and  that  two  millions  of  them  repre- 
sent an  incomprehensible  mixture  of  both. 

This  paper  concerns  itself  with  the  physical 
and  social  conditions  of  one  of  the  most  back- 
ward and  least  known  tribes  of  people  in  the 
world,  inhabiting  the  jungle  of  interior  Pala- 
wan, that  far  flung  and  rather  lusterless  gem 
of  oceanic  solitude  being  the  very  remotest 
outpost  of  American  sovereignty  in  the  Pacific 
ocean.  Of  this  tribe  of  Batak  savages  it  may 
be  said  that  they  are  enthralled  by  ignorance 
so  dense,  and  are  so  devoid  of  imaginative 
and  creative  intellect  that  they  have  not  evolved 
anything  so  high  as  a fake  medicine  man. 

We  make  no  other  claim  of  merit  for  this 
paper  than  that  the  facts  related  are  authentic 
and  represent  a small  contribution  to  the  sum 
total  of  our  knowledge  of  the  living  tribes  of 
mankind.  There  is  nothing  in  the  literature 
of  ethnology  or  travel  describing  the  peoples 
of  the  region  visited  by  the  author.  The  actual 
number  of  travelers  who  have  penetrated  the 
jungle  of  the  interior  of  Palawan,  while  not 
ac.ually  known,  are  few,  and  it  will  certainly 
he  a long  while  before  the  wilderness  round 
about  Cleopatra’s  needle  shall  be  listed  in  the 
itineraries  of  globe-trotting  tourists. 

The  picture  we  would  exhibit  for  your  en- 
lightenment is  that  of  a present-day  sociologic 
phenomenon  that,  stranger  than  fiction,  is  de- 
velopmentally  contemporaneous  with  the  musty 
facts  of  archaeology,  dating  back  beyond  the 
horizon  of  formal  history.  We  found  there 
in  the  dank  and  humid  primeval  forests  of 
this  tropic  island  province  a picture  of  human 
life  as  it  is  still  being  enacted  at  the  very  bot- 
tom of  the  ladder  of  social  development — a 
tribe  of  isolated  human  beings  who  must  lie 
classed  as  savages,  and  who  yet  in  this 
twentieth  century,  under  the  government  of 
The  United  States  of  America,  still  take  to  the 
forest,  having  but  the  crudest  implements  of 
wood,  roving  hunters  traversing  thicket  and 
hill,  wearing  the  bark  of  the  trees  about  their 
loins,  eating  out  of  the  hand  of  nature,  and 
living  by  the  hazards  of  migration  and  war- 
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fare — an  environment  of  twelve  thousand  years 
ago,  a time  when  your  ancestors  and  mine  were 
shaping  similar  crude  implements  from  wood 
and  stone  at  the  entrance  of  solitary  caves  on 
the  bank  of  slowly  receding  post-glacial 
streams  of  Europe. 

We  make  use  of  the  word  “savage”  in  its 
ethnologic  sense,  with  no  intention  to  convey 
the  idea  that  these  people  are  ferocious  canni- 
bals. or  that  their  customs  are  heinously  cruel, 
or  that  they  are  hostile  to  strangers.  Please 
understand  it  to  imply  that  they  are  wild  men, 
timid  and  afraid;  that  they  recognize  neither 
well  defined  conceptions  of  time,  space  or  dis- 
tance; that  they  do  not  understand  relative 
material  values,  and  that  they  are  as  yet  un- 
influenced for  good  or  evil  by  any  form  of 
civilization.  Travelers  have  described  more 
picturesque  pagan  tribes,  peoples  more  given 
to  heinous  forms  of  deviltry,  but  one  needs  to 
be  reminded  that  organized  treachery  and  sys- 
tematized cruelty  and  picturesque  customs  are 
in  themselves  evidences  of  advanced  evolution 
of  social  forms,  and  represent  developmental 
states  of  mind  far  in  advance  of  the  human 
individual  we  here  describe. 

After  more  than  twenty  years  of  endeavor, 
unparalleled  in  the  history  of  colonization 
schemes,  to  substitute  the  light  of  intelligence 
for  the  darkness  of  ignorance  and  savagery 
in  these  benighted  isles,  this  tribe  of  Batak 
Malays  are  today  exactly  what  they  were  when 
the  world  was  young — primitive  savages,  iso- 
lated from  the  l'est  of  the  world,  timid  to  the 
point  of  avoiding  contact  with  other  bands, 
exercising  hardly  any  other  than  creature  in- 
telligence born  of  fear  and  hunger,  into  whose 
lives  there  has  not  yet  come  any  knowledge  of 
worlds  outside  their  narrow  jungle  haunts, 
much  less  anjr  conception  of  science,  or  art,  or 
government,  or  the  blessings  of  a religion  of 
hope. 

Sociologically  and  politically  the  Bataks,  of 
Palawan,  are  relatively  unimportant  factors 
of  the  Philippine  polyglot  population,  and 
their  habitations  are  the  most  inaccessible  of 
all  Philippine  tribes  by  virtue  of  the  fact  that 
the  province  of  Palawan  is  far  from  the  cen- 
ters of  education  and  commerce,  and  remote 
even  from  the  main  lines  of  ocean  travel,  and 
comprises  more  than  a hundred  islands  scat- 
tered at  wide  intervals  over  an  area  of  twenty 
thousand  square  miles  of  tvphoon-swept  seas, 


and  that  there  is  not  a mile  of  trail  anywhere 
deserving  the  name,  and  no  better  means  of 
navigating  the  seas  than  mere  egg-shell  out- 
rigged  canoes.  Inhabiting  these  lands  are 
tribes  speaking  different  dialects — very  real 
obstacles,  these,  in  the  way  of  progress  and 
peace  now  so  well  established  among  the 
larger  and  more  favored  tribes  of  Luzon  and 
Mindanao.  In  the  face  of  all  these  hindering 
circumstances  of  geography  and  evolution, 
however,  be  it  said  that  there  are  schools  in 
many  parts  of  Palawan  where  the  rudiments 
of  a common  English  language  and  the  ele- 
mentary principles  of  orderly  civilized  life 
are  being  taught  alike  to  the  children  of  the 
civilized  Filipino  and  the  non-christian,  clout- 
wearing  wild  men  of  the  hills.  The  Batak, 
however,  has  not  shared  in  these  advantages 
for  the  reasons  mentioned,  and  because  of  his 
primitive  aloofness  and  the  migratory  nature 
of  his  existence.  The  fact  remains,  whatever 
the  cause,  that  to  date  nothing  has  been  done 
to  lift  from  this  tribe  the  heavy  thraldom  of 
ignorance,  poverty  and  filth,  and  that  they 
still  inhabit  the  trackless  jungle  and  subsist 
upon  lizards,  monkeys,  edible  roots,  creeping 
vermin  and  wild  honey;  that  they  know  noth- 
ing of  the  wonderful  possibilities  of  the  soil, 
and  that  they  are  reeking  in  filth  and  disease. 

It  is  said  they  are  decreasing  in  numbers, 
due  no  doubt  to  the  fact  of  being  segregated 
into  so  many  small  and  unfriendly  tribal  units, 
in  consequence  of  which  few  intermarriages 
take  place.  Few  children  are  born,  and  fewer 
survive,  to  these  consanguine  marriages  of  in- 
dividuals of  the  same  closely  related  band. 
Judging  from  the  almost  complete  absence  of 
children  in  evidence  among  them,  they  would 
seem  as  having  not  more  than  another  genera- 
tion  of  grace,  though  very  often,  as  I found 
out,  the  absence  of  children  was  more  apparent 
than  real.  Careful  scrutiny  of  the  bushes 
nearby  frequently  revealed  hiding  forms  of 
these  frightened  little  creatures  who,  if  you 
approached  them  too  closely,  would  go  falling 
over  each  other  in  a wild  scramble  to  keep 
under  cover  of  the  brush. 

The  Batak  country  is  imperfectly  defined, 
though  not  extensive  in  area,  being  that  cen- 
tral mountainous  portion  of  the  northei’n  half 
of  the  province  of  Palawan,  lying  back  of  the 
coastal  civilized  settlements  of  Tinitian,  Babu- 
yan and  Green  Island  bay,  and  being  some  fifty 


VIRGINIA  MEDICAL  MONTHLY. 


563 


1925  J 

miles  north  of  the  capital  of  the  province,  the 
old  Spanish  town  of  Puerto  Prineessa.  There 
are  no  geographical  boundaries;  it  is  a land 
where  the  rivers  and  mountains  are,  for  the 
most  part,  nameless.  The  Moro  is  the  only 
ethnological  group,  of  the  non-christian  tribes 
hereabouts,  which  may  be  said  to  have  devel- 
oped tribal  consciousness.  Pretty  generally 
these  backward  peoples  have  not  yet  come  to 
the  point  in  human  development  where  they 
may  be  said  to  have  a conscious  pride  in  a 
sense  of  ownership  of  the  hills  and  valleys  over 
which  they  roam.  They  dwell  wherever  na- 
ture’s food  supply  is  the  most  plentiful,  and 
do  not  establish  permanent  places  of  abode. 
They  have  only  the  merest  beginning  of  ideas 
of  government  or  religious  institutions,  and 
there  seems  neither  warp  nor  woof  to  their 
pitiful  social  fabric,  nor  any  recognizable  con- 
scious cohesive  influence  different  from  the 
basic  animal  instinct  of  self-preservation.  In 
nothing  yet  that  is  definable  are  they  held  to 
gether  in  units  larger  that  mere  handfuls.  Each 
small  settlement  seems  to  be  entirely  independ- 
ent of  any  other,  and  is,  indeed,  pretty  gener- 
ally hostile  toward  other  similar  small  groups 
of  people  racially  their  own  kin. 

Toward  strangers  they  behave  as  though 
obsessed  with  fears.  The  white  man  is  still  a 
curiosity  to  them.  Around  their  night  fires 
they  grope  imperfectly  at  vague  rumors  of 
men  with  red  faces  having  fearful  weapons, 
coming  from  they  know  not  where  across  the 
seas  in  monstrous  fire  belching  ships,  speak- 
ing in  harsh  voice,  and  being  rude  and  power- 
ful, and  doing  things  of  fearful  aspect.  They 
have  heard  that  in  that  far-off  land  of  the 
white  man  there  are  houses  as  high  as  the  tops 
of  the  forest.  At  the  conclusion  of  such  a feast 
of  fear  the  participants  would  most  likely 
gather  up  their  children  and  their  dogs,  their 
blow-guns  and  bamboo  spears  and  go  a little 
deeper  into  the  jungle,  abandoning  their  erst- 
while places  of  abode. 

These  people  are,  withal,  simple  minded  and 
distinctly  human,  and  they  possess  those  sev- 
eral homely  characteristics  that  belong  by  na- 
ture to  primitive  man  everywhere  inrrespec- 
tive  of  race  or  clime.  Whenever  opportunity 
permitted  us  to  announce  our  visits  in  advance, 
and  we  assured  them  of  our  friendly  inten- 
tions, Ave  were  almost  always  met  somewhere 
near  that  indefinable  border  of  their  territory 


by  several  males  of  the  tribe  who  served  us  as 
guides.  It  would  be  quite  useless  to  visit  their 
settlements  without  taking  this  precaution,  as 
on  the  unannounced  approach  of  a white 
stranger  they  would  run  away.  Such  a course, 
too,  would  be  too  severe  a trial  of  their  super- 
stitious fears  to  be  risked  unnecessarily.  By  the 
other  and  safer  method  of  approach  their  fears 
were  soon  dissipated  by  frank  and  kindly  over- 
tures of  peace,  in  which  some  gift  was  always 
made  a part. 

In  an  experience  of  more  than  three  years, 
among  some  ten  or  twelve  tribes  of  what 
are  still  known  as  uncivilized  people,  I found 
that  one  particular  virtue  stood  head  and 
shoulders  over  and  above  everything  else  in  its 
persuasive  power  to  win  and  impress  the  mind 
of  the  primitive  savages,  namely,  plain  and 
simple  honesty.  Nothing  else  is  so  potent  to 
dispel  their  dire  forebodings  as  honest  deal- 
ings with  them,  and  by  this  I mean,  more  than 
anything  else,  just  keeping  one’s  word  invio- 
late. They  are  not  traders.  They  seem  not 
to  have  ideas  of  relative  values.  We  made  all 
bargains  upon  our  own  terms.  At  the  end  of 
a day’s  march  under  a heavy  load  a man  would 
be  quite  content  and  happy  to  receive  as  much 
cooked  rice  as  he  could  eat,  or  a handful  of 
blue  beads.  If,  instead,  you  gave  him  a sil- 
ver coin  he  woidd  be  certain  to  disappear  and 
never  return.  At  the  end  of  two  weeks  of 
faithful  service,  several  men  had  earned  two 
whole  bags  of  clean  white  rice,  which  was 
more  than  they  had  ever  seen  at  one  time  in 
all  their  lives.  We  boated  it  off  to  them  on 
the  beach.  It  was  night  when  we  left  them. 
Long  before  morning  the  news  had  spread  over 
the  traditional  grapevine  telegraph,  and  in- 
stead of  taking  the  rice  home  on  their  backs 
for  another  day,  the  whole  tribe  with  their 
dogs  and  hanger-on  parientes  (friends)  of 
their  own  and  nearby  tribes  gathered  on  the 
beach  and  devoured  what  they  did  not  waste. 

Here  and  there  along  this  lonely  coast  are 
yet  to  be  seen  the  slowly  crumbling  remains  of 
grim  reminders  of  times  not  very  remote  when 
the  peoples  of  these  isolated  regions  suffered 
terribly  from  fire,  rapine  and  death  at  the 
hands  of  veritable  swarms  of  Sulu  sea  pirates. 
In  the  early  days  Jesuit  and  Franciscan  friars 
visited  this  coast  and  set  up  their  altars,  and 
they  built  strong  stone-masonry  enclosures,  or 
forts,  in  nearly  all  of  the  larger  settlements — 
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large  enough  to  accommodate  the  entire  popu- 
lation of  the  parish  together  with  their  stores 
and  scanty  stock.  Frequently  in  the  center  of 
these  forts  was  built  a handsome  cathedral 
church.  Into  these  enclosures,  at  the  first  warn- 
ing from  the  man  on  the  topmost  watch-tower, 
the  vigilant  friar  gathered  his  flock  and  barred 
the  doors  with  heavy  timbers.  Bloodcurdling 
stories  are  told  of  how  very  often  these  became 
veritable  death  shambles.  The  infrequent  visi- 
tor today  needs  nothing  more  than  the  mark- 
ings high  up  on  these  old  ramparts  to  enable 
him  to  visualize  the  scenes  of  heroism  and 
valor  that  took  place  there.  At  Dumaran,  Tay- 
tav,  Cuiion.  Cuyo,  Iloilo,  Zamboanga  and  Jolo 
are  conspicuous  examples  of  these  marvelously 
well-planned  and  still  well-preserved  forts  of 
refuge.  The  most  remarkable  of  them  all. 
however,  is  the  entire  walled  city  of  Manila, 
with  its  erstwhile  moats  and  drawbridges  and 
detached  bastions  and  watch-towers,  and  its 
separate  fort  by  the  broad  Pasig  River,  that 
knew  no  defeat  until  the  very  hell  of  Dewey’s 
fleet  turned  loose  its  awful  fire  on  that  fateful 
day  of  May,  1 898.  These  old  and  now  deserted 
ruins  tell  a tale  of  suffering  which  the  timid 
hill  peoples  were  unable  to  escape  always.  It 
is  a fact  too  well  known  also  that  these  back- 
ward people  of  the  bushes  have  a great  deal  to 
fear  in  their  contact  and  dealings  with  their 
more  fortunate  Filipino  neighbors  living  in 
the  civilized  barriers  on  the  coast,  and  this  very 
fact  is  pregnant  of  a whole  world  of  trouble 
for  an  independent  Philippines. 

It  may  be  said  with  fairness  and  truth  that 
the  pagan  tribes  generally  have  been  easy  fac- 
tors to  handle  by  the  American  authorities — 
both  civil  and  military.  Among  them  our 
policies  of  a square  deal  have  won  a harvest  of 
appreciation.  My  own  personal  experience 
with  this  tribe  of  Bataks  was  that  very  soon 
they  abandoned  their  worst  fears  and  became 
friendly,  and  tractable,  and  showed  a willing- 
ness for  friendly  intercourse  on  the  grounds  ox 
a strictly  square  deal.  This  has  been  the  ex- 
perience without  exception  of  parties  of  Ameri- 
cans operating  in  the  localities  of  primitive 
peoples  all  over  the  Philippine  Islands  for 
twenty  years.  Among  groups  of  these  Bataks 
that  at  first  were  the  most  mistrusting,  I have 
enjoyed  the  entire  freedom  of  their  settlements 
and  their  poor  makeshift  shelters.  I would 
have  it  known  that  we  never  carried  fire-arms 


among  them.  Within  these  miserable  shacks  I 
have  rested  from  the  withering  rays  of  the 
tropical  sun  and  squatted  cross-legged  on  the 
bamboo  floor  while  the  curious  populace  of  the 
bushes  sneaked  tremblingly  in  from  behind, 
and  up  through  the  floor,  and  down  through 
the  roof — reminding  us  of  the  palsied  son  of 
Capernaum;  and  they  soon  pressed  quite  close 
and  sat  in  like  fashion  about  me,  though  with 
more  grace  and  I trust  more  comfort.  They 
came  a little  too  close  sometimes  for  a full 
olfactory  enjoyment.  We  would  almost  al- 
ways have  found  the  shade  of  the  jungle  more 
enjoyable  and  certainly  safer;  but  prejudicial 
bars  must  be  let  down  if  you  would  enter  their 
simple  shrines  and  partake  of  their  friendship, 
than  which  there  is  no  other  item  of  equip- 
ment more  essential  to  a safe  and  satisfactory 
sojourn  in  their  country.  They  freely  ex- 
hibited their  bows  and  poison-dipped  arrows, 
their  blow-guns,  bamboo  spears,  their  beads 
and  bark  cloth,  and  they  brought  us  on  palm 
leaves  a wriggling  pasty  mess  of  honey  comb 
alive  with  larval  bees,  into  which  like  so  many 
monkeys  they  dipped  their  dirty  fingers  and 
invited  me  to  do  likewise.  In  this  dilemma  I 
dipped  one  finger  into  the  seething  mess,  with 
pretense  of  gusto,  but  put  quite  another  finger 
into  my  mouth.  These  simple  people  are 
possessed  of  a rudimentary  idea  of  liospitalit}’ 
that  is  touchingly  human  and  refreshingly  free 
from  conventionality — certainly  in  pleasing  re- 
lief to  their  otherwise  almost  totally  unattrac- 
tive lives. 

They  exhibited  keen  interest  in  such  articles 
as  a pocket  knife,  a policeman’s  whistle,  or  a 
watch.  A gold  finger  ring  would,  I think,  have 
pleased  them  best  as  a gift.  To  them  our  long- 
distant  survejdng  instruments  and  other  scien- 
tific instruments  must  have  seemed  like  de- 
vices of  diabolical  import.  With  a pocket  flash- 
light every  mother’s  son  of  them  could  easily 
have  been  chased  in  mortal  fear  of  its 
mysterious  fire  into  the  bushes.  By  that  little 
piece  of  child’s  play,  as  old  as  the  hills,  of  tying 
the  magic  knot  between  my  teeth,  my  reputa- 
tion as  a wonder-worker  became  immediately 
established ; and  when  I siphoned  water 
through  a small  rubber  tube  up  over  mv 
shoulder  out  of  my  canteen  at  my  side  they 
were  ready  to  a man  to  fall  down  and  worship. 
There  is  nothing  in  Holy  Writ  to  indicate 
that  the  skill  of  Pharaoh’s  magicians  merited 
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for  those  wily  old  fakirs  any  stronger  bid  for 
divine  powers  than  I might  have  made,  and, 
indeed  did  make,  for  myself.  It  is,  how- 
ever, very  likely  that  those  slippery  old 
heathen  of  Egypt  had  a more  discriminating 
and  ably  analytical  audience  than  of  Bataks. 
We  found  out,  however,  that  it  is  difficult,  in- 
deed impossible,  to  live  up  to  and  maintain  the 
reputation  temporarily  begotten  of  these  per- 
formances of  the  mysterious,  and  that  very 
soon  even  these  seemingly  credulous  folk  were 
able  to  gauge  our  abilities  along  this  line  bv 
their  true  merits.  In  short,  nothing  is  gained 
in  the  employment  for  any  purpose  whatsoever 
of  the  agency  of  mystery  in  any  form.  Noth- 
ing else  is  quite  so  certain  to  reach  the  heart 
of  the  ignorant  savage  as  complete  frankness 
and  understandable  intercourse  with  him.  He 
appreciates  gifts.  To  him  they  imply  friend- 
ship. Among  savages,  gifts  are  very  much 
what  they  pretend  to  be,  and  what  they  should 
be.  They  lay  stress  upon  the  substance  rather 
than  the  form  of  the  giving.  The  really  primi- 
tive individual  will  almost  never  receive  your 
gifts  and  subsequently  act  treacherously  with 
you.  This  is  true  of  peoples  uninfluenced  by 
any  form  of  civilization. 

Among  themselves  as  individuals  they 
seemed  peaceable  and  kindly  disposed.  It  is 
the  manner  of  life  for  a dozen  or  more  persons, 
with  as  many  mangy  dogs  and  friendly  pigs, 
to  share  the  scant  comfort  of  a single  shelter 
constructed  of  poles  and  grass.  They  employ 
precious  little  to  accomplish  the  sum  total  of 
their  lives,  and  left  alone — to  follow  out  what 
seems  to  be  their  purposeless  existence — they 
need  little  more  than  they  already  have.  They 
actually  seem  to  want  nothing.  They  accept 
food.  This  is  the  gift  they  most  appreciate, 
and  rice  is  the  one  best  food.  Next,  in  point  of 
desirability,  are  beads  and  brass  wire  which  are 
used  in  making  the  crudest  of  ornaments  for 
personal  adornment.  The  bolo  is  an  inseparable 
concomitant  of  Malay  culture  that  with  vary- 
ing forms  is  found  in  use  by  every  known 
tribe  of  the  Philippines.  This  tribe  of  Bataks, 
and  the  Manobos,  of  Mindanao,  and  the  abori- 
ginee  Negrito  widely  scattered  over  the  entire 
archipelago,  are  the  only  tribes,  I believe,  who 
do  not  actually  make  some  kind  of  a bolo. 
These  have  not  yet  borrowed  or  evolved  any- 
thing so  high  in  mental  development  as  the  in- 
telligence required  in  the  handling  of  metals. 


Among  the  Bataks  I have  seen  only  a few 
cast-off  bolos  that  were  doubtless  dearly  enough 
bought  from  other  Filipinos. 

Their  houses  are  the  poorest,  offering  noth- 
ing but  very  imperfect  shelter  from  rain  and 
sun.  There  is  no  occasion  for  protection  as 
against  cold.  There  is  displayed  absolutely 
no  conception  of  the  idea  of  sanitation.  In 
their  persons  they  are  cleaner  than  animals. 
They  have  no  cooking  utensils,  and  no  storage 
receptacles  for  food  or  valuables.  Fire  is  for 
the  most  part  borrowed  and  kept  alive  for 
long  periods.  As  well  as  I could  gather  there 
are  a few  old  men  who  know  the  art  of  making 
fire  by  rubbing  sticks  of  bamboo  together  in 
some  certain  manner  until  it  actually  ignites, 
but  this  I have  never  seen  accomplished.  They 
know  the  use  of  flint  stones  struck  together  for 
spark,  which  latter  is  caught  in  a highly  in- 
flammable vegetable  substance  readily  yielding 
Are.  This  latter  is  a fairly  common  method 
of  fire  getting  among  primitive  people  gener- 
ally here  and  elsewhere.  They  do  not  need 
much  fire.  Meat  is  roasted  on  bamboo  spits 
and  eaten  without  seasoning.  A few  pieces  of 
broken  old  earthenware  pots  which  they  had 
probably  stolen  from  the  nearby  village  of 
Filipinos  and  of  probably  Chinese  origin  were 
the  only  cooking  vessels  that  I saw  anywhere. 
They  are  said  to  understand  the  art  of  cooking 
rice  in  joints  of  bamboo,  something  which  I 
have  seen  other  primitive  people,  but  never 
a Batak,  do.  The  floors  of  their  houses,  if 
thej'  deserve  to  be  dignified  with  any  name  at 
all,  are  laid  with  small  bamboo  in  the  best 
specimens  I saw,  several  inches  apart,  so  that 
there  are  correspondingly  large  cracks  in  them. 
In  others  not  as  well  constructed,  I saw  vari- 
ously  sized  and  shaped  forest  saplings  the  size 
of  a large  bean  pole  laid  down  in  similar 
fashion.  All  manner  of  dejecta  is  disposed  of 
through  these  cracks  in  the  floor — a most  con- 
venient arrangement.  Lean  and  mangy  dogs 
and  razor-backed  pigs  wage  incessant  scaven- 
ger battles  underneath,  warfare  that  is  some 
times  enlivened  by  the  participation  therein 
of  some  less  fortunate  vagabond  of  the  settle- 
ment. In  this  battle  of  self-preservation  waged 
by  this  alien  trio,  it  would  be  hard  to  discern 
the  fiercest  foe  or  pick  the  winner  in  advance 
of  the  fact  of  victory.  I have  seen  a peaceful 
dinner  party  set  upon  by  several  hungi'y  dogs, 
having  their  backs  up  and  their  ugly  teeth 
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showing  threateningly,  with  such  fierceness 
that  they  were  only  ejected  after  each  scowl- 
ing canine  had  gulped  down  pretty  nearly  his 
due  portion  of  the  provender,  not  infrequently 
taking  with  each  hurried  morsel  a goodly 
part  of  the  palm  leaf  on  which  it  formerly 
lay  spread.  Finally,  of  course,  each  hound  of 
them  were  kicked  bodily  into  the  bushes,  yelp- 
ing and  snarling,  but  satisfied  to  have  come 
off  with  something  substantial  in  their  stom- 
achs, and  therefore  content  to  while  away  the 
remainder  of  the  afternoon  in  their  accus- 
tomed and  well-earned  sleep,  and  without  fur- 
ther worry  or  molestation.  I have  frequently 
witnessed  the  disgusting  scene  of  babies  anil 
puppies  quarreling  in  a woman’s  arms  for  the 
same  breast. 

Their  places  of  abode  are  transient,  nearly 
always  considerable  distance  from  the  settle- 
ments of  their  civilized  Filipino  neighbors,  and 
always  at  some  isolated  unfrequented  spot,  to 
find  which  you  will  lose  the  trail  many  times 
in  the  dense  jungle,  and  wade  knee-deep 
through  crocodile-infested  swamps,  and  climb 
up  over  crags,  and  balance  yourself  on  the 
ragged  edges  of  steep  cliffs  at  eminent  peril  of 
life  and  limb.  It  is  a queer,  indefinable  sen- 
sation that  accompanies  the  traveler,  alone  in 
this  veritable  no-man’s  land,  tracking  the  eva- 
sive savage  through  the'  tropical  forest  pri- 
meval to  his  home  in  the  very  heart  of  na- 
ture; to  find  living  in  these  out-of-the-way 
places,  practically'  unknown  to  and  entirely 
independent  of  the  rest  of  the  world,  human 
beings  as  ignorant  of  themselves  as  we  are  of 
them,  the  descendants  of  Adam  still  covering 
their  loins  with  the  leaves  and  the  bark  of 
the  trees;  eating  contentedly  out  of  the  hand 
of  God;  taking  not  into  account  tomorrow; 
asking  nothing  and  receiving  little;  apparently 
content  to  live  and  to  die,  with  what  little 
vision  of  hope  or  promise  we  as  yet  know  too 
little  of  them  to  say. 

Physically  the  Bataks  do  not  run  true  to 
any  distinct  type.  Some  of  them  possess  the 
characteristics  of  the  aboriginee  Negrito.  A 
Dr.  Edwin  Y.  Miller,  writing  in  the  ethnologi- 
cal survey  publications  of  the  Bureau  of 
Science,  at  Manila,  P.  I.,  says  in  his  brief  de- 
scription of  these  people  that  they — implying 
all  of  them — have  long  kinky  hair  and  thick 
lips.  Quite  contrary,  some  of  them  are  of 
good  physique,  with  medium  heavy,  almost 


coarse  bony  frame,  with  prominent  cheek  bones 
and  heavy  long  straight  black  hair.  A con- 
siderable number  of  them,  both  men  and 
women,  show  in  these  physical  features  a strain 
of  blood  that  is  unrelated  to  the  Negrito.  How- 
ever, as  this  writer  implies,  the  Negrito  char- 
acteristic of  kinky  hair  and  thick  lips  and 
diminutive  stock}"  frame  does  apply,  though 
in  modified  form,  to  a goodly  number  of 
Bataks.  These  modifications  are  noted  in  the 
fact  that  the  Batak’s  hair,  while  often  kinky, 
is  not  the  short  kinky  tuft  of  the  Negrito,  but 
long,  coarse,  wavy,  frizzly  hair  with  marked 
tendency  to  stand  up  on  ends;  and,  further, 
by  the  fact  that,  whereas  their  lips  are  thick, 
they  are  almost  never  the  vulgar  protuding 
crimson-bordered  lips  of  the  Negrito,  but  of 
a much  more  delicate  mold.  Also,  the  frame 
of  the  Batak  possesses  distinctly  something  of 
grace  and  proportion  that  is  utterly  lacking  in 
the  make-up  of  the  Negrito.  By  reason  of 
their  bushy  heads  and  other  negroid  character- 
istics, they  have  been  likened  unto  the  Bush- 
men of  Africa.  On  the  other  hand,  in  their 
Malay  characteristics  they  are  said,  with  as 
much  justification,  to  resemble  the  interior 
tribes  of  the  Malay  peninsula.  It  is  but  natural 
to  suppose  that  they  are  in  reality  exactly 
what  these  attributes  of  form  proclaim  them 
to  be — Malav-Negrito  mixed  breeds. 

Many  of  them  crop  the  hair  short  over  the 
front  half  of  the  crown  of  the  head.  Their 
long  kinky  hair  standing  on  ends  over  the  oc- 
cipital portion  produces  the  effect  of  a par- 
ticularly ugly  sunflower,  though  now  and  then 
you  do  see  an  individual  having  a pleasing 
■ facial  expression. 

Nearly  every  tribe  of  wild  people  concern- 
ing whom  little  is  known  is  sooner  or  later  by 
somebody  said  to  possess  physical  freaks.  The 
Batak  myth  men  with  shaggy  haired  bodies 
remain  still  a myth. 

Their  only  weapons  consist  of  the  bow  and 
arrow,  the  blow-gun  with  its  poison-dipped 
darts,  and  long  spears— all  made  of  bamboo. 
Their  enemies  are  reputed  as  having  profound 
respect  for  the  blow-gun,  wherewithal  the 
Batak  shoots,  Avith  marvelous  accuracy,  as  I 
have  witnessed,  a small  poisoned  arrow  or  dart. 
Lhiless  this  little  missile  pierce  the  heart  or 
some  other  vital  spot  of  the  anatomy  the  wound 
from  it  would  in  itself  be  of  little  consequence, 
but  the  poison  is  said  to  be  quickly  fatal  to  man 
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or  beast.  An  animal  shot  with  one  of  these 
poisoned  arrows  quickly  succumbs,  but  it  is 
only  necessary  to  cut  out  the  part  immediately 
surrounding  the  path  traversed  by  the  arrow 
to  render  the  remainder  safe  to  be  roasted  and 
eaten. 

The  blow-gun  consists  of  two  small  straight 
tubes  of  bamboo  of  even  calibre,  laid  end  to 
end  in  bees-wax  and  embedded  in  a single 
larger  sized  rod  of  the  same  material  but  which 
has  been  split  to  receive  the  former  and  again 
refastened  by  rattan  (bejuco),  in  such  manner 
that  the  single  barrel  of  two  inner  sections  is 
held  rigid  and  straight  and  air-tight  at  the 
joint.  The  finished  gun  is  about  seven  feet 
long,  barren  of  ornamentation  usually  except 
perhaps  a few  rings  crudely  and  imperfectly 
etched  on  the  sheeny  surface  of  the  bamboo, 
and  lifter  stained  with  some  vegetable  sub- 
stance. I could  not  learn  that  they  ever  make 
any  other  use  of  dyes.  The  dart  used  in  this 
device  is  about  fifteen  inches  in  length,  and 
about  as  thick  as  the  slate  pencil  of  our  earlier 
days;  its  business  end  is  notched  and  pointed, 
and  its  after-end  mounted  by  a truncated  cone 
shaped  piece  of  pulpy  wood  which  fits  the 
barrel  of  the  gun.  In  use,  one  end  of  the  gun 
with  arrow  inserted  is  encircled  with  the  thumb 
and  forefinger  of  the  left  hand  and  held  tightly 
against  the  lips,  and  the  whole  thing 
manouvered  into  firing  position  by  the  right- 
hand.  This  having  been  accomplished,  the  user 
inflates  himself  with  air  to  the  extent  of  safety, 
by  expelling  which  through  the  gun  with  sud- 
den and  powerful  force  and  guided  doubtless 
b}^  the  eyes,  the  dart  is  sent  at  incredible  speed 
and  penetrative  force.  It  is  not  really  known 
to  what  extent  the  blow-gun  is  actually  used  in 
offensive  or  defensive  warfare.  Nobody  in- 
vestigates squabbles  in  these  interior  valleys  of 
Palawan.  Internecine  warfare  is  wholesome 
and  necessary  to  break  the  monotony  of  life 
hereabouts.  This  tribe  has  given  no  trouble  to 
the  powers  that  be,  and  a policy  that  is  sympa- 
thetic and  wise  will  not  too  actively  busy  it- 
self with  worrvinor  about  such  matters.  No 
wdiite  man  has  ever  been  harmed  by  them.  In 
all  likelihood  the  weapon  we  have  described  is 
used  more  for  shooting  monkeys,  wild  chickens 
and  pigs  than  anything  else.  If  the  reputa- 
tion for  potency  attributed  to  the  poison  they 
use  on  the  tips  of  these  small  arrows  is  to  be 
relied  upon,  and  I should  believe  that  it  is 


fairly  well  established,  then  the  blow-gun  is  a 
weapon  much  to  be  respected  for  its  direful 
potentialities. 

The  Bataks  live  close  to  nature,  but  precious 
little  do  they  know  or  suspect  of  her  boundless 
treasures.  None  of  her  forces  have  they 
brought  under  subjection.  They  would  appear 
to  be  entirely  lacking  in  creative  intellect. 
They  do  not  cultivate  the  soil,  and  do  not  ac- 
cumulate or  store  food  products  as  against  a 
needy  day,  and  they  market  nothing  that  I 
could  learn  of  except  the  resin  of  a certain 
tree  which,  I believe,  is  collected  and  traded 
for  beads  and  bolos. 

In  the  matter  of  dress  they  emulate  right 
closely  the  pattern  adopted  in  the  garden  of 
Eden,  2oin<r  father  Adam  one  better  in  the 
substitution  of  beaten  bark  cloth  for  fig  leaves. 
From  bark  fiber  they  obtain  by  a process  of 
drubbing  and  pounding  a pretty  fair  substi- 
tute for  cloth.  This  coarse  material  is  worn 
about  the  loins  in  what  is  commonly  known  as 
“gee-string”  fashion  by  the  males,  and  by  the 
women  as  a single  encircling  girdle  in  the 
manner  that  one  might  wear  a scant  bath  towel. 
It  is  held  in  place  in  the  latter  instance  by 
strips  of  rattan.  This  garment,  if  it  deserves 
any  name  at  all,  extends  from  the  lower  waist 
to  somewhere  above  the  knees.  The  process 
of  manufacture  of  this  crude  makeshift  article 
is  quite  simple.  The  inner  tough,  w^hite,  fibrous 
portion  of  the  bark  of  a young  bago  tree  is  ob- 
tained by  stripping  and  later  beaten  with  a 
cudgel  having-  a flattened  notched  surface.  The 
pounding  it  receives  is  always  between  wood 
surfaces,  as  stone  would  destroy  the  fibrous 
texture  of  the  finished  product.  A piece  of 
bark  fiber  six  inches  wide  as  it  comes  from 
the  tree  may  be  thus  treated  and  stretched  to 
a width  of  several  feet,  and,  when  finished, 
washed  and  dried,  is  a fair  substitute,  as  we 
have  said,  for  cheap  coarse  cloth.  It  never 
afterwards  receives  other  than  its  initial  wash- 
ing. A skirt  or  gee-string  is  worn  continuously 
without  change  as  long  as  any  significant  por- 
tion of  it  holds  together,  occasionally  with 
reckless  abandon  of  proprieties,  of  which,  be 
it  said  in  their  defense,  they  are  blissfully 
unconscious. 

As  in  everything  else,  they  employ  the  sim- 
plest and  crudest  means  of  personal  adornment. 
The  only  efforts  of  this  kind  I saw  consisted 
of  wearing  dried  grass  and  flowering  twigs  in 
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their  hair,  or  several  strands  of  differently 
colored  beads  across  the  shorn  part  of  the  head. 
They  will  use  only  red,  blue  or  black  beads.  A 
belle  who  affected  to  be  quite  dainty  for  our 
delectation  wore  rattan  armlets,  a pair  on  each 
arm  above  the  elbow’s,  and  held  in  place  by 
them  on  each  arm  was  a boquet  of  flowering 
weeds,  which  latter  did  not  display  much  taste 
in  their  selection  or  arrangement.  They  some- 
times wear  large  quantities  of  rattan  in  long 
encircling  strands  wound  around  their  wasits: 
though  never  in  anything  approaching  the  en- 
gaging style  affected  by  other  Malay  tribes  in 
Borneo  and  elsewhere.  They  have  attempted 
nothing  in  drawing,  or  carving,  or  coloring, 
and  if  there  be  creatures  or  objects  of  adora- 
tion, or  any  symbols  of  beliefs  they  entertain, 
we  failed  to  discover  them. 

Their  lives  are  almost  entirely  devoid  of 
social  forms.  The  marriage  ceremony  hardly 
deserves  to  be  called  such.  The  feast  idea  is 
embodied  in  it,  but  it  is  almost  without  cere- 
mony. The  prospective  bride  and  groom  eat 
rice  from  the  proverbial  palm  leaf,  and  do  some 
exchanging  of  portions.  There  is  no  dolling 
up  for  the  occasion.  The  cooked  rice  is  messed 
up  into  a round  and  pastry  bolus  as  large  as 
a hulled  walnut  in  the  palm  of  the  hand  and 
rolled  and  stuffed  into  the  mouth,  first  with 
one,  and  then  another  with  the  other  hand ; 
all  the  while  the  participants  are  squatting  on 
their  haunches,  and  slapping  their  sides,  and 
scratching  their  legs  and  wiping  smeary  fingers 
on  that  portion  of  their  anatomy  most  handy — 
altogether  a very  convivial  affair.  There  seems 
not  to  be  anything  more  to  it  than  feasting  to- 
gether.  Another  and  also  unceremonious  per- 
formance, Avhich  I believe  is  the  one  more  fre- 
quently indulged  in,  consists  in  the  groom's 
procuring  the  consent  of  his  damsel,  and  of 
the  bride’s  father  if  they  be  sticklers  of  form, 
and  proceeding  with  her  into  the  virgin  forest, 
symbolical  of  her  virginity  let  us  hope,  there 
to  spend  a more  or  less  prolonged  and  doubt- 
less enjoyable  honeymoon.  Ceremony  in  either 
instance  is  reduced  to  a minimum,  and  the  en- 
tire cost  of  trousseau,  honeymoon  and  setting 
up  to  housekeeping  is,  figuratively  speaking, 
nothing!  Fidelity  between  husband  and  wife 
is  said  to  be  the  rule.  Adultery,  I,  have  been 
informed,  is  punishable  by  whipping,  provided 
the  offended  party  is  able  first  to  catch  the 
offender,  and,  secondly,  able  to  administer  the 


punishment.  The  theory,  it  seems,  exists  in 
principle.  Polygamy  and  polyandry  are  said 
to  be  common  practices,  though  the  charges 
made  were  by  unreliable  Filipinos  and  I was 
not  able  to  verify  or  contradict  them. 

Their  bodies  are  almost  invariably  begrimed 
and  unsightly.  While  not  ornamental  from 
the  standpoint  of  art,  I have  seen  wonderful 
topographic  specimens  of  mixed  dermatoses 
which  possessed  in  pathological  interest  what 
they  lacked  in  beauty.  I have  seen  the  map  of 
every  country  on  the  globe — now  also  figura- 
tively speaking — and  several  fancy  wall-paper 
designs  all  pathologically  tattooed  upon  the 
surface  of  a single  person,  each  separate  de- 
sign no  doubt  representing  a different  type  ot 
skin  parasite  engaged  on  the  job. 

It  will  be  understood  that  nothing  approach- 
ing reliable  data  regarding  health  or  indeed 
anything  else  were  obtainable.  Infantile  mor 
tality  is  shockingly  high.  As  an  evidence  of 
the  primitive  simplicity  of  the  Batak’s  mental 
processes,  I was  unable,  through  interpreters 
who  at  least  claimed  they  understood  me,  to  ob- 
tain answers  to  any  questions  embodying  ideas 
of  a collective  nature.  I might  ask  and  find 
out  that  one  person  had  recently  died,  but  if 
I asked  if  many  had  died,  or  how  many,  then 
my  meaning  was  too  obscure.  They  knew  how 
to  follow  a trail  to  the  top  of  a certain  moun- 
tain which,  let  us  say,  we  could  see,  but  they 
could  not  tell  us  how  far,  or  by  what  routes,  or 
if  there  were  impassable  rivers.  They  knew,  for 
instance,  that  following  a certain  trail  they 
would  fetch  up  at  another  certain  settlement, 
but  it  would  take  you  all  day  to  find  out  in 
advance  when  you  would  arrive,  or  how  large 
a settlement,  or  if  the  people  were  friendly. 
Success  and  safety  among  people  such  as  these 
requires  the  development  of  a sixth  sense  that 
is  alert  and  penetrating  and  sensitive  to  an 
entirely  new  lot  of  impressions. 

Life’s  span  with  them  seems  to  be  short. 
The  older  persons  we  saw  could  hardly  have 
been  fifty,  and  most  likely  were  nearer  forty. 
That  broad  plain  of  usefulness  and  happy 
activity  that  among  peoples  of  the  temperate 
zone  lies  in  between  maturity  and  decline  is 
with  them  very  narrow.  They  seem  neither 
young  or  very  old.  It  Avas  quite  useless  to 
ask  their  ages.  There  is  not  a Batak  in  Pala- 
Avan  who  has  the  slightest  idea  as  to  how  old 
he  is,  for  they  have  no  knoAvledge  of  the  annu- 
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lar  cycle.  The  aged  are  pitilessly  neglected  and 
often  abandoned  to  die  miserably.  Disease  is 
regarded  as  of  some  evil  omen.  Groups  of  huts 
are  deserted  and  sometimes  burned  when 
visited  by  sickness  and  death. 

The  impressions  that  one  receives  early  and 
that  remain  most  indelibly  upon  the  mind  re- 
garding these  people  is  that  they  are  hideous 
in  their  tilth  ; that  they  are  outlandishly  mangy, 
and  that  they  are  poorly  nourished.  They  are 
just  that.  If  I were  to  venture  a guess  as  to 
their  greatest  need,  it  would  be  food.  Having 
seen  with  my  own  eyes  how  inadequately  whole 
tribes  of  people  are  actually  fed  and  how 
pitifully  undeveloped  in  mind  and  body  they 
are,  one  comes  to  have  a fine  respect  for  good 
food.  I have  seen  individuals  of  these  ill-fed 
and  mangy  creatures  taken  out  of  their  un- 
favorable surroundings  and  put  at  hard  labor 
on  a regular  and  balanced  ration,  with  a daily 
bath  and  clothing  to  wear.  It  requires  only 
these  latter  conditions  and  four  months  of 
time  to  produce  a new  and  higher  type  of 
man  hardly  recognizable  by  his  own  mother. 
We  are  made  to  wonder,  very  naturally,  what 
changes  would  come  to  a whole  people  as 
backward  as  these  Bataks  if  they  could  be 
lifted  out  of  their  lethargy  and  filth  and  slow 
starvation  and  placed  in  the  sunlight!  Con- 
template, if  you  can,  the  accumulative  effect 
of  generation  after  generation  of  impoverished 
blood,  muscle  and  bone ; the  effect  of  continued 
ravages  by  veritable  armies  of  destructive  para- 
sites— both  external  and  internal— and  then 
you  will  be  able  to  visualize  that  race  of  de- 
generates we  here  so  inadequately  have  de- 
scribed. 

The  disease  entities  that  are  responsible  for 
the  greatest  amount  of  sickness  and  mortality 
are  chronic  dysentery,  malaria,  and  a febrile 
disorder  which  closely  resembles  dengue  fever, 
but  known  in  these  parts  as  Pal-a-wa-ne  fever. 
These  disorders,  under  more  favorable  circum- 
stances, are  controllable  and  curable.  As  yet. 
their  ravages  are  unchecked  by  the  benign  hand 
of  modern  sanitation  and  medicine,  and  work 
havoc  among  people  weakened  by  anaemia  and 
starvation.  Filipinos  generally  are  poorly 
nourished.  Surgeons  are  well  aware  of  their 
feeble  recuperative  powers.  They  are,  there- 
fore, poor  surgical  risks.  They  succumb 
readily  to  most  all  devitalizing  influences. 

There  is  recognizable  on  the  bodies  of  easily 


two-thirds  of  all  Bataks  some  parasitic  skin 
affection.  These  are,  as  we  have  already  re- 
ferred to,  frequently  all  mixed  up  together. 
It  is  a most  common  sight  to  distinguish  three 
or  four  forms  of  parasitic  skin  disease  on  the 
same  individual.  Favus  is  frequent.  Tinea 
cruris,  often  called  dhobie  itch,  becomes  a 
joke,  because  of  its  widespread  occurrence 
among  all  classes,  native  and  foreign.  A na- 
tive without  it  would  be  a curiosity.  Tinea  im- 
bricata  is  the  most  widely  distributed  filth- 
borne  skin  affection,  and  is  nearly  universal 
among  all  of  the  southern  pagan  tribes.  Their 
bodies  are  frequently  covered  from  the  hair 
line  to  their  heels,  one  complete  conglomerate 
tattoo  of  unequally  concentric  rings  and  whorls 
of  horny  scales.  I have  many  times  seen  adults 
so  thickly  covered  over  with  scales  that  there 
was  not  a single  square  inch  of  skin  surface  left 
unassailed.  The  discomfiture  of  these  unfortu- 
nate souls  I respect  fully  leave  to  your  wildest 
immagination. 


GROSS  ENLARGEMENT  OF  THE  VERMI- 
FORM APPENDIX— REPORT  OF  CASE.* 

By  CARRINGTON  WILLIAMS,  M.  D.,  F.  A.  C.  S., 
McGuire  Clinic,  Richmond,  Va. 

In  this  paper  a brief  review  of  tumors  of  the 
vermiform  appendix  will  be  given,  and  a re- 
port will  be  made  of  an  appendix,  which, 
although  by  no  means  as  large  as  several  others 
reported  in  the  literature,  was  of  unusual  size 
and  which  at  operation  presented  technical 
problems  of  considerable  interest. 

Tumors  of  the  appendix  may  be  placed  in 
three  groups : 

1.  Cystic  enlargements. 

2.  New  growths. 

3.  Inflammatory  tumors. 

The  first  group  contains  a large  number  of 
cases;  Hamont  and  Mathieu1  found  180  in  the 
literature  in  1923.  These  cysts  vary  in  size 
from  a small  marble  to  great  tumors.  The  two 
largest  recorded  were  one  found  by  Kelly2  at 
autopsy,  which  measured  30  c.m.  in  length  and 
15  c.m.  in  circumference,  and  another  removed 
at  operation  by  Neumann3  which  was  described 
as  being  the  size  of  a man’s  head.  The  cause 
of  the  great  majority  of  these  cysts  is  oblitera- 
tion of  the  lumen  of  the  appendix  at  or  near 
its  base;  this  obliteration  is  usually  the  result 
of  inflammation,  and  occasionally  a new 

•Read  before  the  Richmond  Academy  of  Medicine,  March  24. 
1925. 
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growth  may  block  the  canal.  Rarely  the  cyst 
may  arise  as  a new  growth  from  the  mucous 
membrane.  As  the  cyst  grows  in  size,  the 
various  layers  of  the  wall  of  the  appendix 
become  much  attenuated  and  may  be  destroyed. 
The  muscular  coat  is  often  replaced  by  fibrous 
tissue.  The  cysts  in  the  early  stages  of  de- 
velopment contain  mucus,  while  those  of  long 
standing  have  a gelatinous  material  and 
rarely  they  contain  a thin  watery  fluid. 
Graves4  reported  such  a cyst.  The  proxi- 
mal 1.5  c.m.  of  this  appendix  was  a small  cord 
without  lumen,  while  the  cyst  measured  16.5 
c.m.  in  length  and  3.5  c.m.  in  diameter  and  was 
filled  with  thin  clear  fluid.  Dodge5  found  in 
the  literature  six  cysts  the  contents  of  which 
were  described  as  purulent.  Dodge  also  noted 
from  the  literature  cases  in  which  the  cysts 
were  ruptured  by  gentle  manipulation  and 
others  which  ruptured  spontaneously.  These 
resulted  in  pseudomyxomatous  masses  or  in  a 
pseudomyxomatous  condition  of  the  whole  peri- 
toneum. 

Cyst  of  the  appendix  has  never  been  diag- 
nosed prior  to  operation.  The  symptoms  are 
usually  those  of  chronic  inflammation  of  the 
appendix  and  the  signs  also  those  of  that  dis- 
ease unless  a mass  can  be  felt,  in  whicli  case  it 
is  likely  to  be  diagnosed  as  some  other  condi- 
tion. The  operative  removal  of  these  cysts  is 
usually  not  difficult,  because  the  base  is  obliter- 
ated, or  very  small,  and  can  be  treated  in  the 
same  manner  as  any  appendix  stump.  There 
is,  therefore,  little  more  risk  than  in  the  re- 
moval of  the  ordinary  appendix.  At  times, 
however,  the  cyst  may  so  involve  the  cecum 
that  resection  becomes  necessary  and,  if  this 
is  done,  the  gravity  of  the  case  becomes  great- 
ly increased. 

New  Growths — Benign  tumors  are  quite 
rare.  Polypi  of  the  mucous  membrane  have 
been  reported;  these  tumors  are  usually  small 
and  are  discovered  only  when  the  appendix  is 
opened.  Kelly2  cites  a case  of  fibroma  of  the 
mesentery  of  the  appendix  which  so  involved 
the  ileum,  appendix,  and  cecum  that  resection 
of  the  bowel  was  necessary.  He  also  states 
that  myomata  and  lipomata  have  been  occa- 
sionally reported. 

Between  the  benign  tumors  and  the  frankly 
malignant  tumors  we  should  consider  the 
spheroidal  cell  carcinoma.  This  tumor  former- 
ly was  regarded  as  malignant,  but  in  recent 


years  some  doubt  has  arisen  as  to  its  malig- 
nancy. Monks6  reported  a case  which  he  ex- 
amined five  and  a half  years  after  operation 
with  no  evidence  of  recurrence.  This  is  typical 
of  the  reported  cases,  for  all  are  said  to  be 
cured  and  almost  all  after  simple  appendec- 
tomy. No  extension  of  this  tumor  either  in  the 
nearby  tissue  or  in  the  lymphatics  has  ever 
been  observed.  It  Avould  seem,  therefore,  that 
there  is  no  clinical  evidence  of  its  malignancy. 
Wohl7  believes  that  it  is  not  malignant  but 
rather  the  result  of  an  old  inflammatory  pro- 
cess. 

Cancer  of  undoubted  malignancy  has  been 
reported  fairly  often  and  is  usually  described 
as  colloid  carcinoma.  This  condition  is  never 
diagnosed  before  operation  and,  when  small, 
may  be  overlooked  until  the  appendix  is  ex- 
amined in  the  laboratory.  Boyer8  says  that 
carcinoma,  including  the  spheroidal  cell  tumor, 
is  reported  as  occurring  in  0.13  to  0.49  per  cent 
of  all  appendices.  Carcinoma  of  the  appendix 
occurs  in  jrounger  people  than  is  usual  for  can- 
cer, the  greatest  incidence  being  in  the  third 
decade.  The  tumors  are  removed  earlier  than 
cancers  in  other  parts  of  the  body,  probably, 
as  suggested  by  Reimann,9  due  to  the  fact  that 
the  tumor  causes  an  inflammation,  and  this 
gives  the  symptoms  which  result  in  early 
operation. 

Sarcoma  of  the  appendix  is  very  rare.  Gold- 
stein10 in  1921  collected  sixteen  cases  and  added 
one  of  his  own.  Wohl  reported  a case  in  which 
the  appendix  w^as  thickened  and  the  induration 
extended  into  the  cecum.  The  diagnosis  of 
sarcoma  was  not  made  until  later  by  micro- 
scopic examination,  and  the  appendix  only 
was  removed.  There  was  a recurrence  of  the 
growth  in  a few  months  and  the  patient  died. 
He  found  that  only  three  cases  of  ten  reported 
at  that  time  (1916)  had  lived  as  long  as  two 
years. 

Inflammatory  Tumors — Tuberculosis  of  the 
appendix  occurs  usually  in  a patient  who  has 
tuberculosis  of  other  parts  of  the  body.  It 
may  be  the  only  abdominal  manifestation  of 
the  disease,  but  not  infrequently  the  cecum  is 
also  involved.  If  the  disease  is  limited  to  this 
portion  of  the  intestine,  resection  of  the  in- 
volved area  should  be  done.  The  appendices 
of  unusual  size,  due  to  the  ordinary  pyogenic 
organisms  which  I have  found  reported  in  the 
literature,  have  given  symptoms  that  are  in 
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no  wav  unusual  for  acute  or  subacute  appendi- 
citis. In  fact,  usually  the  symptoms  and  signs 
have  been  quite  mild.  Strong11  reported  the 
case  of  a man  hfty-four  years  of  age  whose  ap- 
pendix measured  six  inches  (15  c.m.)  in  length 
and  two  and  one-eighth  inches  (5.3)  c.m.  in 
the  greatest  diameter.  The  lumen  of  the  ap- 
pendix was  filled  with  pus ; it  was  described  as 
not  cystic,  and  the  microscopic  examination 
showed  only  an  inflammatory  reaction. 

Howard12  reported  a boy  of  eighteen  who 
had  had  repeated  attacks  of  appendicitis. 
When  his  appendix  was  removed,  it  measured 
five  inches  (12.5  c.m.)  in  length  and  three  and 
a half  inches  (8.75  c.m.)  about  its  greatest  cir- 
cumference. The  lumen  of  this  appendix  was 
filled  with  pus  and  there  was  no  suggestion  of 
cyst  or  diverticulum. 

Jopson13  reported  an  appendix  7.5  c.m.  in 
length  and  4 c.m.  in  diameter,  which  he  re- 
moved from  a woman  fifty-eight  years  of 
age.  This  appendix  was  located  behind  the 
cecum  and  had  no  mesentery.  The  microscopic 
examination  showed  acute  and  chronic  in- 
flammation. He  suggested  that  this  appendix 
was  a reversion  to  the  type  of  appendix  seen 
in  lower  animals. 

Packard14  imported  a case  of  a man  fifty-three 
years  of  age  whose  appendix  measured  7 c.m. 
in  length  and  1.5  c.m.  in  diameter.  It  con- 


tained two  huge  concretions  and  had  perfo- 
rated. 

Crouse15  reported  a young  man  about  whose 
appendix  and  cecum  there  was  a hard  mass 
mistaken  by  him  for  a malignant  tumor.  He 
resected  the  cecum  and  lower  ileum,  did  an 
end-to-end  suture  of  the  bowel  and  the  patient 
recovered.  The  tumor  was  a mass  of  inflamma- 
tory tissue  outside  of  the  appendix. 

My  case,  whose  history  I will  now  record, 
was  strikingly  like  these  cases  in  that  nothing 
unusual  was  suspected  prior  to  the  operation. 

The  patient,  a man  twenty-seven  years  of 
age,  was  admitted  to  Stuart  Circle  Hospital 
on  December  9,  1924.  He  had  had  abdominal 
pain,  located  in  the  right  lower  quadrant,  for 
three  days,  but  during  the  day  of  admission  it 
was  more  marked.  He  had  slight  nausea  but 
no  vomiting.  The  only  past  trouble  of  any 
significance  was  an  illness  of  two  weeks’  dura- 
tion with  abdominal  pain  and  diarrhea  while 
in  the  army  six  years  ago.  He  had  occasionally 
had  mild  digestive  symptoms.  The  abdomen 
was  not  distended,  there  was  well  localized 
tenderness  in  the  right  lower  quadrant  and 
rigidity  of  the  right  rectus  muscle.  No  mass 
was  felt.  The  temperature  was  100°,  pulse 
100,  leucoc}Tte  count  18,000,  pol}Tnuclears  89  per 
cent,  lymphocytes  11  per  cent,  and  the  urin- 
alysis was  entirely  negative.  The  diagnosis  of 
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Fig.  1. — Photograph  of  the  gross  specimen.  The  appendix  and 
cecum  have  been  incised  and  laid  open. 
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acute  appendicitis  seemed  clear  and  operation 
was  advised  and  accepted.  The  McBurney  in- 
cision was  made  and  an  enormous  appendix 
was  seen  extending  downward  into  the  pelvis. 
The  incision  was  enlarged  by  cutting  the 
muscles  upward  and  the  rectus  sheath  down- 
ward and  a large  mass  was  delivered.  It  con- 
sisted of  the  appendix,  to  which  the  terminal 
ileum  was  adherent,  the  cecum  and  a mass  of 
enlarged  lymph  glands  in  the  meso-appendix. 
The  appendix  was  the  size  of  a small  banana, 
measuring  four  inches  (10  c.m.)  in  length  and 
one  and  a half  inches  (3.5  c.m.)  in  diameter, 
and  the  mass  of  glands  was  the  size  of  a hen’s 
egg.  Other  enlarged  glands  extended  upward 
in  the  mesentery  of  the  ileum.  The  tremen- 
ously  thick  wall  of  the  appendix  extended  into 
the  head  of  the  cecum  where  the  Avail  includ- 
ing the  ileocecal  valve  was  almost  a centi- 
meter thick.  It  was  obviously  impossible  to 
remove  the  appendix  or  to  amputate  the  cecum 
without  endangering  the  ileocecal  connection. 
From  the  appearance  of  the  mass  and  the 


Fig.  2. — X-Ray  photograph  of  the  lower  ileum  and  colon 
after  barium  meal,  two  months  after  operation. 


lymph  glands,  it  seemed  likely  that  the  tumor 
was  a malignant  new  growth  secondarily  in- 
fected. The  acute  inflammation  was  so  severe 
that  removal  of  the  appendix  was  necessary, 
and  it  -was  therefore  decided  to  resect  the  lower 
ileum  and  cecum.  The  mesentery  Avas  severed, 
removing  the  glands  as  far  upward  as  possible, 
and  at  points  Avell  beyond  the  inflamed  area 
the  boAvel  was  crushed  and  severed  betAveen 
clamps  with  the  cautery.  The  method  of  asep- 
tic suture  described  by  Kerr16  was  used,  in 
Avhicn  the  ends  of  the  severed  bowel  are  turned 
in  bv  a basting  stitch  and  the  closed  ends 
united.  The  lumen  was  restored  after  suturing 
by  removal  of  the  basting  stitches.  The  wound 
Avas  closed  without  drainage.  The  patient  had 
an  uninterrupted  convalescence.  The  patho- 
logical report  by  Dr.  Charles  Phillips  is  as 
follows : 

“This  specimen  consisted  of  a short  piece  of  the 
ileum  entering  the  ileocecal  junction,  a short  piece 
of  the  cecum  and  a tremendous  appendix.  All  this 
material  was  acutely  inflamed  and  the  walls  were 
stiff  and  edematous,  except  for  a healthy  margin  at 


Fig.  3. — X-Ray  photograph  of  the  colon  after  barium  enema, 
two  months  after  operation. 
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each  end  of  the  gut.  When  cut  open  a severe  acute 
inflammation  was  found,  the  lumen  being  filled  with 
thick  bloody  pus.  Near  the  beginning  of  the  ap- 
pendix there  are  several  fecoliths  partially  embedded 
in  the  mucosa  and  wall.  Two  of  these  are  jagged 
and  black  and  one  smaller  one  has  flattened  sur- 
faces like  a gall-stone.  All  the  mucosal  surfaces  ad- 
jacent are  acutely  inflamed  and  the  ileum  pouts  into 
the  cecum  with  swollen  reddened  edges.  In  a piece 
of  attached  mesentery  there  are  numerous  firm  en- 
larged lymph  glands. 

“Microscopic  Description — The  appendiceal  wall 
shows  the  usual  acute  inflammatory  reaction  and 
in  addition  in  some  places  a diffuse  lymphoid  infil- 
tration. In  the  muscle  walls  there  is  in  places  an 
intense  eosinophilia. 

“Pathological  Diagnosis — Acute  purulent  appendi- 
citis with  two  fecoliths  in  the  lumen.  The  acute  in- 
flammatory process  has  involved  the  adjacent  cecum 
and  ileum  and  this  is  much  thickened  and  infiltrated 
with  inflammatory  reaction.  The  appendix  proper  is 
enormous  in  size  compared  with  the  average.  The 
lymph  nodes  in  the  mesentery  show  only  an  in- 
flammatory reaction.” 

Two  months  after  operation  an  X-ray  stud}’’ 
of  the  gastro-intestinal  tract  by  barium  meal 
and  enema  was  made  by  Dr.  Fred  M.  Hodges 
who  reported  the  whole  tract  negative.  It 
was  particularly  interesting  that  there  was  no 
unusual  regurgitation  from  the  colon  into  the 
small  bowel  when  the  enema  was  injected. 

This  appendix  is  remarkable  for  its  size,  but 
it  is  particularly  unusual  in  the  continuation 
of  its  greatly  thickened  wall  into  the  wall  of 
the  cecum  and  the  ileocecal  valve.  It  so  re- 
sembled a new  growth  that  its  purely  inflam- 
matory nature  was  certain  only  after  micro- 
scopic study. 

Summary. 

1.  The  appendiceal  tumor  of  greatest  size  is 
the  cyst. 

2.  Benign  tumors  are  very  rare.  Carcinoma 
is  not  infrequent  but  is  either  of  low  grade 
malignancy  or  is  removed  early  so  that  the 
prognosis  is  favorable.  Sarcoma  is  rare  and 
The  outcome  is  unfavorable. 

3.  Inflammatory  tumors  are  unusual;  they 
must  be  of  long  standing  but  do  not  give  un- 
usual symptoms.  The  case  reported  is  re- 
markable not  only  for  the  size  of  the  appendix, 
but  especially  for  the  involvement  of  the  wall 
of  the  cecum  and  for  the  large  neighboring 
lymphatic  glands. 
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OUR  LOST  PRESTIGE— HOW  CAN  WE 
REGAIN  IT?* 

By  J.  M.  MILLER,  M.  D.,  Wytheville,  Va. 

I believe  the  fact  that  the  medical  profession 
has  lost  prestige  during  the  past  several  years, 
that  we  do  not  occupy  the  exalted  position  in 
the  esteem  and  regard  of  the  public  which  we 
formerly  did,  is  readily  apparent  to  all  of  us 
who  have  given  the  subject  any  serious  thought. 
We  may  differ,  though,  as  to  what  has  brought 
about  this  change,  as  well  as  to  the  means  to 
be  employed  by  which  we  may  regain  what 
we  have  lost. 

I think  we  can  safely  assume  that  the  cause 
must  be  sought, . either  because  of  some  change 
that  has  taken  place  in  the  profession  itself, 
or  in  the  public  so  as  to  affect  its  attitude 
towards  us,  or,  possibly,  in  both.  Let  us  con- 
sider the  medical  profession  first.  Have  we 
changed  in  any  way,  that  would  lower  us  in 
the  estimation  of  the  people?  Have  we  re- 
trograded? Certainly,  so  far  as  medical 
qualifications  are  concerned,  we,  of  today, 
ought  not  only  to  compare  favorably  with, 
but  should  surpass  our  predecessors,  as  our  op- 
portunities have  been  far  greater  than  theirs. 
There  is  one  point  though,  at  which  we  have 
fallen  down,  and  continue  to  fall,  and  that  is 

♦Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 
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in  the  production  of  all-round  general  prac- 
titioners, the  bulwark  of  our  profession.  The 
medical  profession  can  rise  no  higher  in  the 
esteem  of  the  public  than  does  the  general 
practitioner,  since  it  is  he  who  is  thrown  into 
close,  intimate  contact  with  it,  and  from  whom 
it  will  form  its  opinion  of  the  profession  as  a 
whole.  He,  if  the  right  kind  of  a man,  shares 
the  joys  and  sorrows  of  his  clientele,  is  their 
trusted  counsellor  in  times  of  stress  and  trou- 
ble, and  is  one  in  whom  they  may  safely  place 
the  most  implicit  confidence.  Today,  however, 
deceived  by  a superficial  survey  of  our  profes- 
sion, he  misinterprets  the  true  meaning  of 
service  and  success,  and  too  often  sacrifices 
-himself  upon  the  altar  of  specialization. 
Many  good  general  practitioners  deteriorate 
into  poor  specialists.  I do  not  wish,  however, 
to  be  misunderstood  at  this  point.  I have  no 
quarrel  whatsoever  with  the  specialists;  we 
need  them;  but  whether  or  not  we  need  them 
in  the  ever-increasing  numbers  in  which  they 
continue  to  appear,  is  quite  another  question. 

So  much  for  the  change  or  changes  in  the 
profession  itself.  What  of  those  in  the  pub- 
lic? Probably  there  are  several  of  these; 
but  we  will  consider  only  two,  and  one  of  these 
is  but  an  outgrowth,  a result,  of  the  other. 
First,  we  have  ceased  to  be  a nation  of  con- 
servatives, and  have  become  a nation  of  so- 
called  progressives.  We  like  to  be  called,  and 
considered,  a progressive  nation.  This  is  great- 
ly to  be  desired  if  we  ai'e  progressive  in  the 
true  and  literal  meaning  of  this  term.  There 
is  all  to  be  commended,  and  nothing  to  be 
condemned,  in  the  true  progressive.  Un- 
fortunately, though,  the  word  progressive  has 
acquired  in  recent  years  a meaning  quite  for- 
eign to  its  literal  interpretation,  and  is  today 
almost  synonymous  with  the  word  radical, 
and  all  which  that  implies.  The  spirit  of 
radicalism  is  by  no  means  confined  to  the 
political  world,  where  it  probably  originated, 
but  has  invaded  all  walks  and  avocations  of 
life.  It  has  even  entered  the  sacred  calling  of 
the  ministry,  in  which  the  quarrel  between  the 
modernist  and  the  fundamentalist  is  nothing 
more  nor  less  than  a quarrel  between  the  radi- 
cal and  the  conservative.  But  what  has  all 
this  to  do  with  the  attitude  of  the  public  to- 
wards us?  Simply  this.  While  the  medical 
profession  is,  and  for  the  most  part  always 
has  been  truly  progressive,  the  public  does  not 


know  this,  but  regards  us  as  ultra-conserva- 
tive, and  the  cults  as  truly  progressive.  The 
public  knows  very  little  of  what  we  have  done, 
and  of  what  we  are  striving  to  do,  and  we 
have  not  tried  in  the  least  to  enlighten  it. 
Probably  no  profession  has  made  more  rapid 
advancement  in  the  past  fifty  years  than  has 
ours,  yet,  the  public,  with  the  exception  of  a 
very  few  well-informed  persons,  remains  in 
total  ignorance  of  this  fact.  The  public  does 
not  know  that  the  various  cults  and  pseudo- 
sciences have  nothing  in  the  way  of  good  to 
offer  that  we  cannot  also  offer.  The  public 
does  not  know  that  every  successful  practi- 
tioner of  medicine  is,  to  a certain  extent,  a 
Christian  scientist,  and  that  we  made  use  of 
mental  suggestion  for  the  relief  of  physical 
ills  long  before  Mrs.  Eddy  was  born.  Take 
away  from  Christian  science  the  good  result- 
ing from  suggestion,  and  you  have  taken 
away  from  it  all  that  can  benefit  the  sick. 
Take  away  from  the  osteopath  the  good  re- 
sulting from  massage  and  manipulation 
which  we  have  practiced  for  a long,  long  time, 
and  what  has  he  left  to  offer  for  the  relief 
of  sickness?  Practically  nothing.  What  of 
chiropractic?  I am  convinced  that  if  there 
is  any  good  in  this,  it  is  only  through  the 
suggestion  made.  The  reason  chiropractors 
often  produce  such  a profound  impression 
upon  their  patients,  or  victims,  whichever  is 
the  proper  term,  is  because  of  the  forceful 
manner  in  which  suggestion  is  conveyed  to 
the  receptive  center  by  reason  of  the  painful, 
brutal,  maladjustment  of  the  vertebrae.  This 
so-called  treatment  leaves  its  victims  so  sore, 
and  so  full  of  pains,  that  when  they  begin  to 
recover  from  its  effects,  they  experience  so 
much  relief  that  they  are  willing  to  make 
oath  that  they  are  recovering  from  the  pri- 
mary  truble,  if,  indeed,  they  had  one.  Even 
Mr.  Coue  had  nothing  new  to  offer.  We  tried 
to  convince  our  patients  that  they  were  “grow- 
ing better  day  by  day,  in  every  way,”  long  be- 
fore we  knew  there  was  any  such  man-  as  Mr. 
Coue.  His  formula  possesses  merit,  and  is  to 
be  commended  in  many  cases  where  there  is 
hope  of  ultimate  recovery,  but  it  is  cruel,  almost 
criminal,  to  have  a patient  repeat  it  day  by 
day,  who  is  growing  worse,  and  who  can  never 
be  any  better.  I have  told  you  nothing  new 
of  the  cults,  nothing  that  you  did  not  already 
know.  But  while  we  realize  the  truth  of  all 
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that  has  been  stated,  unfortunately,  the  public 
does  not. 

The  second  respect  in  which  the  public  has 
changed,  that  affects  its  attitude  towards  us, 
is  that  we  have  become  a nation  of  advertisers. 
We  have  become  accustomed  to  rely  upon  ad- 
vertisements, both  in  selling  and  in  buying. 
This  is  so  true  that,  even  we  of  the  medical 
profession  if  we  have  any  thing  of  which  we 
wish  to  dispose,  except  our  professional  serv- 
ices, immediately  think  of  inserting  a for 
sale  “Ad”  in  some  periodical.  The  same  is 
true  when  we  wish  to  obtain  some  commodity, 
and  do  not  know  just  where  to  find  it — we  ad- 
vertise. What  is  true  of  us  in  this  respect  is 
true  of  the  general  public  also.  We,  though, 
of  the  medical  profession,  have  been  taught  to 
shun  even  the  very  appearance  of  advertising, 
where  our  professional  services  are  concerned. 
Not  so,  however,  with  our  friends  of  the  cults. 
To  them,  it  is,  indeed,  the  very  breath  of  life. 
Without  its  life-giving  and  sustaining  pow- 
ers, they  would  soon  jierish,  and  be  no  more. 
They  are  advertised  in  two  ways,  by  them- 
selves and  their  friends,  and  by  their  enemies; 
and  it  is  a question  in  my  mind  as  to  which  is 
the  more  effective.  By  themselves  and  their 
friends,  their  virtues  are  extolled  to  the  very 
skies  of  heaven,  their  so-called  cures  made  to 
appear  almost  miraculous,  while  the  criticism 
of  those  opposed  to  them  is  made  to  appear 
in  the  light  of  persecution.  Whenever  the 
American  people  become  convinced  that  any 
body  of  men  is  being  persecuted,  they  become 
active  allies  in  its  behalf. 

So  much  for  existing  conditions.  How  can 
they  be  relieved?  So  far  as  the  diminishing 
supply  of  general  practitioners  is  concerned, 
I believe  that  time  itself  will  eventually  solve 
this  problem.  The  law  of  supply  and  de- 
mand is  inexorable,  and  will  sooner  or  later 
compel  compliance  with  its  commands.  Spec- 
ialization will  probably  ere  long  reach  the 
state  of  complete  saturation,  and  will  refuse 
longer  to  smile  upon  and  welcome  new  ar- 
rivals. The  sheer  force  of  economic  necessity 
will  compel  the  tide  to  turn  from  the  over- 
flowing specialties  into  the  field  of  general 
practice.  The  medical  schools  could  do  much 
to  balance  this  unequal  distribution  of  their 
graduates.  They  should  impress  upon  their 
pupils,  if  service  is  to  be  the  keynote  of  their 
lives,  as  it  should  be  of  all  our  lives,  that 


general  practice  will  offer  them  a far  broader 
field  for  usefulness  than  will  the  specialties. 

The  measure  I shall  propose  to  counteract 
the  effect  of  the  changes  that  have  taken 
place  in  the  public  will  probably  shock  you. 
You  will  likely  throw  up  your  hands  in  holy 
horror,  at  the  mere  suggestion  of  such  a thing. 
Doubtless  the  shades  of  our  departed  pre- 
decessors will  arise  to  haunt  me,  because  of 
this  seeming  desecration,  for  the  measure  pro- 
posed is  nothing  more  nor  less  than  advertis- 
ing. Do  not,  however,  condemn  and  sentence 
me  without  a hearing.  I do  not  mean  indi- 
vidual advertising.  I do  not  mean  that  Dr.  A. 
should  advertise  to  the  public,  wherein  he  ex- 
cels Dr.  B.  along  certain  lines,  or  perhaps 
all  lines  of  treatment.  Nor  do  I mean  that 
Dr.  C.  should  broadcast  to  the  world  wherein 
Dr.  B.  is  much  his  inferior.  I,  pei’haps,  would 
be  as  much  opposed  to  this  sort  of  advertising 
as  would  any  of  you.  Probably  a better  name 
for  what  I propose  would  be  a campaign  of 
education,  in  which  the  public  would  be  in- 
formed regarding  our  profession.  Since  the 
public  demands*  that  we  be  truly  progressive, 
why  not  convince  it  that  we  are,  and  have 
always  been?  I would  suggest  that  a certain 
number  of  physicians  be  selected  to  prepare 
articles  for  publication  in  the  most  widely 
circulated  magazines  of  the  country,  telling 
of  the  advancement  we  have  made,  and  are 
making,  and,  also,  either  directly  or  indirect- 
ly, whichever  may  seem  the  better  way,  ex- 
pose quackery  and  the  cults.  It  is  needless  to 
say  that  these  men  should  be  very,  very  care- 
fully selected,  not  only  as  regards  their  medi- 
cal qualifications  and  ability  to  think  clearly, 
but  they  should  also  possess  that  rare  but 
happy  faculty  of  expressing  their  thoughts  in 
forceful,  pleasing,  and  convincing  language. 
If  we  are  the  custodians  of  the  kej^  to  the 
physical  well-being  of  the  people  of  this  coun- 
try, if  we  are  responsible  for  their  physical 
fitness,  then  we  should  certainly  inform  them 
of  our  ability  to  serve  them,  and  I know  of 
no  way  in  which  the  American  Medical  As- 
sociation could  better  serve  its  members,  and 
at  the  same  time  the  public  as  well,  than  by 
such  a campaign  as  has  been  suggested.  I 
can  see  no  valid  objections  to  this  plan  what- 
soever. It  may  be  claimed  that  the  cost  would 
be  so  great  as  to  make  it  prohibitive.  I am 
not  at  all  sure  but  that  it  could  be  made  an 
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asset  instead  of  a liability.  These  articles 
could  be  written  in  such  a way,  made  so  in- 
teresting and  so  instructive,  that  probably  the 
price  which  they  would  command,  would  more 
than  offset  the  cost  of  the  campaign.  But 
even  should  this  not  be  the  case  at  the  present, 
the  dividends  paid  in  the  future,  not  only  to 
us  in  the  way  of  increased  prestige  and  re- 
muneration for  our  services,  but  to  the  public 
as  well,  in  better  health  and  all  which  that 
implies,  would  be  enormous.  It  may  be 
claimed  that  such  a campaign  would  violate 
our  code  of  ethics,  either  in  letter  or  in  spirit. 
I do  not  think  so,  but  suppose  it  should,  “times 
change,  customs  change,  and  people  change,” 
and  it  is  impossible  for  any  mere  man,  or  set 
of  men,  to  devise  and  formulate  any  code  that 
will  be  applicable  in  its  entirety,  to  all  times 
and  all  ages.  Is  our  code  any  more  sacred 
than  that  all  but  inspired  document,  “The  Con- 
stitution of  the  United  States?”  Yet,  it  has 
been  found  necessary  to  amend  this  from  time 
to  time,  and  there  is  not  the  slightest  doubt  but 
that  the  same  necessity  will  continue  to  arise  in 
the  future. 


EPIDEMIC  ENCEPHALITIS." 

By  J.  K.  GRAY,  M.  D„  Marion,  Va. 

It  is  an  evident  fact  to  all  of  us  assembled 
here  that  our  country  and  the  world  at  large 
has  during  the  past  six  or  seven  years  passed 
through  a rather  strange  epidemic,  the  nature 
of  which  has  hitherto  and  is  as  yet  not  satis- 
factorily explained,  but  whose  individual  cases 
we  have  perhaps  all  had  an  opportunity  to 
observe  in  some  form.  Doubtless,  also,  we 
have  each  been  struck  with  the  varied  mani- 
festations of  the  disease  and  at  times  felt 
somewhat  a sense  of  bewilderment  as  to  diag- 
nosis, inadequacy  as  to  treatment,  and  utter 
ignorance  as  to  prognosis  and  sequelae. 

Beginning  in  a remote  corner  of  southwest- 
ern  Europe  in  the  j^ear  nineteen  sixteen,  the 
malady  did  not  make  its  appearance  in  the 
states  until  late  in  nineteen  eighteen,  but  from 
then  on  through  nineteen  twenty,  and  since, 
there  have  been  hundreds  of  cases  over  a wide- 
spread area  throughout  this  country  and 
Europe.  No  doubt  there  have  been  other  epi- 
demics of  like  nature  but  we  are  unable  accu- 
rately to  determine  them  for  lack  of  clinical 
information. 

•Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 


As  to  prevalence  and  infectiousness,  it  ap- 
pears that  individual  susceptibility  plays  the 
greater  part  since  cases  have  been  recorded  in 
whom  the  mode  of  acquiring  the  infection  was 
unknown,  while,  on  the  other  hand,  the 
greater  majority  have  escaped  who  would 
otherwise  have  succumbed  had  it  been  any  one 
of  the  more  common  contagious  diseases. 

While  the  epidemic  seems  to  have  spent  its 
force  several  years  ago  there  are  still  a few 
sporadic  cases  appearing,  so  that  we  must  still 
be  on  the  alert  for  their  early  recognition. 
Occurring  at  about  the  same  time  as  the  epi- 
demics of  influenza  and  poliomyelitis,  it  would 
appear  that  there  was  some  connection  between 
them,  but  investigation  and  records  of  cases 
have  not  borne  out  this  assumption  and  we 
'have  not  as  yet  discovered  the  predisposing 
factor.  Neither  has  the  inciting  agent  yet 
been  isolated  with  absolute  certainty,  but  much 
work  has  been  done  which  would  indicate  that 
the  symptoms  are  produced  through  the 
action  of  a filterable  virus  whereby  the  dis- 
ease may  with  difficulty  be  reproduced  in 
monkeys  but  more  easily  in  rabbits.  The  bac- 
teriologic  and  immunologic  work  along  this 
line  has  for  the  most  part  been  unsatisfactory 
and  there  is  a great  deal  of  difference  of 
opinion  as  to  the  interpretation  of  the  results 
obtained. 

The  changes  taking  place  in  the  tissues  are 
definite  in  character  and  fairly  constant  in  lo- 
cation, consisting  in  a perivascular  infiltra- 
tion throughout  the  entire  cerebral  cortex  and 
with  the  most  marked  involvement  in  the 
nuclei  at  the  base  of  the  brain  where  the 
pathologic  changes  are  of  a gross  nature.  As 
far  as  can  be  determined  by  the  data  collected, 
the  age  of  the  individual  attacked  varies 
within  wide  limits  from  early  childhood  to  old 
age,  with  the  most  cases  occurring  in  young 
adults.  In  the  earlier  stages,  as  in  all  other 
acute  diseases,  the  diagnosis  is  more  difficult, 
at  which  time,  of  course,  general  symptoms 
predominate,  later  on  giving  place  to  localiz- 
ing signs.  The  prevailing  type  in  this  coun- 
try has.  been  the  lethargic  form,  which  gave 
rise  to  the  disease  at  first  being  called  sleep- 
ing sickness,  which,  however,  is  a misnomer 
as  there  is  a large  percentage  of  cases  in 
which  the  opposite  trend  in  the  symptoms  oc- 
curs, producing  the  hyperkinetic  type  in  which 
the  lethargic  process  is  reversed  and  we  have, 
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instead,  excitement,  delirium,  trembling, 
choreic  movements,  and  transient  paralyses. 
In  this  latter  type  the  prognosis  is  more  grave 
and  the  mortality  higher.  The  most  constant 
sign  that  has  been  noted  is  diplopia,  which 
may  he  with  or  without  nystagmus,  there  being 
only  a very  small  percentage  of  cases  which 
do  not  exhibit  this  sign  and  more  especially 
so  in  the  earlier  stages  of  the  disease.  Vary- 
ing degrees  of  ophthalmoplegia  are  noted  in 
all  severe  cases. 

Lumbar  puncture,  being  a safe  procedure, 
should  always  be  performed,  and  though 
there  is  no  characteristic  change  in  the  cyto- 
logic content,  it  is  a valuable  aid  in  the  differ- 
ential diagnosis  by  the  process  of  elimination 
and  distinction  from  acute  diseases  in  which 
meningism  occurs  with  symptoms  referable 
to  the  central  nervous  system  but  with  no  in- 
flammatory process  there  present.  The  fluid 
is  clear  and  increased  in  amount  but  there  is 
no  pronounced  increase  in  pressure  as  in  the 
more  common  meningeal  involvements.  A dis- 
tinct increase  in  the  glucose  content  has  been 
maintained  by  some  to  be  a constant  finding, 
but  there  is  still  some  difference  of  opinion  on 
this  point. 

The  clinical  course  in  this  disease,  as  before 
stated,  varies  a great  deal  with  the  individual. 
There  are,  of  course,  some  in  whom  a psycho- 
sis is  suspected,  but  true  psychoses  are  rare. 
Acute  psychoses  arising  at  the  height  of  the 
process  are  of  toxic  origin  and  offer  a good 
prognosis.  The  danger  of  accident  or  suicide 
is,  of  course,  present,  and  the  proper  precau- 
tions should  always  be  taken  to  prevent  such. 

The  gravest  contingencies  that  arise  and  the 
most  frequent  causes  of  death  are  lobar  pneu- 
monia and  respiratory  paralysis  due  to  in- 
volvement of  the  bulb.  In  a few  cases  of  the 
hyperkinetic  type  also  there  may  ensue  re- 
peated convulsions,  causing  death.  Except- 
ing the  so-called  abortive  cases,  the  acute 
course  is  apt  to  be  prolonged  over  several 
weeks  and  the  symptoms  of  lethargy,  while 
prominent  in  most  cases,  may  be  replaced  by 
a persistent  insomnia  in  others  and  in  the  ma- 
jority of  cases  is  present  in  the  latter  part  of 
the  illness. 

In  probably  none  of  the  epidemic  diseases 
which  have  swept  over  the  country  in  recent 
years  have  the  sequelae  been  more  varied  and 
lasting  than  in  epidemic  encephalitis,  and  it 


is  this  feature  which  has  stimulated  a great 
deal  of  interest  and  led  to  the  production  of 
a large  amount  of  literature. 

The  Parkinsonian  syndrome  appears  to  be 
a distinct  entity  and  may  be  explained  upon 
the  basis  of  the  diffuse  infiltration  and  exuda- 
tive process  which  takes  place,  thus  leading  to 
the  formation  of  scar  tissue  and  the  attend- 
ant interference  with  the  projection  fiber  sys- 
tem and  causing  a great  variety  of  ataxias  and 
spasticities.  While  true  psychoses  are  rare, 
nevertheless  there  are  mental  symptoms  pres- 
ent in  practically  every  case  at  some  time  dur- 
ing the  course  of  the  disease.  Following  re- 
covery from  the  acute  stage,  there  is  often  a 
long  period  in  which  the  patient  is  unstable 
mentally,  and  some  of  these  cases  are  indeed 
so  severe  and  protracted  as  to  require  care  in 
a hospital  for  the  insane. 

As  the  epidemic  has  not  been  very  severe  in 
this  part  of  the  country,  we  have  had  very 
few  admitted  for  this  reason.  We  have  at  this 
time  two  cases  under  care  which  are  appar- 
ently chronic  sequelae  of  epidemic  encephali- 
tis. In  one  case  the  symptoms  resembling 
chorea  developed  following  an  acute  attack  of 
the  disease  while  in  France,  and  since  that 
time  has  shown  no  improvement  but  onlv  tem- 
porary periods  in  which  there  is  an  ameliora- 
tion of  the  symptoms.  The  patient,  although 
ambulant,  is  in  a constant  state  of  motion, 
which  is  of  the  varied,  poorly  co-ordinated 
and  purposeless  character  seen  in  true  chorea. 
The  speech,  locomotion,  station,  expression 
and  general  behavior  are  characterized  by  tics 
and  purposeless  jerky  movements.  He  has 
also  experienced  several  generalized  convul- 
sions, but  none  have  occurred  lately.  The  pa- 
tient is  totally  incapacitated  physically  and, 
although  not  actually  insane,  is  in  a continued 
state  of  mild  agitation  and  lacks  the  power  of 
concentrating  his  thoughts  on  any  particular 
subject  for  any  length  of  time. 

Another  case  now  under  observation  passed 
through  the  acute  stage  some  nine  months  ago 
and  has  since  that  time  been  in  a continuous 
state  of  weakness  so  pronounced  that  he  is 
hardly  able  to  walk  around,  not  because  of 
actual  muscular  asthenia,  but  more  so  from 
the  total  lack  of  nervous  energy.  He  is  in 
a good  state  of  nutrition  and  has  no  organic 
or  neurological  defects,  but  suffers  from  a per- 
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sistent  insomnia  and  a neurasthenia  major 
which  entirely  incapacitates  him. 

Still  another  case  of  encephalitis  residue, 
which  was  negative  by  the  Wassermann  re- 
action, presented  most  of  the  symptoms  of 
syphilis  of  the  central  nerve  system.  The  his- 
tory was  of  a previous  attack  of  encephalitis 
several  months  before  entering  the  hospital 
where  the  whole  course  of  his  progress  was 
downward,  death  following  after  a series  of 
convulsions. 

We  have  been  handicapped  in  not  being  able 
to  observe  the  above-mentioned  cases  in  the 
acute  stage,  but  the  residual  effects,  as  ob- 
served in  a state  hospital,  have  been  as  strik- 
ing as  they  have  been  varied. 

In  conclusion,  we  may  state  that  encephali- 
tis, whether  of  lethargic  or  other  type,  is  a 
disease  of  which  a great  deal  is  yet  to  be 
learned  and  concerning  which  the  prognosis 
should  be  well  guarded.  Whether  patients  at- 
tacked by  it  ever  recover  entirely  is  a doubt- 
ful question,  and  it  would  probably  be  safer 
to  regal'd  each  case  as  being  one  of  a chronic 
disease  with  an  acute  onset  and  early  course, 
later  developing  into  a subacute  and,  finally, 
into  a chronic  phase. 


THE  CORRECTION  OF  NASAL  DEFORMI- 
TIES BY  THE  EXTERNAL  ROUTE.* 

By  ELBYRNE  G.  GILL,  M.  D„  F.  A.  C.  S.,  Roanoke,  Va. 

It  is  my  purpose  in  this  paper  to  describe  an 
operative  process  which  gives  relief  for  the 
hump,  deflected  nose,  and  depression  of  the 
nasal  bridge  and  columella.  The  technique 
which  I describe  is  one  that  has  been  devised 
by  Gillies,  of  London,  and  elaborated  upon  by 
Dr.  J.  Eastman  Sheehan,  of  New  York. 

We  will  first  discuss  the  cases  in  which  there 
is  a depression  of  the  nasal  bridge  and  colu- 
mella. 

Supporting  Structures.  YTarious  substances 
have  been  devised  and  used  to  build  up  the 
missing  parts,  such  as  paraffin,  gutta  percha 
and  other  foreign  substances,  but  recognized 
plastic  surgeons  have  given  up  their  use. 
Chondral  cartilage  is  best  suited  for  this  par- 
ticular work.  The  cartilage  is  secured  from 
the  costal  cartilage  of  the  eighth  or  ninth  ribs. 
The  cartilage  can  be  easily  shapened  to  any 
desired  pattern  and  has  the  power  to  combat 

•Read  at  the  meeting  of  the  Southwestern  Virginia  Medical 
Society,  at  Mountain  Lake,  August  27  and  28,  1925. 


PLATE  I,  II,  AND  III. 

Columella  incision,  exposing  the  cartilage  of  the  septum. 

A.  The  long  leg  of  the  graft. 

B.  Perichondrium  intact  for  the  purpose  of  holding  the  long 

and  short  legs  of  the  graft  together. 

C.  Short  leg  of  graft  to  support  the  columella. 

D.  Perichondrium  intact  with  a small  Lane  intestinal  needle 

passing  through  the  loose  tissue  of  the  philtrum  and 
perichondrium,  for  the  purpose  of  securely  anchoring  the 
short  leg  of  the  graft  to  the  deep  area  of  the  upper 
part  of  the  philtrum. 

A and  A.  Mattress  sutures. 

B.  Continuous  lock  stitch  of  horse  hair. 


PLATE  IV. 

A,  B and  C.  Showing  method  of  freeing  tissue  of'nose  in  case 
of  hump. 

infection.  When  it  takes,  it  remains  as  trans- 
planted and  is  not  absorbed.  This  has  been 
proven  by  the  experimental  work  of  Staige 
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Davis,  of  Baltimore,  and  also  by  the  work  of 
Killner  and  Gillies,  of  Britain. 

It  is  always  desirable  to  remove  more  cartil- 
age than  is  needed.  This  is  done  to  insure 
ample  supply  in  case  of  accident  or  infection. 
The  excess  cartilage  can  be  buried  beneath 
the  skin  of  the  chest  without  fear  of  being 
absorbed  or  causing  any  irritation. 

The  above  mentioned  plastic  surgeons  have 
shown  that  foreign  substances  should  never  be 
used  as  a means  of  support  for,  as  a rule,  they 
generally  act  as  irritants  to  the  tissue,  sooner 
or  later  giving  trouble  bv  abscess  formation, 
gangrene,  atrophy  of  the  skin  and,  finally,  ex- 
pulsion. 


A.  Incising  Periosteum.  B.  Separating  mucous  membrane. 
C.  Separating  periosteum. 


PLATE  VI. 

A.  Chiseling  of  the  nasal  hump. 


Anesthesia.  Local  anesthesia  is  the  one  of 
choice.  AVe  use  1 per  cent  novocain. 

Preparation  of  the  Patient.  The  entire  face, 


lip  and  chin,  are  washed  with  green  soap,  and 
then  followed  with  alcohol.  The  airway,  on 
both  sides,  is  packed  with  dry  sterile  gauze. 
With  a small  sharp  scalpel  a vertical  incision 
is  cleanly  made  through  the  center  of  the  colu- 
mella, extending  from  the  under  surface  of 
the  tip  of  the  nose  down  to  the  philtrum.  The 
incision  is  now  deepened  throughout  its  full 
length  until  one  reaches  the  vertical  edge  of 
the  septal  cartilage.  The  septum  on  both  sides 
is  then  exposed  for  a short  distance.  The  loose 
tissue  of  the  nose  is  now  separated  on  each 
side  of  the  nasal  bridge  up  to  the  infra-glabella 
region.  A bed  is  now  made  for  the  reception 
of  the  graft. 


PLATS  VII. 

A.  Polishing  bone  with  a fine  Joseph’s  rasp. 


Preparation  of  the  Cartilage  Graft.  After 
the  cartilage  has  been  removed  from  the  right 
chest  wall,  it  is  either  wrapped  in  dry  sterile 
gauze  or  placed  in  saline  solution.  The  dis- 
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tance  from  the  infra-glabella  region  to  the 
nasal  tip  is  accurately  measured,  and  then 
measured  again  from  the  tip  of  the  nose  to 
the  deep  tissue  of  the  upper  part  of  the  pEil- 
trum.  This  gives  one  the  exact  length  of  the 
cartilage  needed.  The  width  of  the  cartilage 
required  is  also  noted.  A triangular  piece  of 


A.  Using  special  chisel  for  the  removal  of  the  nasal  bone 
or  the  nasal  process  of  the  maxilla. 

cartilage  is  excised  at  its  proximal  end,  for 
the  purpose  of  bending  to  a right  angle,  after 
the  graft  is  shapened  to  the  desired  pattern; 
the  perichondrium  over  the  long  leg  of  the 
graft  is  removed,  except  over  the  angulation, 
the  object  being  to  hold  the  long  and  short  legs 
of  the  graft  together.  The  perichondrium  is 


now  removed  over  the  short  leg  of  the  trans- 
plant, except  at  its  far  end.  This  is  allowed 
to  flare  out  from  either  side,  in  order  to  hold 
the  short  end  of  the  angulated  transplant 
firmly  in  place,  by  suturing  it  to  the  deep  tis- 
sue of  the  upper  part  of  the  philtrum,  thus 
preventing  tension  from  the  sutured  columella 
and  a later  flaring  out  of  the  grafted  area. 


Case  1. — Before  and  after  operation. 

Patient,  A.  C.,  age  23,  male,  consulted  me  March  1,  1924 
giving  the  following  history:  At  the  age  of  10  years,  while 

sleigh  riding,  had  his  nose  broken,  which  resulted  in  a hump 
nose  and  a flattening  of  the  nasal  septum  and  complete  occlu- 
sion of  the  air  passages.  March  16,  1925,  I operated  upon  this 
patient.  Anesthesia  one  per  cent  novocain.  I performed  a 
submucous  resection  and  removal  of  the  nasal  hump,  using  the 
technique  as  described. 


Case  2. — Profile  and  front  view,  before  and  after  operation. 

Patient,  E.  K.,  age  14  years,  at  the  age  of  three  years  fell  and  broke  her  nose.  This  accident  resulted  in  a hump  nose, 
lateral  deviation  and  a flattening  of  the  nasal  septum.  June  16,  1925,  I operated  upon  this  patient,  using  local  anesthesia, 

one  per  cent  novocain.  I first  performed  a submucous  resection,  then  removed  nasal  hump  and  corrected  lateral  deviation. 


1925 J 


VIRGINIA  MEDICAL  MONTHLY. 


581 


The  raw  surfaces  are  ncnv  carefully  and  ac- 
curately brought  together  with  a mattress  su- 
ture, of  braided  silk.  No  bandaging  is  neces- 
sary, as  a rule.  The  sutures  are  removed  on 
the  fourth  day  and  there  is  very  little,  if  any, 
scarring. 

Hump  and  Deflected  Nose.  The  same  in- 
cision is  made  in  the  columella  as  the  one  just 
described,  but  it  is  not  necessary  in  every  case 
to  extend  the  incision  to  the  deep  tissue  of  the 
philtrum.  The  loose  tissue  of  the  nose  is 
separated  as  before,  on  each  side.  An  incision 
is  then  made  through  the  periosteum  parallel 
to  the  nasal  bridge.  A septal  elevator  separates 
the  periosteum  from  either  side  of  the  nasal 
bones.  The  bony  hump  can  either  be  removed 
by  the  use  of  a rasp  or^ra  chisel.  We  have 
found  the  rasp  a more  desirable  instrument  to 
use.  Pressure  is  applied  on  each  side  of  the 
nose  for  forty-eight  hours.  The  columella  in- 
cision is  closed  by  mattress  sutures  of  braided 
silk. 

For  the  correction  of  the  deflected  nasal 
bones,  bridges,  and  thickness  of  the  nasal  pro- 
cess of  the  maxilla,  the  same  initial  incision  is 
utilized,  and  the  loose  tissue  of  the  nose  and 
the  periosteum  is  separated  in  the  same  man- 
ner as  for  the  hump  nose.  Here,  again,  you 
can  either  use  the  chisel  or  the  rasp.  Whether 
one  or  the  other  method  is  used,  it  is  left  to 
the  judgment  of  the  operator. 

The  photographs  showing  the  technique  of 
this  operation  are  taken  from  an  article  by  J. 
Eastman  Sheehan,  in  the  Laryngoscope , Sep- 
tember, 1922. 


TREATMENT  OF  LACERATED  WOUNDS 
OF  THE  EXTREMITIES.* 

By  A.  M.  SHOWALTER,  M.  D.,  F.  A.  C.  S., 
Christiansburg,  Va. 

New  Altamont  Hospital,  Inc. 

In  selecting  the  above  subject  for  discus- 
sion on  this  occasion,  I have  been  prompted 
to  do  so  for  the  reason  that,  in  my  own 
opinion,  based  upon  personal  experience  and 
observation  of  other  clinics,  the  majority  of 
surgeons  are,  as  a rule,  rather  too  radical  in 
their  treatment  of  wounds  of  this  type  and 
tend  to  lose  sight  of  the  fact  that  a goodly 
majority  of  the  results  that  we  get  in  surgery 
of  this  type  is  dependent  upon  the  individual 
resourcefulness  of  the  patient.  In  other 

♦Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 


words,  I think  a good  many  unnecessary  fin- 
gers and  toes  are  amputated  and,  perhaps,  feet, 
legs,  arms  and  hands,  which  might  be  saved 
by  a little  time,  patience,  and  careful  obser- 
vation in  handling  of  the  wound. 

I realize,  from  a cosmetic  standpoint,  it  is 
rather  interesting  to  take  a finger,  for  in- 
stance, which  is  badly  lacerated  and,  perhaps, 
crushed  in  a number  of  places,  amputate  it, 
and  leave  a beautiful  stump  which  will  heal 
over  in  a short  time;  the  end  results  of  the 
operation  apparently  look  good,  as  compared 
with  a long,  tedious  procedure  of  carefully 
putting  back  in  place  torn  fragments,  dress- 
ing and  tedious  watching,  when  it  may  take 
weeks  longer  to  heal.  But  in  the  long  run,  IT 
any  portion  of  the  digit,  as  above-mentioned, 
can  be  saved,  does  it  not  justify  our  time  and 
the  expense  to  the  patient  to  save  the  finger, 
toe,  hand  or  foot  if  we  can?  I realize,  when 
it  comes  to  dealing  with  the  larger  parts  of 
the  extremities,  my  remarks  will  have  little  of 
importance,  and  it  is  my  intention  to  deal 
chiefly  with  the  fingers  and  toes. 

A good  many  years  ago,  I remember  reading 
an  article  by  some  one  whose  name  I do  not 
now  remember,  entitled,  “A  Plea  for  the  Saving 
of  Lacerated  Fingers.”  I was  so  impressed 
by  the  discussion  of  the  subject  that  since  that 
time  I have  repeatedly  patched  up  injured  ex- 
tremities and  saved  a number  of  fingers  and 
toes  which  otherwise  I would  have  amputated, 
had  it  not  been  for  the  impression  this  left  on 
my  mind  at  the  time.  And  unless  a person 
is  given  considerable  opportunity  to  see  just 
Avhat  so-called  “nature”  will  do  toward  re- 
pairing the  damage  to  the  digit,  it  is  hard  to 
realize  what  results  one  may  get.  The  types 
of  wounds  I refer  to  above  are  those  in  which 
the  hand,  or  foot,  especially  fingers  and  toes, 
have  come  in  contact  with  some  high  powered 
machine,  and  are  badly  torn,  including  also 
fractures  generally  of  a compound  and  mul- 
tiple nature.  Take,  for  example,  a hand  with 
all  of  the  fingers  literally  cut  into  a pulp,  the 
skin  only  left  in  small  fragments,  and  the 
phalangeal  bones  cut  into  several  sections, 
tendons  badly  injured,  and  complete  loss  of 
function  so  that  the  fingers  hang  limply  from 
the  extended  hand  as  though  they  w-ere  use- 
less. By  carefully  approximating  the  torn 
and  cut  fragments,  putting  the  hand  up  in 
extension,  and  forming  the  outline  for  the 
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digits,  it  is  rather  remarkable  to  watch  what 
will  occur  in  a great  many  of  these  cases.  In 
the  event  our  judgment  may  he  Wrong,  and 
it  is  necessary  to  amputate  one  or  more  of 
these  digits,  this  can  easily  be  done  under  lo- 
cal anesthesia  at  a subsequent  date,  as  I have 
had  occasion  to  do  several  times  in  the  past 
from  a vocational  or  individual  viewpoint. 

Treatment 

For  convenience,  we  may  divide  the  treat- 
ment into,  first,  mechanical;  and,  second, 
medical  (antiseptics  and  antitoxin).  From  a 
mechanical  standpoint,  the  first  thing  to  do, 
of  course,  is  as  nearly  as  possible  to  approxi- 
mate and  anchor  in  place  by  sutures  all  of  the 
torn  fragments,  so  as  to  give  the  particular 
part  of  the  digit  injured  the  best  anatomical 
form  practicable,  and  follow  up  by  careful 
dressings  and  splints,  if  necessary.  The  medi- 
cal treatment  should  consist  of  local  applica- 
tions of  antiseptics,  tincture  of  iodine  being 
the  generally  accepted  antiseptic;  this,  how- 
ever, should  never  be  used  for  more  than  the 
inital  treatment,  to  be  followed  by  moist, 
warm  salt  water  applications  at  intervals  of 
twelve  to  twenty-four  hours  for  periods  of 
twenty  to  thirty  minutes,  if  the  injury  is  such 
as  to  necessitate  a treatment  of  this  kind.  A 
prophylactic  dose  of  tetanus  antitoxin  given 
immediately  after  the  accident  shoidd  be  a 
routine  measure  in  my  opinion  in  all  cases 
where  the  wound  opens  up  any  extensive  field 
for  infection.  Very  often  the  results  of  the 
treatment  may  not  look  satisfactory  for  sev- 
eral weeks  following  an  injury,  but  firm  dress- 
ings, even  though  some  local  infection  is  pres- 
ent, and  bathing  in  warm  salt  water  once  or 
twice  a day  will  accomplish  a great  deal  to- 
wards restoring  a badly  injured  digit  to  a 
more  or  less  normal  functioning  activity. 

In  reviewing  our  experiences,  no  doubt  all 
of  us  can  recall  many  interesting  experiences 
in  which  we,  perhaps,  have  been  somewhat  in 
doubt,  and  certainly  other  members  of  our 
profession  may  disagree  with  us  in  the  pro- 
priety of  leaving  on  a badly  lacerated  finger 
or  toe.  but  I have  in  mind  one  case  which  is 
of  particular  significance  and  tends  to  demon- 
strate to  m37  mind  how  we  may  often-times  be 
fooled  in  our  judgment  as  to  what  may  be  ac- 
complished along  this  line. 

A few  years  ago  I was  called  to  see  a pa- 
tient some  fifteen  miles  in  the  country,  and, 


on  arrival,  found  that  a boy,  seven  j'ears  of 
age,  while  playing  with  a lawn  mower,  had 
the  misfortune  to  get  one  of  his  thumbs,  which 
one  I do  not  recall  now,  tangled  up  with  the 
lawn  mower  while  running  down  hill.  He  re- 
covered  himself  to  find  the  end  of  the  thumb 
gone,  midway  between  the  base  of  the  thumb 
nail  and  the  last  phalangeal  joint.  After 
running  in  the  house  and  informing  his 
mother,  a careful  search  was  made  for  the 
missing  end  of  the  thumb,  which  was  found  in 
the  grass  out  in  the  yard.  On  account  of  the 
dela}^  in  getting  the  message,  it  was  two  and 
one-half  hours  after  the  accident  before  I ar- 
rived on  the  scene.  Being  an  onty  child,  you 
may  picture  to  yourself  the  loving  mother’s 
chagrin  and  disappointment  to  see  her  only 
son  maimed  in  this  way;  so,  with  teal's  in  her 
eyes,  she  begged  me  to  put  the  injured  thumb 
back  in  place  and  save  it.  Of  course,  I had 
little  to  offer  her  in  the  way  of  a favorable 
prognosis,  but,  at  her  earnest  solicitations,  and 
not,  I am  frank  to  sa}?-,  because  of  my  own  sur- 
gical judgment.  I agreed  to  make  the  attempt. 
I immersed  the  end  of  the  thumb,  carefully 
wrapped  in  sterile  gauze,  in  warm  salt  water 
solution,  keeping  the  container  in  a basin  of  hot 
water  to  keep  it  at  an  even  temperature  while 
I sterilized  the  instruments  preparatory  to 
doing  the  operation.  To  make  a long  story 
short,  I carefully  stitched  the  fragment  in 
place,  supporting  it  in  position  with  sterile 
gauze  and  adhesive  plaster,  reinforcing  this 
with  a larger  dressing,  and  instructed  them 
to  soak  the  thumb  in  warm  salt  water  for 
twenty  or  thirty  minutes  every  eight  hours. 
For  a while  the  end  of  the  thumb  lost  its 
color  and  complexion,  and  it  was  weeks  before 
I thought  we  would  get  any  results  at  all, 
and  even  six  or  eight  weeks  after  the  accident 
I was  practically  convinced  that  we  would 
save  only  a portion  of  the  extremity.  When 
the  patient  was  taken  to  his  home  in  Phila- 
delphia and  the  surgeon  there  was  called  in 
to  look  after  the  case,  he  insisted  on  removing 
that  part  of  the  finger,  as  he  deemed  it  im- 
practical to  leave  it  on.  The  family  refused 
to  have  this  done,  and  I regret  that  I can  not 
have  this  patient  with  me  today  to  demon- 
strate to  you  the  end  result  of  this  little  ex- 
perience. However,  describing  the  condition, 
he  has  a thumb  on  this  hand  which  is  perhaps 
not  over  one-eighth  of  an  inch  shorter  than 
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the  other;  lie  also  has  a well-formed  thumb- 
nail, with  the  exception  of  the  fact  the  tip  is 
somewhat  tucked  in,  and,  furthermore,  he  hai 
a perfectly  flexible  joint. 

By  way  of  summary,  1 wish  to  state,  in  con- 
cluding, first,  we  should  be  careful  to  cleanse 
the  wounds,  and  give  attention  to  the  mechani- 
cal dressings  of  same;  second,  local  antiseptics 
and  antitoxin  should  be  used.  We  should  not 
remove  any  digit  which  has  even  a fragment 
of  tissue  left  to  hold  it  in  place,  no  matter  how 
badly  lacerated  And,  finally,  do  not  hesitate 
to  sew  back  in  place  fingers  and  toes  when  they 
are  entirely  gone,  with  the  assurance  that  you 
will  get  enough  results  from  this  line  of  treat- 
ment  to  more  than  justify  the  experience. 


POTTER  S VERSION  AND  ITS 
POSSIBILITIES.* 

By  J.  M.  ROPP,  M.  D.,  Roanoke,  Va. 

In  an  obstetrical  experience  in  connection 
with  the  general  practice  of  medicine  covering 
a period  of  more  than  thirty  years — which  has 
been  comparatively  extensive — during  which 
time  I have  delivered  women  under  practically 
every  imaginable  condition,  and  at  the  same 
time  have  come  in  contact  with  almost  every 
conceivable  obstetrical  complication  and  emer- 
gency. I am  frank  to  admit  that  the  one  thing 
thtit  has  impressed  me  the  most  profoundly, 
and  at  the  same  time  weighed  upon  me  the 
most  heavily,  has  been  the  heart-rending  suffer- 
ing incident  to  child  bearing  and  the  little  that 
has  been  accomplished  in  its  relief. 

Many  times  have  I asked  myself  the  ques- 
tion, why  should  this,  the  crowning  and  most 
glorious  event  in  every  mother’s  life  be  pur- 
chased at  the  price  of  such  anguish,  and  at  the 
same  time  be  surrounded  by  such  dangers  and 
pitfalls?  And  why  should  the  dread  of  child- 
birth, like  a veritable  sword  of  Damocles,  hang 
suspended  over  the  head  of  every  civilized 
woman  ? 

The  fact  that  little  had  been  done  until  com- 
paratively recent  times  to  meet  the  long  and 
persistent  demand  of  the  parturient  woman  for 
relief  or  mitigation  of  her  suffering  was  not 
alone  due  to  the  lack  of  interest  on  the  part  of 
the  profession,  or  the  entire  absence  of  means 
to  this  end,  but  largely  due  to  the  attitude  of 
the  clergy  and  laity,  both  of  which  bitterly 

♦Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 


denounced  and  condemned  every  effort  along 
this  line  as  being  in  violation  of  the  divine 
command,  “In  sorrow  shalt  thou  bring  forth,” 
many  of  whom  to  this  day  believe  in  followin',? 
literally  this  injunction. 

This  demand  has  increased  and  kept  pace 
with  the  progress  of  civilization,  and  human 
enlightenment  until  at  the  present  time  prac- 
tically every  intelligent  woman  demands  that 
something  be  done  for  her  in  her  hour  of 
travail.  Obstetricians  generally  have  been 
gradually  awakened  to  the  righteousness  of  her 
cause  and  the  justice  of  her  demands,  and  the 
necessity  of  meeting  them  in  some  way.  This 
is  clearly  shown  by  the  many  procedures 
brought  forward  and  advocated  for  this  pur- 
pose from  time  to  time. 

It  is  not  within  the  province  of  this  paper  to 
discuss  or  even  mention  the  various  methods 
or  procedures,  most  of  which  have  fallen  far 
short  of  their  aims  or  expectations,  and  have 
jn-oven  but  “dead  sea  fruit”  in  the  hands  of 
those  that  used  them. 

The  first  great  step  forward  in  this  direc- 
tion was  made  when  Sir  James  Simpson  on 
January  9,  1847,  did  the  first  obstetrical  opera- 
tion on  record  under  a general  anaesthetic, 
using  ether  and  doing  a version  and  breech  ex- 
traction.  In  November  of  the  same  year,  he 
discovered  the  anaesthetic  properties  of  chloro- 
form, and  used  it  to  the  exclusion  of  ether, 
and  strongly  advocated  its  general  use.  This 
raised  a terrific  storm,  not  only  within  the 
ranks  of  the  profession,  but  both  clergy  and 
laity  bitterly  assailed  its  use.  However,  after 
Queen  Victoria  was  delivered  by  Simpson  in 
1853  and  1857  under  chloroform  in  two  of  her 
confinements,  the  storm  gradually  abated  and 
its  use  spread  rapidly,  until  now  chloroform  or 
ether  are  used  in  practically  every  confinement, 
attended  by  any  one  competent  to  use  them. 

No  storm  in  the  obstetrical  world  since  that 
raised  against  the  use  of  chloroform  in  labor 
by  Simpson  has  ever  surpassed  or  even  ap- 
proached it  in  its  violence,  unless  it  was  the 
storm  precipitated  by  Irving  W.  Potter,  of 
Buffalo,  N.  Y.,  when  he  read  his  first  paper  on 
elective  podalic  version  during  September, 
1915,  at  Indianapolis,  Ind.,  before  the  American 
Association  of  Obstetricians  and  Gynaecolo- 
gists, and  advocated  its  use  for  the  sole  pur- 
pose of  eliminating  the  second  stage  of  labor. 

This  paper  was  bitterly  criticized  and  the 
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principle  advocated  considered  so  revolution- 
ary and  dangerous  that  the  executive  committee 
refused  to  have  them  published  in  the  transac- 
tions of  the  society,  and  it  was  with  great  diffi- 
culty that  the  members  were  restrained  from 
expelling  him  from  the  society.  Many  not  only 
thought  him  unscientific  but  dishonest. 

In  1916  Potter  reported  an  additional  200 
cases  before  the  same  society,  but  there  was  no 
apparent  change  in  the  sentiment  and  there 
was  no  evidence  whatever  that  the  storm  of  the 
preceding  year  had  abated  in  the  least.  In 
September,  1920,  at  Atlantic  City,  Potter  pre- 
sented a third  paper  on  the  same  subject  and 
before  the  same  society.  In  this  paper  he  re- 
ported that  during  the  past  year  he  had  per- 
sonally delivered  1,113  women,  920  of  these 
being  done  by  version,  with  a combined  natal 
and  neonatal  mortality  of  6.7  per  cent.  This 
paper  was  discussed  at  length  by  such  men  as 
Barton  Cook  Hirst,  McPherson,  James  A. 
Harrar,  E.  P.  Davis,  E.  G.  Zinke,  and  a num- 
ber of  others  of  equal  prominence.  The  recep- 
tion of  this  paper  and  the  lengthy  discussion 
following  it  was  remarkable  for  the  great 
change  in  sentiment.  So  great  was  the  change 
that  Potter,  in  closing  the  discussion,  remarked 
that  he  was  greatly  gratified  and  pleased,  and 
especially  so  with  one  member  in  particular,  as, 
when  he  presented  his  first  paper,  he  (Zinke) 
was  so  woi'ked  up  that  he  (Potter)  feared  he 
would  have  a stroke  of  apoplexy  and  that  he 
(Potter)  would  be  hanged  for  his  murder. 

No  one  questioned  his  statements  or  doubted 
his  statistics,  and  practically  the  only  objec- 
tions or  criticisms  centered  around  two  points, 
viz.,  that,  in  their  opinion,  it  was  unwise  or 
unnecessary  to  interfere  in  cases  that  would 
deliver  themselves  spontaneously,  and  many 
objected  to  the  procedure  on  the  ground  that, 
while  it  might  be  safe  in  the  hands  of  a 
master  like  Potter,  it  was  an  operation  that 
required  such  a high  degree  of  skill  and  train- 
ing  that  its  results  would  inevitably  prove 
disastrous  in  the  hands  of  the  untrained  and 
inexperienced. 

This  is  almost  precisely  the  stand  taken  by 
Williams  who,  in  the  fifth  edition  of  his  mas- 
terly work  on  obstetrics  (published  July. 
1924),  devotes  almost  an  entire  chapter  to  rot- 
ter and  his  work,  and,  in  comparing  Potter’s 
mortality  of  6.7  per  cent  with  the  mortality  of 
the  last  10,000  cases  at  Johns  Hopkins  Hospital 


of  7 per  cent,  states  that  the  fact  that  Potter's 
patients  were  delivered  by  probably  the  most 
dextrous  obstetrician  in  the  world  today  would 
account  for  this  low  mortality  in  this  class  of 
cases.  Williams  advises  against  any  wide  ac- 
ceptance of  Potter’s  views  on  the  ground  that, 
while  it  is  no  doubt  a safe  procedure  in  the 
hands  of  a man  possessing  the  extraordinary 
accomplishments  of  Potter,  its  results  will  be- 
come disastrous  in  the  hands  of  the  unskilled 
and  untrained. 

Since  1920  Potter  has  continued  to  deliver 
annually  a steadily  increasing  number  of 
women,  and  by  a number  of  changes  and  im- 
provements in  his  technique  has  so  reduced  his 
foetal  mortality  that  for  the  past  three  years 
it  has  dropped  to  the  amazing  figures  of  1.9 
per  cent  (soon  to  be  published).  No  one  today 
at  all  familiar  with  Potter’s  work  casts  the 
slightest  doubt  on  his  statistics  or  statements, 
as  all  efforts  to  refute  or  disprove  them  have 
utterly  failed  to  show  a single  thing  that  was 
inconsistent  with  the  indisputable  facts  that 
he  has  presented.  And  many  there  are,  who 
formerly  denounced  him  as  a crook  and  a 
crank,  who  now  loudly  proclaim  him  the  great- 
est obstetrician  of  the  age.  One  no  longer  sees 
the  critical  and  destructive  attitude  towards 
Potter  that  was  formerly  so  widely  manifested, 
and  the  bitterest  criticisms  heard  are  from  men 
utterly  unfamiliar  with  his  work. 

Practically  all  the  objections  brought  for- 
ward by  the  leading  obstetricians  of  the  coun- 
try against  the  adoption  of  the  method  seem 
to  center  around  the  two  points  already  men- 
tioned, viz. : First,  that  in  their  opinion  it  is 
unwise  to  interfere  in  any  case  that  would 
otherwise  deliver  herself  spontaneously ; in 
other  words,  they  think  it  wrong  or  unwise  to 
relieve  the  suffering  of  childbirth.  Second, 
that  on  account  of  the  fact  it  is  an  operation 
requiring  such  a high  degree  of  skill,  training 
and  experience,  it  is  safe  only  in  the  hands  of 
a master  like  Potter  himself,  and  in  the  hands 
of  the  untrained  and  inexperienced  its  results 
must  prove  disastrous. 

On  the  first  objection  offered  I feel  that  little 
need  be  said,  though  my  own  personal  feelings 
are  to  the  effect  that  if  a woman  in  labor  is 
travelling  along  with  commendable  celerity 
and  apparently  enjoying  her  experience,  I most 
certainly  would  not  want  to  rob  her  of  one 
moment’s  pleasure  by  interfering;  while,  on 
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the  other  hand,  if  she  is  suffering  greatly  and 
wants  relief,  I feel  that  she  should  at  least  en- 
joy the  same  rights  and  privileges  that  are 
exercised  by  her  huband  who,  when  suffering 
from  toothache,  prefers  to  have  it  extracted 
painlessly  under  modern  methods,  rather  than 
have  it  extracted  under  more  ancient  methods 
with  no  recompense  in  the  way  of  additional 
safety  for  extra  pains,  provided,  of  course, 
that  her  prompt  and  painless  labor  is  pur- 
chased at  no  additional  risk  to  herself  or  un- 
born child. 

Answering  the  second  objection,  I might  say 
that  obstetricians  of  wide  experience  all  agree 
that  it  is  an  operation  that  does  require  a high 
degree  of  skill,  training  and  experience,  in  or- 
der to  meet  successfully  the  many  complica- 
tions and  emergencies  that  frequently  arise, 
and  to  avoid  disaster,  must  be  met  promptly 
and  skilfully.  The  fact  cannot  be  denied  or 
questioned  that  skill  and  training  are  equally 
valuable  in  this  as  in  any  other  delicate  opera- 
tion, nor  can  it  be  doubted  that  one’s  results 
may  be  measured  by  the  amount  and  degree  of 
skill  that  he  may  possess.  No  inexperienced 
obstetrician  has  any  more  if  as  much  right  to 
subject  the  life  or  well-being  of  a parturient 
woman  or  her  unborn  child  to  increased  dan- 
ger— the  result  of  his  inexperience  in  doing  this 
operation — than  has  the  general  practitioner, 
with  little  surgical  training  and  experience, 
to  do  many  of  the  difficult  and  delicate  opera- 
tions that  can  only  be  done  safely  by  surgeons 
who,  b3r  long  training  and  experience,  have 
become  experts  in  their  several  lines.  It 
must  therefore  be  admitted  that  the  objections 
on  these  grounds  are  well  taken,  as  the  disas- 
trous results  that  must  follow  in  the  hands  of 
the  untrained  and  inexperienced  must  soon 
bring  a procedure  into  disrepute  that  may 
otherwise  prove  a boon  to  womankind.  This 
stand  taken  by  leading  obstetricians  on  this 
matter  is  but  the  same  stand  taken  by  surgeons 
generally  against  untrained  and  inexperienced 
men  doing  major  surgery,  and  but  for  this  firm 
stand  taken  the  whole  realm  of  surgery  would 
have  long  since  been  brought  into  disrepute. 

The  fact  that  the  Mayos,  Crile,  and  others 
are  such  masters  in  their  particular  lines  does 
not  prevent  or  deter  the  progressive  surgeon 
from  acquiring  sufficient  skill,  after  studying 
and  training  under  these  same  masters,  to  do 
any  or  all  of  the  operations  done  by  them  with 


equally  good  results.  Nor  can  I see  why  any 
competent  and  experienced  obstetrician,  who 
has  been  trained  under  Potter  personally, 
should  be  viewed  in  another  light.  I might 
also  ask,  does  the  fact  that  Chevalier  Jackson 
is  such  a master  with  the  bronchoscope  dis- 
qualify any  good  nose  and  throat  man  from 
acquiring  sufficient  skill  after  proper  training 
to  become  proficient  in  the  use  of  the  same 
instrument? 

Any  further  study  of  Potter’s  version  must 
first  of  all  take  into  consideration  the  imme- 
diate and  remote  effects  on  both  mother  and 
child.  As  regards  the  mother’s  interests,  clini- 
cal experience  has  shown  definitely  that  in 
eliminating:  the  suffering  and  shock  incident  to 
a long  and  tedious  labor  or  even  one  of  moder- 
ate duration,  we  save  the  mother’s  strength, 
lacerations  are  extremely  rare,  and  these 
things,  with  the  infrequent  examinations,  are 
responsible  for  the  extreme  rarity  of  infections 
and  other  complications  of  the  post-pactum 
period,  which  is  usually  remarkable  for  its 
rapid  and  uninterrupted  course.  Involution  is 
rapid  and  the  lochial  flow  disappears  early. 
Recentty,  John  Cook  Hirst  made  the  statement 
that  it  had  been  his  good  fortune  to  deliver 
several  women  in  their  second  confinements 
that  had  previously  been  delivered  by  Potter, 
and  that  he  considered  the  pelvic  condition  ab- 
solutely jDerfect. 

In  studying  the  effects  on  the  child,  it  must 
be  remembered  that  Sir  James  Simpson,  in 
1853,  demonstrated  the  fact  that  the  after- 
coming  head  can  be  brought  through  a smaller 
space  than  the  head  presenting.  This  is  a 
principle  accepted  by  all  obstetrical  authorities. 
The  low  mortality  and  the  rarity  of  brain  in- 
juries in  cases  delivered  by  this  method  has 
been  rendered  possible  by  a thorough  under- 
standing of  the  causes  of  death  in  breech  ex- 
tractions of  the  past,  and  by  the  substitution 
of  deliberate  skill  for  frantic  haste  in  the  face 
of  erroneous  fear  that  if  the  foetus  was  not 
delivered  promptly  it  must  perish  from  as- 
phyxia. Potter  and  others  have  proven  con- 
clusively that  the  teaching  of  the  past — that 
if  the  foetus  was  not  delivered  in  from  five  to 
eight  minutes  from  birth  of  umbilicus  to 
mouth,  it  must  inevitably  perish  from  asphyxia 
— was  a grave  mistake,  and  have  shown  that 
the  high  mortality  of  breech  extractions  under 
the  old  methods  was  due  to  the  fact  that  these 
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babies  were  killed  by  frantic  and  unscientific 
efforts  at  delivery.  If  Potter  has  done  no  more 
than  to  disprove  this  erroneous  teaching  of  the 
past,  he  still  has  done  the  greatest  thing  for 
obstetrics  that  has  been  accomplished  in  the 
past  twenty  years.  This  statement  was  recently 
made  by  a prominent  obstetrician  of  New  York 
city,  who  further  stated  that  the  importance  of 
asphyxia  as  a cause  of  death  in  breech  deliver- 
ies had  been  greatly  exaggerated,  with  the  re- 
sulting development  of  an  unsound  philosophy 
and  practice  which  is  shown  bv  a convincing 
literature  that  finds  almost  no  reflection  in  the 
text-books  of  obstetrics  or  in  clinical  teaching 
or  practice  of  today. 

In  1924,  Pierson,  of  Sloan’s  Maternity  Hos- 
pital, in  an  exhaustive  study  to  determine  the 
cause  of  thirty-six  natal  and  neonatal  deaths 
that  occurred  in  primary  breech  and  emer- 
gency versions,  especially  with  reference  to  the 
relation  of  asphyxia  to  other  causes  of  the  high 
mortality  in  breech  extractions,  states  that  56 
per  cent  were  due  to  traumatism  alone,  and 
combined  traumatism  and  asphyxia  was  the 
cause  of  death  in  39  per  cent,  5 per  cent  only 
being  due  to  asphyxia  alone.  Complete  autop- 
sies were  done  in  all  these  cases. 

He  concludes  that  two  outstanding  errors  of 
technique  are  responsible  for  this  high  death 
rate,  and  that  both  are  predisposed  to  by  the 
tradition  of  necessary  haste.  These  errors  are, 
first,  failure  to  .accommodate  in  delivery  the 
long  axis  of  the  child  to  the  axes  of  the  pel- 
vis, thus  causing  dangerous  angulations. 
Second,  failure  to  accommodate  the  longest 
diameters  of  the  body,  shoulders  and  lfead,  to 
the  longest  diameters  of  the  pelvis — thus  caus- 
ing the  necessity  of  a dangerous  degree  of 
supra-pubic  pressure  and  traction,  and  that 
frantic  haste,  as  opposed  to  deliberate  skill— is 
the  real  clinical  error  involved. 

Hugo  Ehrenfest,  in  his  work  on  birth  in- 
juries of  the  new  born,  published  in  1922,  states 
that,  in  his  opinion,  many,  if  not  most,  tentorial 
tears  are  due  to  the  sudden  springing  back,  or 
the  expansion  of  the  head  when  suddenly  born, 
after  having  been  subjected  to  great  pressure, 
as  in  long  and  tedious  labors,  precipitate  deliv- 
eries, and  many  forceps  cases.  Recently,  after 
having  watched  Potter  deliver  a number  of 
women,  he  stated  that  he  could  now  understand 
why  there  were  so  few  cases  of  intra-cranial 
hemorrhages  in  the  cases  delivered  by  him,  as 


the  slow,  deliberate  and  methodical  way  of 
delivering  the  after-coming  head  obviated  this 
sudden  expansion  of  tissues — long  under  great 
compression. 

Holland,  in  his  work  on  intra-cranial  stress 
in  labor,  says  (in  speaking  of  intra-cranial 
pressure  due  to  marked  moulding  of  head  as 
the  result  of  long  and  tedious  labors),  “Pres- 
sure changes  are  of  much  more  import  than 
was  formerly  believed  and  it  is  now  known 
that  they  may  play  an  important  part  in  the 
production  of  sub-dural  hemorrhages,  as  it  has 
been  shown  that  such  moulding  and  pressure 
subject  the  tentorium  and  falx  to  excessive  ten- 
sion, which  may  result  in  actual  lesions  asso- 
ciated with  hemorrhage,  and  which  will  readily 
account  for  many  foetal  deaths  that  were 
formerly  considered  inexplicable.”  One  can 
easily  see  how  much,  if  not  all  this,  can  be 
avoided  by  Potter’s  method  of  delivering  the 
after-coming  head. 

The  immediate  effects  on  the  child  can  in  all 
probability  be  better  understood  and  appre- 
ciated by  comparing  Potter’s  mortality  with 
that  of  other  clinics  and  methods,  and,  in  mak- 
ing this  comparison,  I shall  use  the  statistics 
given  by  him  in  his  paper,  read  at  Atlantic 
City,  1920,  giving  a mortality  of  6.7  per  cent, 
which  has  not  been  questioned  by  any  obstetri- 
cal authority.  • However,  I cannot  lose  sight 
of  the  fact  that  Dr.  Potter  told  me  while  visit- 
ing him  in  Buffalo  that  his  mortality  for  the 
past  three  years  was  slightly  below  2 per  cent 
(April  last).  DeLee  states  that  more  than  4 
per  cent  of  all  children  born  die  in  child-birth, 
and  quotes  Schultze  as  saying  that  5 per  cent 
are  still-born  and  that  1.5  per  cent  die  within 
a few  days,  the  result  of  trauma  of  labor,  and 
that  a large  percentage — just  how  large  it  is 
impossible  to  say — are  more  or  less  injured, 
and  this,  too,  in  so-called  normal  labors. 

Holt  and  Babbett,  after  having  studied  the 
records  of  10,000  deliveries  at  Sloan’s  Mater- 
nity Hospital,  found  that  6.82  per  cent  were 
still-born  and  that  2.91  per  cent  died  within 
fourteen  days — making  a combined  natal  and 
neonatal  mortality  of  9.73  per  cent. 

In  Columbia  Hospital,  Washington,  D.  C., 
of  the  last  10,535  deliveries  up  to  1920,  there 
were  1,339  still-births  and  deaths  up  to  the 
fourteenth  day,  making  a mortality  of  12.5  per 
cent. 

In  the  city  of  Richmond,  Va.,  there  were, 
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for  the  six  years  from  January  1,  1918.  to 
January  1,  i924,  24,734  births  reported,  of 
which  1,647,  or  6.56  per  cent  were  still-born, 
and  1,028,  or  4.02  per  cent  died  during  the  first 
fourteen  days,  making  a combined  mortality 
of  10.67  per  cent. 

Coming  home  to  Roanoke,  we  find,  in  1924, 
there  were  1,812  births  reported,  106  of  which 
were  still-born,  and  seventy-six  died  within  the 
fourteen  days  following  delivery,  making  a 
mortality  of  9.9  per  cent. 

In  advocating  elective  podalic,  or  Potter’s 
version  for  the  sole  purpose  of  eliminating 
the  second  stage  of  labor,  it  will  be  unnecessary 
to  mention  the  many  other  indications  for  ver- 
sion as  they  are  all  covered  by  this  broad  in- 
dication. 

In  order  to  do  versions  safely  and  success- 
fully, aside  from  a thorough  knowledge  of  the 
technique,  one  should  be  thoroughly  familiar 
with  every  emergency  that  may  arise,  and  at 
the  same  time  have  the  utmost  confidence  in 
his  ability  to  meet  them  promptly  and  delib- 
erated, as,  otherwise,  he  may  face  disaster. 
One  should  always  have  the  services  of  a com- 
petent anaesthetist.  The  cervix  must  be  com- 
pleted dilated ; this  is  extremely  important,  as 
it  is  in  the  presence  of  incomplete  dilatation 
that  we  often  encounter  our  most  difficult  com- 
plications. This,  however,  does  not  mean  that 
the  dilatation  must  have  been  completed  by 
natural  means  before  beginning  the  version,  but 
it  is  imperative  that  the  cervix  be  obliterated, 
soft  and  dilatable,  in  which  case  the  cervix  may 
he  dilated  gently  by  the  advancing  hand.  The 
membranes  should  be  intact  or  only  recently 
ruptured.  The  uterus  must  not  be  in  a state 
of  tetanic  contraction,  and  the  head  must  not 
be  too  firmly  engaged.  The  disproportion,  if 
any,  should  not  be  too  great,  as  in  that  case 
a Cesarean  section  would  be  indicated. 

Briefly  describing  the  technique : The 

woman  is  scrubbed  and  shaved  a?  for  any 
gynaecological  or  obstetrical  operation,  and 
anaesthetized  to  the  full  surgical  degree,  then 
placed  on  the  operating  table  or  across  the  bed 
in  a modified  Walcher  position.  This  position 
is  important,  as  DeLee  and  others  have  shown 
that  this  position,  by  tilting  the  pelvis,  in- 
creases the  diagonal  conjugate  diameter  from 
one  to  one  and  one-half  c.m.  The  legs  are  held 
by  assistants  as  closely  together  as  possible  and 
the  knees  slightly  higher  than  the  level  of  the 


body.  It  has  been  shown  that  this  position  re- 
laxes the  perineal  fascia.  The  bladder  is  now 
catheterized ; this  is  important,  as  many  women 
void  and  yet  retain  several  ounces  of  urine. 
This  not  only  gives  more  room,  but  prevents 
the  bladder  from  being  dragged  from  its  at- 
tachments, a thing  that  not  infrequently  hap- 
pens even  in  normal  labors  with  distended  or 
half  empty  bladder. 

The  operator,  after  having  donned  full- 
length  obstetrical  gloves,  begins  to  iron  out 
the  vagina  and  perineum ; this  is  a very  import- 
ant part  of  the  technique,  and  is  equally  as  im- 
portant in  the  multipara  as  it  is  with  the  primi- 
para.  To  do  this  properly  should  take  from 
six  to  ten  minutes.  It  requires  considerable 
experience  to  do  this  satisfactorily,  as  each 
perineum  is  an  individual  problem  in  itself,  and 
no  two  can  be  properly  prepared  bv  the  same 
amount  of  pressure  or  in  the  same  length  of 
time.  It  is  begun  by  introducing  the  index 
and  middle  finger  in  the  vagina.  At  this  point 
the  vagina  is  flushed  with  tincture  of  green 
soap.  The  two  fingers  are  now  swept  from 
side  to  side  and  then  up  and  down  over  the 
perineum  and  vagina;  the  third  and  fourth 
fingers  are  then  introduced  and  the  same  move- 
ments repeated  as  each  successive  finger  is  in- 
troduced, until  finally  the  whole  hand  is  in- 
troduced. 

This  having  been  completed,  the  hand  is 
now  gently  and  slowly  passed  into  the  uterine 
cavity.  After  determining  definitely  the 
position  of  the  foetus  by  finding  the  ear,  the 
head  is  now  displaced  to  one  side,  and  the 
membranes  separated  from  the  interior  of  the 
uterus  by  gently  sweeping  the  hand,  avoiding 
the  placenta. 

The  membranes  are  now  ruptured  high  up, 
the  hands  are  folded  across  the  chest,  and  the 
feet  are  sought  and  grasped  in  such  a manner 
that  they  are  astride  the  middle  finger,  the  in- 
dex and  ring  finger  being  external  to  the 
ankles.  The  feet  are  now  slowly  and  gently 
drawn  down  until  the  knees  appear  at  the 
vulva,  when  the  version  is  complete.  The  feet 
are  now  wrapped  in  a dry  towel  and  gentle 
traction  continued  in  the  same  direction.  As 
soon  as  the  hips  appear  at  the  vulva,  one  should 
note  whether  or  not  the  back  of  the  child  is  in- 
clined to  rotate  forward;  if  not,  traction  on 
the  lower,  or  posterior,  foot  should  be  made, 
which  usually  results  in  bringing  the  back 
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forward.  The  cord  should  now  be  looked  for 
and,  if  found  between  the  legs,  should  be  drawn 
down  and  slipped  over  one  leg  so  it  will  not 
interfere  with  delivery. 

As  soon  as  the  hips  are  born,  one  should 
pause  for  a short  time,  after  which  a second 
dry  towel  is  wrapped  around  them,  and  slow, 
gentle  and  continuous  traction  continued  un- 
til the  scapulae  are  visible.  A third  dry  towel 
is  wrapped  around  the  chest,  and  the  foetus 
grasped  around  the  chest  with  both  hands  and 
gently  rotated  from  side  to  side  in  order  to 
determine  which  shoulder  will  rotate  most 
easily  under  the  pubic  arch.  After  the  shoulder 
is  rotated  well  up  under  the  pubic  arch,  it  is 
delivered  b}7  pressing  the  scapula  with  the  in- 
dex and  middle  finger  firmly,  but  gently,  up 
under  the  pubic  arch,  when  the  arm  is  usually 
delivered  without  even  the  operator’s  hands 
touching  it.  The  posterior  shoulder  is  now  ro- 
tated and  delivered  in  the  same  manner. 

After  the  shoulders  are  delivered  the  opera- 
tor should  determine  whether  or  not  the  cord 
is  around  the  neck,  in  which  event  it  must  be 
loosened  or,  if  this  is  impossible,  it  should  be 
cut  and  clamped. 

After  a short  pause,  he  is  ready  to  proceed 
with  the  delivery  of  the  after-coming  head. 
Two  fingers  of  the  left  hand  are  introduced 
into  the  vagina,  and  one  or  both  in  the  baby’s 
mouth  in  order  to  maintain  flexion,  the  baby 
lying  across  the  operator’s  arm.  The  head  is 
now  grasped  above  and  behind  the  pubes  with 
the  right  hand  and  firm  pressure  over  the  occi- 
put is  made  in  order  to  aid  flexion  and  guide 
the  head  through  the  pelvis.  No  traction  on 
the  lower  jaw  is  ever  permissible  on  accoimt 
of  the  danger  of  fracture. 

As  soon  as  the  mouth  is  exposed,  all  efforts 
at  delivery  are  stopped  and  the  mucus  is  milked 
out  of  the  baby’s  mouth  and  throat  by  gently 
stroking  the  front  of  the  neck,  when  the  baby 
usually  begins  to  breathe  and  frequently  to 
cry. 

In  the  event  the  perineum  is  apparently  in 
danger,  it  is  well  at  this  point  to  wait  for  a 
short  time  in  order  that  it  may  relax  or  dilate 
more  completely,  as  there  is  no  reason  for 
haste.  This  frequently  saves  a perineum  that 
might  otherwise  be  traumatized.  The  head  is 
now  slowly  and  carefully  delivered. 

The  baby,  after  being  born,  is  laid  across  the 
mother’s  abdomen  and  usually  soon  begins  to 


breathe  spontaneously.  It  is  never  advisable 
to  spank  the  baby  or  use  any  rough  manipula- 
tions. In  the  event  breathing  is  unusually  de- 
layed, a small  catheter  is  passed  into  the  larynx 
and  the  lungs  inflated ; this  is,  however,  rarely 
necessary.  Pituitrin  is  usually  administered 
immediately  after  the  baby  is  born,  after  which 
the  placenta  is  usually  expelled  spontaneously. 

If  any  great  difficulty  is  encountered  in  the 
delivery  of  the  after-coming  head,  the  delivery 
may  be  completed  by  forceps;  this  is,  however, 
extremely  rare.  In  this  event,  the  forceps  re- 
cently devised  by  Piper,  of  Philadelphia,  for 
this  particular  class  of  cases,  will  be  found 
to  be  of  great  assistance,  as  it  is  extremely 
difficult  to  apply  ordinary  forceps  to  the 
after-coming  head  without  endangering  the  life 
of  the  child  or  the  integrity  of  the  perineum. 

It  must  be  remembered  that  all  these  mani- 
pulations must  be  carried  out  with  the  utmost 
gentleness  and  deliberation.  One  should  never 
hurry,  and,  above  all  things,  one  should  never 
allow  his  fears  or  anxiety  in  the  presence  of 
an  emergency — no  matter  how  grave — to  in- 
duce him  to  expedite  delivery  to  the  point 
where  he  may  awake  too  late  to  the  fact  that 
he  is  substituting  frantic  haste  for  deliberate 
skill,  and  thereby  courting  disaster. 

I feel  that  the  following  conclusions,  which 
have  been  arrived  at  after  as  careful  and  as 
thorough  study  of  the  subject  as  was  possible 
for  me  to  make  during  the  past  five  years,  are 
fair  and  conservative: 

First,  That  in  skilled  and  trained  hands,  it 
is  a safer  method  of  delivery  for  both  mother 
and  child  than  any  other  method  with  which 
I am  at  all  familiar. 

Second,  That  the  women  delivered  by  this 
method  have  less  shock,  less  traumatism  to  the 
birth  canal,  less  infections  and  other  compli- 
cations of  the  post-partum  period,  and  that 
thqy  convalesce  more  rapidly  and  satisfac- 
torily than  with  any  other  method  of  delivery, 
not  excluding  so-called  normal  labors. 

Third,  That  it  practically  eliminates  the  use 
of  forceps,  both  high  and  low,  as  well  as  the 
traumatism  to  both  mother  and  child  that  so 
frequently  accompanies  their  use. 

Fourth,  That  intra-cranial  hemorrhages  and 
other  birth  injuries  are  less  than  in  normal 
labors. 

Fifth,  That  it  saves  life  and  it  saves  suffer- 
ing. 
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Now,  in  conclusion,  may  I not  ask,  if  these 
things  be  true,  why  should  not  this  boon  to 
womankind  be  taken  to  her  bedside  in  her  time 
of  travail,  that  her  hour  may  be  shortened,  her 
anguish  lessened,  and  her  joy  be  made  com- 
plete. 
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ETHYLENE  ANAESTHESIA.* 

By  ALFRED  P.  JONES,  M.  D„  Roanoke,  Va. 

Jefferson  Hospital. 

In  the  Journal  of  the  American  Medical  As- 
sociation for  March  17,  1923,  there  appeared 
an  article  by  A.  B.  Luckhardt  and  J.  B.  Carter, 
of  the  University  of  Chicago,  advocating  the 
use  of  ethylene  as  a general  anaesthetic.  On 
May  19,  1923,  the  same  journal  carried  an  ar- 
ticle giving  the  experience  of  surgeons  at  the 
Presbyterian  Hospital  in  Chicago,  who  had 
used  the  gas  in  one  hundred  and  six  (106) 
cases. 

In  the  issue  of  Surgery,  Gynecology  and 
Obstetrics  for  June,  1925,  Dr.  W.  J.  Mayo,  in 
reviewing  the  notable  advances  in  surgery  for 
the  past  twenty  years,  lists  the  introduction  of 
ethylene,  as  an  anaesthetic,  as  one  of  these — a 
rather  remarkable  record  for  two  years  and 
three  months.  Since  the  publication  of  the 
original  article,  reports  from  clinics  all  over 
the  country  have  appeared  endorsing  its  use. 

The  chief  advantages  of  ethylene  over 
nitrous  oxide  or  ether  are : 

1.  The  ease  and  rapidity  of  induction  of 
anaesthesia. 

2.  The  corresponding  rapidity  with  which 
patients  return  to  consciousness. 

3.  The  absence  of  cyanosis. 

4.  Muscular  relaxation  much  greater  than 
with  nitrous  oxide. 

5.  Post-operative  nausea  slight  or  absent. 

6.  In  the  poor  surgical  risk,  and  especially 
where  the  complication  is  cardiac  or  pulmo- 
nary in  nature,  it  is  relatively  safer. 

7.  The  gas  does  not  form  a chemical  com- 
bination with  the  hemoglobin,  but  is  in  solu- 
tion in  the  blood  plasma. 

The  disadvantages  are: 

‘Read  before  the  Southwestern  Virginia  Medical  Society,*  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 


1.  Ethylene  and  air  in  the  proportions  of 
four  parts  ethylene  to  ninety-six  parts  air 
form  an  exploshre  mixture. 

2.  The  capillary  oozing  seems  to  be  some- 
what increased.  This  increase  of  oozing  has 
been  observed,  at  least  by  us,  only  in  the  sub- 
cutaneous area  and  has  never  given  rise  to  any 
trouble. 

The  danger  of  explosion  was  emphasized  in 
the  second  paper  quoted  above,  and  contra-in- 
dicates the  use  of  this  gas  in  presence  of  an 
open  flame,  the  cautery,  or  an  electric  spark. 
The  widespread  and  increasing  adoption  of 
this  gas  as  an  anaesthetic  is  the  best  proof 
that  ordinary  intelligent  care  is  all  that  is 
necessary  to  prevent  an  explosion. 

The  relaxation  of  abdominal  muscles  under 
ethylene  is  greater  than  that  obtained  by  the 
use  of  nitrous  oxide,  but  considerably!-  less 
than  with  the  use  of  ether. 

When  necessary,  however,  ether  in  any  de- 
sired amount  can  be  added.  Any  of  the  gas 
machines  on  the  market  may  be  used. 

Our  own  experience  with  ethylene  began  on 
March  6,  1924,  since  which  time  we  have  used 
it  in  four  hundred  and  fifty-six  (456)  cases  up 
to  August  15th,  of  this  year. 


Gynecological: 

Major  

Minor  

Appendectomy 

Incision  and  drainage 

Resection  of  intestine  or  stomach 

Gall-bladder  

Supra-pubic  prostatectomy  and  cystotomy 

Thyroidectomy  

Breast  amputation 

Amputation  of  extremities 

Mastoid  

Reduction  of  fracture 

Removal  of  foreign  body 

Hernia  

Nephrectomy  

Orthopedic  

Minor  (general)  

Cesarean  section 


21 

107 

75 

83 

7 
11 

8 
5 

11 

18 

3 

21 

12 

12 

4 

17 

36 


As  will  be  seen  by  the  above  list,  the  variety 
of  operative  procedures  is  fairly  wide,  rang- 
ing from  gastric  resection  and  radical  breast 
amputation  on  the  one  hand,  to  drainage  of 
an  abscess  or  a “D  & C”  on  the  other. 

It  has  happened  that  we  have  had  a number 
of  tubercular  patients,  who,  besides  having 
pulmonary  involvement,  had  developed  an 
acute  surgical  condition — appendicitis  most 
commonly.  With  these  people,  the  choice  of 
an  anaesthetic  is  of  vital  importance,  and  we 
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liaA7e  found  that  ethylene  is  most  satisfactory, 
giving  requisite  muscular  relaxation,  and 
causing  no  lung  irritation. 

Summary. — Ethylene  will  not  take  the  place 
of  ether,  and  where  the  cautery  is  to  be  used, 
nitrous  oxide  is  indicated,  but  it  has  won  for 
itself  a definite  and  fairly  wide  field  of  use- 
fulness. 


THE  PLACE  OF  PITUITRIN  IN 
OBSTETRICS.* 

By  M.  PIERCE  RUCKER.  M.  D„  Richmond,  Va. 

In  1895  Oliver  and  Schafer1  discovered  that 
extracts  of  the  pituitary  body  caused  a rise  in 
blood  pressure  when  injected  intravenously. 
Thejr  described  the  action  as  being  very  simi- 
lar to  that  of  the  extract  of  the  suprarenals. 
Howell2  in  1898  found  that  the  pressor  sub- 
stance was  found  only  in  the  infundibular 
portion  of  the  pituitary  body.  He  showed  that 
it  markedly  slowed  the  heart  instead  of  acceler- 
ating it  as  Oliver  and  Schafer  had  thought. 
Dale3  in  1906  showed  that  the  infundibular  ex- 
tract had  a great  effect  on  the  uterine  muscle. 
In  1909  Blair  Bell4  came  to  the  same  conclusion 
independently  and  introduced  its  use  into  ob- 
stetrics. He  recommended  its  use  to  promote 
labor  pains  and  in  post-partum  hemorrhage, 
retention  of  urine,  and  preparatory  to  a Cesa- 
rean section.  It  is  interesting  to  note  what  is 
probably  the  first  description  of  its  action  upon 
the  human  uterus.  He  says  a single  injection 
caused  the  uterus  immediately  to  contract  into 
a blanched  ball  which  relaxed  subsequently  to 
a moderate  degree.  Two  years  later  Hofbauer,5 
Stern,6  Boudy7  and  others8  introduced  its  use 
into  German  obstetrics.  Hofbauer  was  appar- 
ently the  first  to  maintain  that  the  drug  stimu- 
lated and  strengthened  normal  uterine  contrac- 
tions. Pituitary  extract  quickly  gained  wide- 
spread popularity  among  physicians  and  even 
among  midwives.  This  can  be  readily  under- 
stood, when  it  is  recalled  that  it  produces  re- 
sults with  such  startling  rapidity.  Pharma- 
ceutical houses  and  packing  houses  vied  with 
each  other  in  producing  first  a potent  prepara- 
tion, and  then  a uniform  product.  Little  ef- 
fort was  made  to  determine  its  action  upon 
the  human  uterus.  As  a result,  many  erroneous 
and  conflicting  statements  have  appeared  in  the 
literature.  It  is  commonly  stated  that  it  will 

*Read  before  the  Alleghany-Bath  Comity  Medical  Society, 
September  11,  1925. 


not  produce  an  abortion  or  start  labor,  and 
yet  Watson9  and  others10- 23  use  it  constantly  for 
that  purpose.  It  is  proclaimed  that  it  strength- 
ens normal  uterine  contractions,  and  yet  noth- 
ing could  be  further  from  the  truth11.  I am 
proud  to  say  that  Americans  were  the  first 
to  recognize  the  dangers  of  the  drug.  At  the 
meeting  of  the  American  Gynecological  So- 
cietA^12  in  1913,  a distinct  note  of  warning  was 
sounded,  especially  by  Cragin,  Polak  and 
Shuddiford.  The  next  year  our  own  Dr.  John 
Winn13  at  the  meeting  of  the  Medical  Society 
of  Virginia  said  he  saw  no  need  of  pituitrin  if 
one  knew  how  to  use  forceps.  In  1916  and 
again  in  1917  Mundell14  made  exhaustive 
studies  of  the  reported  catastrophies  that  had 
folloAved  the  use  of  pituitary  extract  in  ob- 
stetrics. 

The  two  outsanding  characteristics  of  pitui- 
tary extract  are  (1)  its  effect  upon  blood  pres- 
sure and  (2)  its  effect  upon  uterine  muscle. 
These  two  actions  are  so  constant  that  they  are 
utilized  in  the  two  methods  of  testing  the  prepa- 
rations that  are  put  on  the  market.  The  ob- 
stetrician must  take  into  account  both  actions. 
Along  with  the  rise  in  blood  pressure  there  is 
a depression  of  the  heart  itself.  This  is  thought 
to  be  due  to  the  direct  action  of  the  drug;  on 
the  heart  muscle.  Constriction  of  the  coronary 
arteries  may  also  play  a part. 

It  is  the  action  of  pituitary  extract  upon 
uterine  muscle  that  gave  this  substance  such 
tremendous  A7ogue  in  obstetrics.  I desire  to 
direct  your  attention  to  two  features  of  this 
action:  First,  the  A'ariability  of  response.  It 
is  a well-known  clinical  fact  that  some  uteri 
show  little  if  any  response  to  ordinary  or  even 
large  doses.  Other  uteri  give  a tremendous 
response  to  very  small  doses.  No  reason  has 
been  suggested  for  such  variation,  and,  what 
is  more  important,  there  is  no  Avay  of  telling 
beforehand  what  sort  of  response  you  are  going 
to  get  in  any  particular  case.  Not  only  do  uteri 
differ  in  their  sensitiveness  to  this  drug,  but 
the  same  uterus  Araries  according-  to  its  func- 
tional  state.  The  uterus  reacts  more  promptly 
and  more  energetically  the  nearer  the  preg- 
nancy is  to  term.  Tayo  minims  of  pituitrin 
will  give  a quicker  and  more  energetic  action 
in  the  first  stage  of  labor  than  tAvo  and  a half 
times  that  amount  when  labor  is  induced  pre- 
maturely. In  the  former  case  a definite  re- 
sponse begins  within  two  minutes  whereas  in 
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the  latte'r  it  takes  from  five  to  eight  minutes 
before  any  effect  is  seen.  After  labor  is  com- 
pleted the  uterus  quickly  loses  this  heightened 
sensitiveness  to  pituitary  extract.  I have  some 
external  hysterograms,  made  according  to  Rub- 
samen’s15  method,  that  were  made  immediately 
after  the  expulsion  of  the  after-birth.  These 
show  a lapse  of  six  minutes  from  the  time  of 
injection  of  1 c.c.  of  pituitrin  to  the  beginning 
of  any  pituitary  effect. 

The  second  point  to  which  I wish  to  call 
your  attention  is  the  character  of  the  response. 
Even  the  smallest  doses  cause  a series  of  con- 
tractions without  any  pause  between  them. 
The  result  is  an  increase  in  intrauterine  pres- 
sure. This  effect  can  be  demonstrated  and 
measured  even  when  clinically  there  is  no  ap- 
parent action.  I16  have  internal  hysterograms 
that  show  such  an  incomplete  tetanus,  lasting 
twenty  minutes  and  yet  the  patient  dosed  off 
to  sleep  after  the  hypodermic  was  given.  When 
the  dose  is  large  enough  to  give  any  clinical 
effect,  there  is  a great  increase  in  the  intra- 
uterine pressure  and  the  effect  lasts  much 
longer. 

To  summarize,  the  action  of  pituitary  ex- 
tract on  the  circulator^7  system  is  to  increase 
the  blood  pressure  by  constricting  the  smaller 
arteries  and  at  the  same  time  to  depress  the 
heart  by  direct  action  on  the  cardiac  muscle. 
Its  action  upon  the  uterus  is  to  elicit  an  in- 
complete tetanus  even  in  the  smallest  doses. 
Moreover,  there  is  great  variation  in  response 
of  different  uteri  that  cannot  be  foreseen. 

Before  considering  to  what  practical  use 
pituitary  extract  could  be  put,  let  us  for  a 
moment  discuss  the  physiology  of  the  fetus. 
The  fetus  semi-floats  in  amniotic  fluid.  It  is 
protected  from  loss  of  heat.  Fetal  movements 
are  slight.  Respiratory  movements  do  not 
occur.  There  is  no  digestion.  Development 
and  growth  are  the  chief  functions  of  the  fetus. 
Food  radicles  and  oxygen  are  supplied  in  as- 
similable form  by  the  mother  by  wav  of  the 
placenta  and  C O*,  and  the  end-products  of 
metabolism  are  gotten  rid  of  by  the  same  route. 
The  details  of  this  transference,  so  far  as  they 
are  known,  are  well  described  in  a recent  criti- 
cal review  by  Straclian.17  There  is  some  evi- 
dence that  the  placenta,  especially  in  the  earlier 
months  of  pregnancy,  may  also  assume  some  of 
the  functions  of  the  internal  organs  of  the 
fetus,  such  as  the  liver,  until  those,  organs  de- 


velop sufficiently  to  take  over  their  own  duties. 
Hofbauer18  describes  certain  reticulum  cells 
that  are  found  in  young  human  placentae. 
These  cells  increase  in  numbers  and  persist  in 
older  placentae  in  the  presence  of  acute  and 
chronic  infections.  This  he  believes  to  be  a 
part  of  the  defensive  mechanism  of  the  fetus. 
Be  that  as  it  may,  the  placenta  in  the  latter 
months  of  pregnancy  is  to  all  intents  and  pur- 
poses a vast  permeable  membrane  some  seventy 
square  feet19  in  extent  that  separates  the  fetal 
from  the  maternal  blood.  The  interchange  of 
dializable  substances  is  so  complete,  as  the 
work  of  Slemmons20  has  shown,  that  the  con- 
tents of  the  two  bloods  are  the  same.  On  the 
maternal  side  of  this  membrane  the  blood  cir- 
culates sluggishly  in  venoirs  sinuses  which 
empty  and  fill  with  the  contraction  of  the 
uterus.  The  contraction  and  relaxation,  es- 
pecially the  relaxation,  is  very  necessary  to 
maintain  the  circulation  of  maternal  blood  in 
the  uterine  sinuses  and,  therefore,  to  the 
proper  oxygenation  of  the  fetal  blood. 

In  trying  to  determine  the  proper  place  of 
pituitary  extract  in  obstetrics,  one  must  con- 
sider not  only  the  mother  but  also  the  baby. 
Sometimes,  I think  undue  emphasis  has  been 
laid  on  the  maternal  catastrophies  that  have 
followed  its  use.  While  more  cases  of  rup- 
tured uteri  and  maternal  deaths21  have  been 
reported  in  connection  with  pituitrin  in  the 
brief  period  of  fifteen  years  than  have  been 
reported  in  connection  with  ergot22  in  the  first 
forty  years  it  was  used  antepartumly,  these 
are  the  unfortunate  exceptions  rather  than  the 
rule.  On  the  other  hand,  every  time  that 
pituitary  extract  is  given  antepartumly,  there 
is  a serious  interference  with  the  placental  cir- 
culation, and,  unless  delivery  takes  place  with- 
in a few  minutes,  the  fetus  suffers.  This  is 
the  explanation  of  the  increased  number  of 
still-births  that  follow  its  use.  DeLee.  in 
discussing  Sharpe’s  paper  at  the  last  meeting 
of  the  American  Medical  Association,  made  the 
statement  that  his  pathologist  could  tell,  when 
doing  an  autopsy,  if  the  mother  had  been  given 
pituitrin,  simply  by  looking  at  the  fetal  brain. 

In  the  light  of  the  action  of  pituitary  ex- 
tract and  the  physiology  of  the  placenta,  it 
would  seem  unwise  to  use  this  substance  before 
the  birth  of  the  baby  except  in  Cesarean  sec- 
tion when  about  to  make  the  uterine  incision. 
Here  it  is  a distinct  advantage,  lessening  the 
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hemorrhage  and  contracting  the  uterus  so  as 
to  make  suturing  it  easier.  If  the  sutures  are 
placed  in  a contracted  uterus  they  are  not  so  apt 
to  tear  out  as  when  placed  in  a flabby  organ 
that  afterwards  contracts.  In  antepartum 
hemorrhage,  when  there  is  a placenta  praevia 
or  when  the  placenta  is  situated  in  the  body  of 
the  uterus,  Burgess24  strongly  recommends  a 
gauze  pack  in  the  cervix  and  vagina,  and  small 
doses  of  pituitrin.  The  prognosis  for  the  child 
is  bad  in  such  cases  regardless  of  how  they 
are  handled,  and  the  chief  thing  to  be  feared 
in  such  practice  is  a ruptured  uterus  at  the 
placental  site. 

The  use  of  pituitary  extract  in  the  third 
stage  is  a debatable  one.  Ryder23,  Brodehead 
and  Langrock26,  Hefferman27,  Potter28,  and 
Pomeroy29,  find  that  it  lessens  bleeding  and 
shortens  the  placental  stage.  On  the  other 
hand,  hour-glass  contractions,  with  gx-eat  de- 
lay in  the  delivery  of  the  placenta,  have  been 
reported.  After  delivery,  it  has  been  used  to 
stop  postpartum  hemorrhage.  It  should  be  re- 
membered that  it  takes  longer  to  act  at  this 
time  than  it  does  antepartumly  and  too  great 
reliance  should  not  be  put  in  it  for  that  l’eason. 
The  effect  is  somewhat  transitory,  and  it  is 
usually  recommended  to  bolster  its  action  with 
ergot.  There  is  another  way  of  prolonging  its 
action  that  I have  never  seen  mentioned,  and 
that  is  to  give  it  continously  in  a hypoclermo- 
clysis.  The  effect  is  almost  as  prompt,  just  as 
strong  and  lasts  for  several  hours.  This  is  the 
principal  use  I make  of  pituitrin.  When  a 
patient  flows  too  much  to  be  normal  and  yet 
not  enough  to  justify  packing  the  uterus,  I 
give  1 c.c.  of  pituitrin  in  200  c.c.  saline  under 
the  breast  by  the  drop  method. 

Finally,  I wish  to  call  your  attention  to  the 
happy  effect  on  the  bladder  in  what  might  be 
called  postpartum  cystic  inertia,  and  in  those 
fortunately  rare  obstetric  complications — ileus 
and  acute  dilatation  of  the  stomach.  While  it 
will  replace  neither  the  catheter,  the  rectal 
tube,  nor  the  stomach  tube,  it  is  often  of  de- 
cided benefit. 

In  conclusion,  I trust  I have  indicated  in  a 
general  sort  of  way  the  uses  and  dangers  of 
pituitary  extract.  Recognition  of  the  dangers 
is  becoming  general30-  31-  32> 33.  In  many  respects 
obstetrics  is  like  playing  a game  of  golf.  Each 
player  must  choose  his  own  clubs,  being  guided 
in  his  choice  by  the  lie  of  the  ball  and  his  own 


skill  or  limitations.  I would  liken  pituitary 
extract  to  the  niblick.  It  is  not  a club  to  use 
when  everything  is  going  well,  but  only  when 
you  get  into  difficulties.  Even  then  its  use  is 
limited,  and  unless  it  is  used  with  discretion 
and  skill,  you  will  play  havoc  with  your  scoi’e, 
and  very  often  destroy  the  little  ball. 

References. 

1.  Oliver,  G.  and  Schafer,  E.  A.:  On  the  Action 

of  the  Extract  of  Adrenals.  J.  Physiol,  18:277, 
1S95. 

2.  Howell,  William  H.:  The  Physiological  Effects 

of  Extracts  of  the  Hypophysis  Cerebri  and 
Infundibular  Body.  J.  Exper.  Med.,  3:245, 
1898. 

3.  Dale,  H.  H. : On  Some  Physiological  Actions  of 

Ergot.  J.  Physiol.,  24:163,  1906. 

4.  Bell,  W.  Blair:  The  Pituitary  Body.  Brit.  M.  J., 

2:1609,  1909. 

5.  Hofbauer,  J.:  Hypophysen  Extract  als  Welien- 

mittel.  Zntrbl.  f.  Gynak,  35:137,  1911. 

6.  Stern,  P. : Wehenverstarkung  und  Wehenerre- 

gung  durch  Pituitrin.  Berliner  Klin., 
Wchnschr.,  48:1459,  1911. 

7.  Boudy,  Oskar:  Pituitrin  in  der  Geburtshilfiichen 

Praxis.  Berliner  Klin.  Wchnschr.,  48:1461, 
1911. 

8.  Bagger-Jorgensen:  Pituitrin  als  Wehentreiben- 

des  Mittel.  Zntrbl.  f.  Gynak.,  35:1305,  1911. 

8.  Kroemer,  P. : Pituitrin  als  Vorbereitung  zum 

Kaiserschnitt  und  als  Mittel  gegen  Wehen- 
schwache.  Zntrhl.  f.  Gynak,  35:1361,  1911. 

9.  Watson,  B.  P.:  Further  Experience  With 

Pituitary  Extract  in  Induction  of  Labor.  Am. 
J.  Obst . & Gynec.,  4:603,  1922. 

10.  Stein,  A.:  On  the  Use  of  Very  Small  Doses  of 

Pituitrin  in  Inducing  Labor  at  Term  in  Com- 
bination with  Nitrous  Oxide  Anesthesia  to 
Alleviate  the  Labor  Pains.  Am.  J.  Obst.,  80: 
470,  1919. 

11.  Haskell,  Charles  C.,  and  Rucker,  M.  Pierce: 

The  Action  of  Ergot  and  Solution  of  Hypo- 
physis on  the  Uterus.  Am.  J.  Obst.  and 
Gynec.,  4:608,  1922. 

12.  Cragin,  E.  B.:  Under  What  Conditions  Should 

Uterine  Inertia  Be  Treated  by  Artificial  De- 
livery? Tr.  Am.  Gynec.  Soc.,  38: — , 1913. 

13.  Winn,  John  F.:  Tr.  Med.  Soc.  of  Virginia,  45: 

50,  1914. 

14.  Mundell,  J.  J.:  Pituitrin  In  Labor.  Am.  J. 

Obst.,  73:306,  1916. 

The  Present  Status  of  Pituitary  Extract  In 
Labor.  J.  A.  M.  A.,  68:1601,  1917. 

15.  Rubsamen,  W.:  Arch  f.  Gynak,  1121:459,  1920. 

16.  Rucker,  M.  Pierce:  The  Action  of  Pituitary  Ex- 

tract. J.  A.  M.  A.,  85:  1925. 

Glucose  as  an  Oxytoxic,  New  York  M.  J.  & 
Record,  1925. 

17.  Strachan,  Gilbert  I.:  The  Physiology  of  the 

Placenta.  J.  Obst.  and  Gynec.,  Brit.  Empire, 
32*89  1925. 

IS.  Hofbauer,  J.:  The  Function  of  the  Hofbauer 

Cells  of  the  Chorionic  Villus,  Particularly  in 
Relation  to  Acute  Infection  and  Syphilis.  .Am. 
J.  Obst.  and  Gynec.  10:1,  1925. 

19.  Dodds,  G.  S.:  The  Area  of  the  Chorionic  Villi 

in  the  Full  Term  Placenta.  Anat.  Records, 
24:287,  1922. 

20.  Slemmons,  J.  M.,  and  Stander:  The  Lipoids 

of  Maternal  and  Fetal  Blood  at  the  Conclusion 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


593 


of  Labor.  Bull.  Johns  Hopkins  Hospital,  34: 
7,  1923. 

Slemmons:  The  Nutrition  of  the  Fetus.  New 

Haven,  Yale  Vniv.  Press,  1919. 

Slemmons  and  Stander:  The  Fats  and  Lipoids 

in  the  Blood  of  Mother  and  Fetus.  Trans. 
Am.  Soc.  Clin.  Investigation,  1918. 

21.  Rucker,  M.  Pierce,  and  Haskell,  C.  C. : Rup- 

ture de  l’uterus  et  mort,  de  la  mere  apres 
emploi  de  la  pituitrine.  Rev.  franc  de  Gynec. 
et  d'Obst,  19:65,  1924. 

22.  Trask:  Am.  J,  M.  8c.,  15:391,  1848. 

23.  Williams,  J.  W.:  Use  of  Extracts  of  Pituitary 

Gland  in  Obstetrics.  J.  A.  M.  A.,  83:1768,  1924. 

24.  Burgess,  H.  C. : Hemorrhage  in  the  Last 

Trimester  of  Pregnancy.  Am.  J.  Obst.  d 
Gynec.,  10:49,  1925. 

25.  Ryder,  George  H.:  The  Administration  of 

Pituitrin  at  Beginning  of  Third  Stage  of  Labor. 
Am.  J.  Obst.  d Gynec.,  2:61,  1921. 

26.  Brodehead,  G.  L.,  and  Langrock,  E.  G.:  Study 

of  Pituitary  Extract  at  Beginning  of  Third 
Stage  of  Labor — Its  Use  in  One  Hundred 
Cases.  Amer.  J.  Obst.  d Gynec.,  3:170,  1922. 

27.  Hefferman,  R.  J. : Pituitrin  in  Third  Stage  of 

Labor.  Boston  M.  and  8.  J..  185:443,  1921. 

28.  Potter,  Irving  W. : The  Place  of  Version  in 

Obstetrics.  St.  Louis,  C.  V.  Mosby  Company, 
1922,  p.  102. 

29.  Pomeroy,  Ralph  H.:  Am.  J.  Obst.  d Gynec., 

10:136,  1925. 

30.  Rucker,  M.  Pierce,  and  Haskell,  C.  C.:  The 

Dangers  of  Pituitary  Extract,  Some  Clinical 
and  Experimental  Observations.  J.  A.  M.  A., 
76:1390,  1921. 

31.  Samuel,  Max.:  Ueber  Gefahren  bei  der  An- 

wendung  der  Hypophysenfraparate.  Klin. 
Wchnschr.,  1:1859,  1922. 

32  Cheinisse,  L.:  Les  Dangers  de  1’extrait  Hypo- 

physane  en  obstetrique.  Presse  med.,  30:302, 
1922. 

33.  Deutschmann,  D.:  A Plea  for  Discontinuing 

the  Use  of  Pituitrin  in  Intrapartum  Practice. 
Neiv  York  M.  J.  and  Record,  121:164,  1925. 


THE  MANAGEMENT  OF  LABOR.* 

By  HOWARD  F.  KANE,  A.  B„  M.  D„  F.  A.  C.  S., 
Washington,  D.  C. 

Associate  Professor  of  Obstetrics,  George  Washington 
University. 

The  subject  of  this  paper  may  seem  to  be 
of  too  elementary  a nature  to  be  worthy  of 
the  consideration  of  this  Society.  Sometimes, 
however,  it  is  well  to  look  into  procedures 
which  we  have  become  accustomed  to  regard 
as  more  or  less  stereotyped  and  to  endeavor 
to  find  means  of  improving  them. 

The  obstetrician  is  often  told  by  workers 
in  other  branches  of  the  profession  that,  while 
in  all  other  departments  of  medicine  amazing 
progress  has  been  made,  the  mortality  and 
morbidity  in  obstetrics  are  no  less  now  than 
they  have  been  for  centuries  past.  While  this 
statement  is  not  entirely  correct,  there  is  much 
truth  in  it,  and  for  a reason.  Surgery  is  done 

*Read  at  a meeting  of  the  Hippocrates-Galen  Medical  Society, 
March  13,  1924. 


by  surgeons,  opththalmology  is  in  the  hands 
of  men  who  have  made  special  study  of  the 
eye,  and  work  in  nearly  every  other  branch 
of  medicine  is  carried  on  by  persons  trained 
to  do  the  particular  things  they  undertake. 
Who  does  most  of  the  obstetrics? 

A man  Avho  needs  to  have  his  gall-bladder 
removed  will  be  careful  to  have  a trained  sur- 
geon called  to  operate.  If  he  has  tonsillitis, 
he  demands  the  services  of  a specialist.  If 
his  wife  is  to  have  a baby,  he  thinks  that  any- 
one with  a license  to  practice  medicine  is  en- 
tirety competent  to  attend  her.  Many  women, 
through  ignorance  or  poverty,  are  denied  the 
care  of  any  physician  and  must  depend  on  un- 
trained women.  Failure  to  realize  the  gravity 
of  child-bearing  is  not  confined  to  the  laity. 
Many  physicians,  poorly  trained,  attempt 
versions,  forceps  deliveries,  and  even  the  most 
serious  and  still  most  commonly  resorted-to 
procedure  of  manual  removal  of  the  placenta. 
Few  of  these  men  would  open  an  abdomen, 
but  if  a man  is  clean,  he  can  enter  the  peri- 
toneal cavity  and  remove  an  appendix  with 
infinitely  less  danger  to  the  patient  than  he 
can  invade  a recently  pregnant  uterus  and 
remove  the  secundines. 

Most  obstetrics  is  done  by  the  general  prac- 
titioner, and  rightly  so.  It  is  he  who  should 
attend  the  cases  of  pregnancy  which  occur 
among  his  patients,  while  the  services  of  the 
obstetrician  should,  for  the  most  part,  be  re- 
served for  those  occasions  where  special 
knowledge  and  skill  are  needed. 

The  type  of  man  who  will  attempt  opera- 
tions which  are  betmnd  his  powers  is  slowly 
disappearing,  but  there  is  still  too  little 
realization  of  the  possibilities  in  regard  to  the 
safety,  comfort  and  future  health  of  the 
woman  Avho  goes  through  a so-called  normal 
labor. 

The  work  done  in  recent  years  on  the  sub- 
ject of  surgical  shock  has  shown  that  this 
condition,  so  important  that  it  may  swing  the 
balance  from  life  to  death,  is  greatly  increased 
by  traumatism,  hemorrhage,  pain,  fatigue, 
and  fear.  In  operative  work,  we  all  attempt 
to  eliminate  these  factors,  and  surgery  has  been 
made  safer  and  less  uncomfortable  for  the 
patients.  In  obstetrics,  little  thought  has  been 
given  to  the  prevention  of  shock,  although 
obstetrical  shock  is  no  less  a fact  than  is 
surgical  shock.  It  is  even  more  important  to 
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prevent  shock  in  labor  than  at  an  operation. 
In  the  latter,  the  patient  merely  has  to  get 
well;  after  labor,  she  must  not  only  recover, 
but  she  must  do  it  so  surely  and  so  quickly 
that  she  will  be  able  to  sustain  the  life  of 
her  baby  by  providing  nourishment  for  it. 

In  the  first  stage  of  a normal  labor,  trauma 
and  hemorrhage  are  not  encountered;  pain, 
fatigue,  and  fear  are  usually  marked. 

The  time  to  begin  to  combat  fear  is  at  the 
first  visit  of  the  patient.  She  should  see  her 
physician  frequently  during  pregnancy,  not 
only  for  the  necessary  examinations,  but  that 
she  may  feel  she  is  beinof  cared  for  and  that 
he  may  gain  her  complete  confidence.  Dur- 
ing labor  the  doctor  should  see  his  patient 
often.  During  the  second  stage,  at  least,  he 
should  be  in  or  near  the  delivery  room,  and 
she  should  know  it.  Much  of  the  screaming 
by  women  in  labor  is  due  to  fear  rather  than 
to  pain.  Everyone  has  seen  a patient  become 
quiet  and  “use  her  pains”  as  soon  as  the  doc- 
tor arrives,  though  she  has  been  screaming 
and  tossing  wildly  about  when  she  thought 
that  he  was  not  at  hand  in  case  of  need.  Pa- 
tients are  seldom  unmanageable  if  they  are 
properly  trained  during  pregnancy. 

Pain  and  fatigue,  during  the  first  stage,  can 
be  much  lessened  by  the  use  of  hypnotics. 
Practically  every  sedative  drug  has  been  used 
for  this  purpose,  and  there  are  several  which 
seem  to  have  good  effects.  The  drug  par  ex- 
cellence is  morphine.  It  not  only  gives  the 
greatest  relief  from  pain,  but  has  a marked 
softening  effect  on  the  cervix.  Even  though 
the  pains  become  less  severe  and  the  contrac- 
tions less  frequent,  though  the  patient  may 
go  to  sleep  for  an  hour,  the  labor  is  shortened 
through  the  more  rapid  dilatation  of  the 
softened  cervix  and  by  the  renewed  strength 
of  the  contractions  in  a patient  refreshed  by 
even  a short  sleep.  The  use  of  a 50  per  cent 
solution  of  magnesium  sulphate  in  conjunc- 
tion with  the  morphine,  as  advised  by  Gwath- 
mey,  increases  and  lengthens  the  hypnotic 
action  without  adding  toxicity. 

111  effects  on  the  fetus  have  been  feared  in 
the  use  of  morphine.  At  Rotunda  Hospital, 
Dublin,  where  massive  doses  of  the  drug  are 
given  in  the  treatment  of  eclampsia,  no  harm- 
ful effect  on  the  child  has  been  noted.  When 
“Twilight  sleep”  was  being  studied  at  nearly 
all  the  clinics  of  this  country,  the  warn- 


ing was  that  morphine  should  not  be  given 
within  three  hours  of  the  expected  time  of 
delivery.  It  was  said  that  that  length  of  time 
must  elapse  before  the  fetus  could  eliminate 
the  drug  in  utero,  and  that  a baby  born  while 
still  affected  by  morphine  would  be  slow  in 
responding  to  respiratory  stimuli. 

Many  times  has  the  lessening  of  pain  and 
the  increase  in  the  power  of  uterine  contrac- 
tions caused  the  writer  to  misjudge  the  time 
of  delivery,  and  never  has  a child  seemed  to 
be  suffering  from  morphinism,  though  born 
within  an  hour  after  administration  of  the 
drug.  Sometimes  babies  born  after  the  use 
of  morphine  have  needed  gentle  resuscitation, 
but  the  respiratory  delay  could  usually  be 
traced  to  toxemia  or  anaesthesia. 

Morphine  lessens  fatigue  in  the  first  stage 
by  allowing  the  patient  to  rest  between  pains. 
Even  though  the  pains  are  not  entirely 
stopped,  the  patient  usually  dozes  or  perhaps 
falls  into  a deep  sleep  between  contractions. 

Pain,  fatigue  and  fear  are  lessened  in  the 
second  stage  by  the  use  of  an  anaesthetic  with 
each  pain.  For  administration  over  a longer 
period  of  time,  gases  such  as  ethylene  and 
nitrous  oxide,  are  to  be  preferred.  Ether  gives 
excellent  results  if  not  employed  for  more 
than  an  hour.  If  given  for  a longer  period 
the  child  may  suffer  from  its  effects.  The 
analgesia  secured  bv  giving  gas  or  ether  with 
each  pain  enables  the  patient  to  use  her  volun- 
tary expulsive  muscles  to  the  limit.  At  the 
crisis  of  the  contraction  she  does  not  “hold 
back”  because  there  is  no  pain.  This  extra 
exertion  on  the  part  of  the  mother  probably 
shortens  the  second  stage  considerably.  By 
inducing  anaesthesia  at  the  end  of  the  second 
stage,  the  patient  can  be  spared  the  excruciat- 
ing pain  which  attends  the  birth  of  the  head. 

Besides  adding  to  the  pain,  fatigue,  and 
fear,  an  unduly  long  second  stage  may  re- 
sult in  injury  to  the  child.  Hours  of  compres- 
sion of  the  head  due  to  resistance  encountered 
in  the  pelvis  may  result  in  future  mental  im- 
pairment. Stein,  after  studying  the  histories 
of  adult  imbeciles  and  other  mental  defec- 
tives, found  that  the  majority  were  born  after 
long,  hard,  but  so-called  normal  labors.  Very 
few  gave  the  history  of  having  been  delivered 
by  forceps.  Englekens,  of  Amsterdam,  and 
others  have  reached  a similar  conclusion.  It 
is  not  possible  to  fix  a definite  length  of  time, 
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but  if,  after  two,  or  at  most  three  hours,  the 
head  fails  to  make  progress  through  the  pel- 
vis, forceps,  properly  applied,  following 
manual  rotation  if  the  occiput  is  posterior, 
will  best  conserve  the  interests  of  mother  and 
child.  This  does  not  mean  that  the  head 
should  be  pulled  hurriedly  through  the  pel- 
vis. Sudden  compression  is  followed  by  rapid 
expansion  of  the  cranial  bones,  with  fre- 
quent tearing  of  the  tentorium  cerebelli,  fol- 
lowed by  intracranial  hemorrhage.  Holland, 
in  a large  number  of  autopsies  on  still-born 
babies  and  those  who  died  shortly  after  birth, 
found  intracranial  hemorrhage  in  51  per  cent. 
Of  the  dead  babies  delivered  as  breeches,  88 
per  cent  showed  lacerations  of  the  tentorium. 

Pituitrin,  by  forcing  the  head  rapidly  past 
the  resisting  forces  of  the  pelvis,  causes  this 
quick  compression  and  expansion.  This  is 
an  important  but  seldom  considered  addition 
to  the  number  of  reasons  for  believing  that 
pituitrin  is  absolutely  contraindicated  in  the 
second  stage  of  labor. 

Formerly  the  writer  expended  much  effort 
in  trying  to  prevent  lacerations  of  the  peri- 
neum. Frequently,  his  efforts  were  rewarded 
by  the  finding  of  an  apparently  intact  outlet 
after  the  delivery  of  even  an  over-sized  child. 
At  that  time  he  was  not  so  insistent  on  follow- 
up examinations,  and  many  of  his  patients 
were  not  seen  after  their  discharge.  Some, 
however,  presented  themselves  for  care  dur- 
ing subsequent  pregnancies.  Examination 
regularly  revealed  a slightly  relaxed  outlet 
with  perhaps  a small  rectocele.  Almost  al- 
ways a small  cystocele  was  found.  The  cause 
of  this  condition  was  an  overstretching  or 
subcutaneous  laceration  of  pelvic  structures. 

Unless  the  child’s  head  is  very  small  and 
the  perineum  is  unusually  dilatable,  it  is  al- 
most impossible  to  accomplish  the  delivery  of 
a primipara  without  damage  to  the  pelvic 
floor.  Probably  a small  laceration,  properly 
repaired,  does  less  damage  than  the  delivery 
of  a child  “without  a tear.”  The  laceration 
will  be  uneven  and  may  extend  far  up  into 
the  vagina,  so  the  operation  of  episiotomy 
was  devised.  This  may  consist  of  the  incision 
on  either  or  both  sides  of  the  perineum  or  down- 
ward in  the  midline.  The  last  named  method, 
properly  called  perineotomy,  seems  to  be  the 
best,  for  several  reasons.  It  separates  the 
perineal  tissues  in  the  median  raphe  instead  of 


cutting  muscles.  It  is  easier  to  repair  at  a 
secondary  operation  should  one  become  neces- 
sary. The  oblique  incision,  when  healed,  some- 
times causes  distortion  of  the  outlet  by  contrac- 
tion of  the  scar. 

Three  sutures  of  20-day  chromic  cat-gut 
No.  2 will  close  the  usual  perineotomy. 
Many  operators  fear  absorbable  sutures  in  the 
perineum  and  use  silk-worm  gut  or  a similar 
suture.  These  are  often  difficult  to  remove, 
as  well  as  painful  to  the  patient.  They  form 
excellent  paths  for  infection.  Chromic  cat- 
gut, if  not  buried,  will  be  so  affected  by  per- 
spiration, lochia,  and  urine  that  it  will  be  ab- 
sorbed before  healing  has  progressed  suffi- 
ciently and  the  wound  will  break  down. 
Therefore,  it  is  important  that  all  chromic 
sutures  should  be  inserted  just  beneath  the 
skin  and  emerge  under  the  vaginal  mucosa 
so  that  they  will  be  completely  buried. 

Examination  after  two  months  will  in  al- 
most every  case  reveal  a perineum  which  on 
inspection  and  palpation  can  scarcely  be  dis- 
tinguished from  a nulliparous  outlet.  Cysto- 
cele is  rare  after  perineotomy.  Subsequent 
labors  necessitate  other  perineotomies,  but  the 
results  seem  to  be  as  good  after  second  and 
third  operations  as  after  the  first. 

In  the  third  stage,  the  factors  which  pro- 
duce shock  are  trauma  and  hemorrhage. 
Vigorous  kneading  and  squeezing  of  the 
uterus  can  cause  much  bruising  of  the  uterine 
muscles.  This  is  usually  unnecessary  and 
only  subjects  the  patient  to  useless  trauma. 
Pituitrin  given  as  soon  as  the  child  is  born 
shortens  the  third  stage,  causes  firmer  con- 
tractions, and  thereby  lessens  hemorrhage. 
Two-thirds  of  post-partum  hemorrhages  are 
caused  directly  by  mismanagement  of  the 
third  stage  of  labor.  One  of  the  best  tests 
for  an  obstetrician  is  his  ability  to  control  his 
activities  until  nature  has  separated  the  pla- 
centa from  the  uterine  wall  and  has  deposited 
it  in  the  lower  uterine  segment  or  vagina. 

Attention  to  the  finer  details  of  the  manage- 
ment of  labor  results  in  the  rapid  recupera- 
tion and  convalescence  of  the  mother.  This 
is  of  marked  benefit  to  the  child,  as  the  qual- 
ity and  quantity  of  mother’s  milk  is  un- 
doubtedly influenced  by  her  physical  and  men- 
tal condition.  If  we  are  able  to  remove  any 
of  the  dread  of  childbirth,  we  ai'e  surely  help- 
ing to  prevent  the  spread  of  race  suicide. 
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Constant  and  careful  observation  during 
pregnancy,  with  sympathetic  and  skillful 
management  of  labor,  will  produce  that  which 
is  the  sole  aim  of  obstetrics — a mother  un- 
damaged by  childbirth  and  a baby  starting 
life  unhandicapped  by  birth  injuries. 
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REMARKS  ON  FOREIGN  BODIES  IN  THE 
AIR  AND  FOOD  PASSAGES.* 

By  FLETCHER  D.  WOODWARD,  M.  D.„  Charlottesville,  Va. 
From  the  Department  of  Otolaryngology,  University  Virginia 
Hospital. 

Foreign  bodies  in  the  air  and  food  passages 
should  no  longer  be  considered  as  curiosities; 
they  occur  so  frequently  that  we  might  better 
say  they  are  of  common  occurrence.  Only  re- 
cently, Dr.  Chevalier  Jackson  reported  a series 
of  over  1,200  cases  from  his  clinic  alone,  and 
in  the  past  month  we  have  had  two  such  cases 
at  the  University  Hospital,  which  I wish  to 
report  at  this  time. 

Since  the  general  men  are  the  ones  to  see 
these  cases  first,  I wish  to  discuss  briefly  the 
etiology,  symptomatology  and  diagnosis,  for 
the  early  recognition  of  this  condition  is  of 
vital  importance. 

In  regard  to  etiology , carelessness  is  the  most 
frequent  contributing  factor,  for  nearly  always 
the  patient  had  been  holding  in  the  mouth 
foreign  bodies  which  did  not  belong  there,  such 
as  tacks,  pins,  marbles,  coins,  etc.  Small  chil- 
dren, in  imitation  of  their  elders,  had  done  the 
same  thing,  and  babies  have  been  left  within 
reach  of  open  safety  pins,  given  improper 
things  to  play  with,  or  else  improperly  pre- 
pared food.  We  note  that  the  majority  of 
such  accidents  occur  in  children  under  five 
years  of  age. 

Symptomatology  and  Diagnosis. — The  initial 
symptoms  are  choking,  gagging,  coughing  and 
wheezing,  often  followed  by  a symptomless  in- 
terval. The  foreign  body  may  be  in  the  nasal 
chambers,  nasopharynx,  pharynx,  larynx,  tra- 
chea, bronchi,  esophagus,  stomach  or  intestinal 
canal,  or  perhaps  passed  by  bowel,  coughed  or 


spat  out,  with  or  without  knowledge  of  the 
patient,  or,  again,  the  initial  coughing  or  chok- 
ing may  have  been  forgotten.  With  a history 
of  foreign  bodies  having  disappeared  from  the 
mouth,  or  any  of  the  initial  symptoms  listed 
above,  the  presence  of  a foreign  body  should 
be  suspected  until  its  absence  is  proved,  for 
the  oversight  of  a foreign  body  may  lead  to 
grave  complications,  and  especially  is  this  true 
when  the  symptomless  interval  is  considered. 

Laryngeal  Foreign  Body:  We  usually  have 
an  initial  laryngeal  spasm,  followed  by  a 
wheezing  respiration,  croupy  cough  and  vary- 
ing degrees  of  impairment  in  phonation.  Pain 
may  be  present,  and  located  in  the  laryngeal 
regions  or  referred  to  the  ears.  There  may  also 
be  dyspnoea  and  cyanosis,  with  inspiratory  in- 
drawing  of  the  supra-sternal  notch,  supra- 
clavicular and  intercostal  spaces,  and  lower 
sternum.  These  foreign  bodies  may  be  quickly 
fatal,  due  to  subglottic  oedema  or  occlusion  of 
the  glottis. 

Tracheal  foreign  bodies,  when  fixed,  may 
produce  only  a wheezing  and  dyspnoea.  When 
movable,  they  may  produce,  along  with 
dyspnoea,  a palpatory  thrill,  and  the  rumble 
and  sudden  stop  can  be  heard  with  the  stetho- 
scope. Cough,  hoarseness,  dyspnoea  and  cyan- 
osis are  often  present. 

Bronchial  Foreign  Bodies:  Dyspnoea  is 

usually  absent,  although  the  respiratory  rate 
may  be  increased  if  a considerable  part  of  the 
lung  is  out  of  function  by  the  obstruction  of 
a main  bronchus,  or  if  the  inflammatory  se- 
quelae are  extensive.  Here,  also,  pain  may  be 
present,  and  the  physical  signs  show  limitation 
of  expansion  on  the  affected  side,  impairment 
of  the  percussion  note,  and  lessened  transmis- 
sion or  absence  of  breath  sounds  distal  to  the 
foreign  body. 

The  above  symptoms  may  be  followed  by  a. 
symptomless  interval  of  indeterminate  time, 
often  many  years,  but  ultimately  we  get  a 
cough  and  purulent  expectoration,  with  peri- 
odic attacks  of  fever,  chills  and  sweats,  also 
emaciation,  clubbing  of  fingers  and  toes,  night 
sweats,  etc.,  perhaps  closely  simulating  the  pic- 
ture of  tuberculosis,  except  for  the  absence  of 
tubercle  bacilli.  The  foregoing  applies  to 
metallic  and  non-irritating  foreign  bodies. 
Those  of  the  irritating  class,  as  peanuts,  peas, 
beans,  etc.,  usually  produce  violent  and  acute 
symptoms  in  which  laryngeal  spasm  is  nearly 


*Read  before  the  Piedmont  Medical  Society,  June,  1925. 
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always  present,  and  usually  within  twenty- 
four  hours  a diffuse  purulent  laryngo-tracheo 
bronchitis  ensues,  accompanied  by  fever,  toxe- 
mia, cyanosis,  dyspnoea  and  paroxysmal  cough. 
The  condition  of  “drowned  lung”  rapidly  en- 
sues, the  child  being  unable  to  cough  up  the 
thick  mucilaginous  pus,  and  literally  drowns 
in  its  own  secretions.  The  older  the  patient 
with  organic  foreign  bodies,  the  less  severe  the 
reaction,  but  lung  abscess  develops  much  sooner 
than  in  cases  of  mineral  foreign  bodies. 

Esophageal  Foreign  Bodies:  These  produce 
no  clear-cut  diagnostic  symptoms.  There  may 
be  dysphagia  and  regurgitation  of  food.  Pain 
may  be  present,  due  to  the  penetration  of  a 
sharp  foreign  body  or  the  inflammatory  reac- 
tion. Perforation  of  the  cervical  esophagus 
may  produce  emphysema  and  cellulitis,  while 
in  the  thoracic  region  we  may  have  a medias- 
tinitis  or  pyopneumothorax  when  the  pleura  is 
perforated.  Gastric  foreign  body  as  a rule 
produces  no  symptoms.  Roentgenology  is  of 
incalcuble  service  in  the  diagnosis  and  locali- 
zation of  these  foreign  bodies,  and  has  been  de- 
veloped to  a high  degree  of  efficiency  in  this 
field;  and,  last  of  all,  in  suspected  cases  of 
foreign  body,  we  may  do  a diagnostic  endos- 
copy, for  it  is  a procedure  attended  by  very 
little  risk,  and  one  in  which  there  is  no  absolute 
contraindication,  all  procedures  being  carried 
out  under  local  anesthesia. 

I hope  that  I have  been  able  to  present  a brief 
but  helpful  outline  of  the  diagnosis  of  these 
conditions,  and  also  to  furnish  some  idea  of 
the  gravity  and  prevalence  of  this  condition. 
Last  of  all,  I wish  to  append  the  customary 
list  of  “Don’ts,”  for  endoscopy  has  been  de- 
veloped to  such  a degree  of  efficiency  and  safety 
that  many  of  the  older  ideas  must  be  discarded, 
such  as,  don't  make  blind  digital  efforts  at  re- 
moval; you  may  only  shove  it  down.  Slap- 
ping on  the  back  may  accomplish  the  same  re- 
sult, and  where  there  was  a simple  laryngeal 
foreign  body,  it  may  pass  on  to  a lower  bron- 
chus. Don’t  suspend  by  the  heels,  for,  if  the 
invader  is  in  the  trachea,  it  may  occlude  the 
glottis  and  produce  a sudden  death.  As  for 
the  esophagus,  don’t  pass  bougies  or  prabangs, 
for  perforation  is  all  too  frequent  with  these 
methods.  Nor  is  it  wise  to  advise  eating  of 
solid  food;  it  can  accomplish  nothing,  and 
may  greatly  complicate  removal  by  endoscopy. 
And,  finally,  do  not  minimize  the  dangers,  for 


the  presence  of  foreign  bodies  in  the  body  con- 
stitutes a grave  condition,  frequently  causing 
death  unless  removed.  The  above  remarks  con- 
stitute a brief  review  of  tire  work  of  Dr.  Jack- 
son,  and  for  a more  complete  treatise  his  text- 
book should  be  consulted. 

I wish  now  to  report  two  foreign  body  cases 
that  have  come  to  us  within  the  past  month. 

Case  1.  Hospital  No.  50835.  Patient,  a 
colored  boy  three  years  of  age.  Forty-eight 
hours  previous  to  admission,  while  eating  beans 
and  meat  with  crushed  bone  in  it,  he  became 
strangled  and  apparently  aspirated  some  of 
the  food. 

On  admission,  patient  could  not  speak  above 
a whisper.  Breathing  was  very  wheezing  in 
character,  with  marked  expiratory  and  in- 
spiratory dyspnoea,  accompanied  by  indrawing 
of  suprasternal  notch,  and  supra-clavicular  and 
intercostal  spaces.  Coarse  and  sibilant  rales 
heard  throughout  both  lungs,  and  resonance 
was  slightly  impaired. 

X-ray  examination  showed  a shadow  of  in- 
creased density  in  laryngeal  region — thought 
to  be  the  larynx.  Direct  laryngoscopy  showed 
a foreign  body  in  subglottic  area  in  antero- 
posterior position.  Slight  amount  of  bleeding 
from  laryngeal  mucosa.  Foreign  body  grasped 
during  inspiration  with  alligator  forceps,  and 
removed.  Examination  showed  an  irregular 
flat  piece  of  bone,  with  serrated  edges,  about 
1 c.m.  in  diameter. 

All  symptoms  rapidly  subsided  after  extrac- 
tion, and  patient  was  discharged  in  three  days. 

Case  2.  Hospital  No.  51079.  A nursing  white 
child,  eleven  months  old,  had  three  days  previ- 
ously to  admission  been  gh'en  squirrel  meat. 
There  was  a choking  and  gagging,  and  baby 
had  some  difficulty  in  swallowing  afterwards. 

Examination  was  negative  except  for  dys- 
phagia and  occasional  regurgitation  of  food 
and  liquids.  X-ray  showed  a shadow  of  in- 
creased density  localized  in  upper  esophagus. 

Oesophagoseopy  with  7 m.m.  tube  showed  a 
bony  foreign  body  just  below  crico-pharyngeus, 
lying  in  transverse  position.  Foreign  body 
grasped  with  side-curved  forceps  and  readily 
extracted. 

Child  made  an  uneventful  recovery,  and  was 
discharged  on  the  following  day,  in  good  con- 
dition. Subsequent  X-ray  negative. 
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Clinical  Reports 

PROGRESS  REPORT  ON  A CASE  OF 
PULMONARY  TUBERCULOSIS 
TREATED  BY  THORACO- 
PLASTY.* 

By  GERALD  A.  EZEKIEL,  M„  D.,  Richmond,  Va. 

This  is  the  case  of  a Mrs.  J.  D.,  white,  fe- 
male. age  forty,  which  was  reported  by  Dr. 
Johns  and  discussed  by  me  at  the  last  annua! 
meeting  of  this  society.  At  that  time  only  the 
first  stage  operation  had  been  performed  and 
the  patient  had  gained  ten  pounds. 

A brief  summary  of  this  case  is  as  follows: 
Admitted  to  Pine  Camp  Sanitorium  July  18, 

1924.  The  history  was  typical,  sputum  posi- 
tive. Physical  examination  showed  cavitation 
of  the  left  lung,  very  slight  involvement  of  the 
right.  X-ray  July  24th  : 

“Right  Lung:  Slight  peribronchial  thicken- 
ing. an  occasional  calcified  tubercle  is  seen. 

“Left  Lung:  Moderately  well-advanced  tu- 
berculosis involving  both  lobes.  Two  cavities 
each  approximately  one  inch  in  diameter  are 
seen  in  the  upper  lobe.”  Weight  113  pounds. 

Pneumothorax  was  commenced;  but  after  a 
few  weeks’  trial,  I came  to  the  conclusion  that, 
due  to  adhesions,  it  would  not  be  successful. 
X-ray  August  15th : “The  lower  half  of  the 
left  lung  is  apparently  totally  collapsed.  No 
fluid  is  visible.  There  is  a marked  pleural 
thickening  close  to  the  border  of  the  heart  and 
it  is  probable  that  there  are  pleuro-pericardial 
adhesions.  The  upper  lobe  is  not  collapsed, 
probably  being  held  to  the  chest  wall  by  ad- 
hesions. A cavity  is  seen  in  the  apex.  The 
heart  has  a slight  displacement  to  the  right.” 

I consulted  tvith  Dr.  Johns,  operation  was 
decided  upon,  and  six  ribs  resected.  Following 
this,  there  was  more  rapid  improvement,  with 
cessation  of  symptoms,  and  in  December,  she 
weiged  144  pounds.  X-ray  report  of  Septem- 
ber 19th : “The  upper  six  left  ribs  have  been 
resected  in  the  scapular  region.  The  entire 
lower  lobe  and  a portion  of  the  upper  lobe  is 
completely  collapsed.  The  remaining  portion 
of  the  upper  lobe  is  compressed  as  a result  of 
the  operation.  No  fluid  is  found.  The  cavity 
reported  on  previous  examination  is  not  defi- 
nite^ seen.” 

Early  in  January,  a second  operation  was 

•Case  Report  read  befor  the  fifty-sixth  annual  meeting  of 
the  Medical  Society  of  Virginia,  at  Richmond,  October  13-16, 

1925. 


performed  by  Dr.  Johns.  There  was  a slight 
set-back  in  her  general  condition  at  this  time, 
from  which  she  soon  rallied,  and  improvement 
continued  with  no  signs  of  activity,  weight 
going  up  to  148  pounds.  Sputum  had  become 
negative.  She  was  discharged  from  the  Sani- 
torium April  11,  1925,  condition  “Arrested.” 
Physical  examination  showed  no  activity  on 
the  right,  and  collapse  of  the  left  lung — with 
no  signs  of  activity.  This  patient  has  been  kept 
under  observation  at  the  City  Dispensary  and, 
as  late  as  August  13th,  although  away  from 
the  Sanitorium  for  four  months,  she  maintains 
weight  of  14S  pounds.  Physical  examination 
shows  no  signs  of  activity. 

The  result  has  been  most  gratifying  when 
you  picture  her  condition  in  July,  and  note  that 
in  less  than  nine  months  she  was  discharged 
from  the  Sanitorium  an  arrested  case.  She  is 
away  on  a visit  now,  else  I should  be  glad  to 
show  the  patient  here  today.  On  Sunday, 
October  11th.  her  daughter  reported  that  the. 
patient  was  doing  well. 

My  object  in  reporting  this  case  is  to  call  at- 
tention at  the  end  of  a year  to  the  good  result- 
ing from  collapse  of  the  lung,  and  from  my 
own  experience  as  well  as  the  reports  of  others, 
I have  every  reason  to  believe  that  this  will  be 
parmanent. 

1652  West  Grace  Street. 


Proceedings  of  Societies 

The  Accomac  County  Medical  Society 

Held  its  annual  meeting  at  Drummondtown 
Tavern.  Accomac,  Va.,  on  November  the  18th, 
with  the  president,  Dr.  W.  M.  Burwell,  Chinco- 
teague,  presiding.  There  was  a short  business 
session  at  which  Dr.  J.  H.  Ayres,  appointed 
at. the  last  meeting,  read  the  following  resolu- 
tions on  the  death  of  Dr.  E.  W.  Robertson  : 

Whereas,  it  has  pleased  Almighty  God  to  call  from 
our  roll  the  deceased,  Dr.  Edgar  W.  Robertson,  of 
Onancock,  Va.,  he  it  resolved. 

That  in  the  death  of  Dr.  Robertson  the  Accomack 
County  Medical  Society  has  lost  a loyal  member, 
the  sick  a conscientious  and  faithful  attendant,  and 
this  community  a citizen  of  recognized  worth  and 
high  ideals,  and 

That. this  appreciation  be  spread  upon  the  minutes 
of  this  Society. 

Drs.  J.  H.  Ayres  and  J.  W.  Robertson  were 
appointed  a committee  to  draft  suitable  resolu- 
tions on  the  death  of  Dr.  O.  L.  Powell,  of 
Onancock.  Dr.  Robert  P.  Cooke,  recently  of 
Front  Royal,  Va.,  but  now  in  charge  of  Ac- 
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comae  County  Health  Unit,  and  the  county 
nurse,  were  elected  honorary  members  of  the 
Society.  It  was  voted  to  hold  meetings  quar- 
terly in  the  future  at  which  times  papers  will 
be  read  and  matters  of  medical  interest  may 
be  discussed.  Drs.  Ayres,  DeCormis  and 
Edmonds  were  appointed  a committee  to  ar- 
range for  a banquet  or  some  social  affair  to 
be  held  at  Accomac,  in  the  near  future.  Dr. 
R.  R.  Nevitte,  Temperanceville,  was  elected 
president;  Dr.  Rooker  J.  White,  Keller,  vice- 
president;  and  Dr.  John  W.  Robertson,  Onan- 
cock,  was  re-elected  secretary-treasurer. 

After  the  business  meeting,  addresses  were 
made  by  Dr.  Ennion  G.  Williams,  State  Health 
Commissioner,  and  Dr.  Harry  D.  Grant,  State 
Epidemiologist.  Both  spoke  briefly  of  health 
work,  especially  as  it  interested  Accomac 
County,  and  Dr.  Williams  referred  to  the  value 
of  an  active  County  Medical  Society  to  the 
State  as  well  as  to  its  members. 

Nansemond  County  Medical  Society  Re- 
organizes. 

On  November  17th,  about  twenty  Nansemond 
County  doctors  met  in  Suffolk  and  decided  to 
reorganize  and  hold  monthly  meetings.  For 
the  present  it  is  planned  that  these  meetings 
shall  be  of  the  nature  of  a Journal  Club.  Dr. 
F.  J.  Morrison,  Suffolk,  was  elected  president, 
and  Dr.  C.  F.  Moriarty,  head  of  the  Nanse- 
mond  County  Health  Unit,  with  headquarters 
at  Suffolk,  was  elected  secretary. 

The  Piedmont  Medical  Society 

Held  its  regular  semi-annual  meeting,  at  the 
Coffee  Shop  in  Charlottesville,  November  27, 
at  which  time  supper  was  served  those  in  at- 
tendance. Following  routine  business,  papers 
were  read  by  Drs.  Cuthbert  Tunstall,  Harry 
T.  Marshall  and  J.  E.  Wood,  all  of  the  Uni- 
versity.  Dr.  Wylie  C.  Mason,  Gordonsville,  is 
president,  and  Dr.  Lewis  Holladay,  Orange, 
secretary  of  this  Society. 

The  Richmond  Academy  of  Medicine, 

Members  of  the  Richmond  Academy  of  Medi- 
cine. early  in  November,  announced  an  increase 
in  their  fees.  Under  the  new  schedule,  night 
visits  between  11  P.  M.  and  8 A.  M.  will  be 
charged  at  the  rate  of  $10  each ; from  8 A.  M. 
to  6 P.  M.  visits  will  be  $3;  from  6 P.  M.  to 
11  P.  M.,  $5;  and  the  minimum  charge  for 
office  visits  $2.  Under  the  schedule,  the  mini- 
mum bill  for  emergency  calls  will  be  $5  and 
for  uncomplicated  obstetrical  cases  the  fee  is 
$50.  These  are  to  be  effective  at  once. 


The  T ruth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  letter 
ot  a^p^tmucr  zdin,  me  lonowmg  have  oeen  accepted: 
Lederle  Antitoxin  Laboratories 

Concentrated  Tetanus  Antitoxin  (Globulin)  — 
Lederle. 

Scarlet  Fever  Streptococcus  Antitoxin — Lederle 
(kenned  and  Concentrated.) 

Radium  Limited,  U.  S.  A. 

Saubermann  Radium  Emanation  Activator,  100,000 
Mache  Units. 

E.  R.  Squibb  & Sons 

Rabies  Vaccine-Squibb  Semple  Method  14  Dose 
Treatment. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Protein  S.  M.  A.  (Acidulated). — A modified  milk 
preparation  having  a relatively  high  protein  content 
and  a relatively  low  carbohydrate  content.  Each 
100  Gm.  contains  approximately:  protein  (of  milk). 
35  Gm.;  S.  M.  A.  fat  (consisting  approximately  of 
tallow  oil,  0 to  10  per  cent;  cocoanut  oil,  15  per  cent; 
cacao  butter,  20  per  cent;  cod-liver  oil,  7.5  to  12.5  per 
cent;  taliow  *5  to  50  per  cent),  22  Gm.;  carbohydrate 
(lactose),  28  Gm. ; ash,  6 Gm.;  moisture,  2 Gm.;  desic- 
cated lemon  juice,  equivalent  to  16.7  c.c.  of  fresh 
juice.  The  content  of  lactic  acid  is  regulated  so 
that  when  the  substance  is  diluted  according  to  di- 
rections the  liquid  will  have  a pH  of  4.6.  The  use 
of  protein  S.  M.  A.  (acidulated)  is  proposed  as  a 
means  of  checking  diarrhea,  in  malnutition  and 
marasmus,  and  in  the  feeding  of  prematurely  born 
infants  needing  a high  caloric  intake.  Laboratory 
Products  Co.,  Cleveland. 

Bromeikon. — A brand  of  tetrabromophthalein 
sodium — N.  N.  R.  (formerly  called  tetrabromphenol- 
phthalein  sodium)  (New  and  Non-official  Remedies, 
1925,  p.  141.)  Bromeikon  is  supplied  in  bulk  and  in 
ampules  of  5 Gm.  Mall  nckrodt  Chemical  Works,  St. 
Louis. 

Typhobacterin  (New  and  Non-official  Remedies. 
1925,  p.  363.) — It  is  also  marketed  in  packages  of 
thirty  1 c.c.  vials  (M193-5)  (hospital  size)  being  ten 
sets  of  three  immunizing  doses.  H.  K.  Mulford 
Co.,  Philadelphia. 

Normal  Horse  Serum  (New  and  Non-official  Reme- 
dies, 1925,  p.  329.) — Marketed  in  packages  of  one 
syringe  containing  10  c.c.;  also  in  package  of  one 
v'al  confa’ning  20  c c.  El:  L’lly  & Co.,  Indianapolis. 

Pertussis  Vaccine. — A pertussis  bacillus  vaccine 
(New  and  Non-official  Remedies,  1925,  p.  353),  mar- 
keted in  package  of  four  1 c.c.  vials;  in  single  5 c.c. 
vial  packages;  in  single  20  c.c.  vial  packages;  and 
in  packages  of  four  1 c.c.  vials.  Eli  Lilly  & Co., 
Indianapolis.  (Jour.  A.  M.  A.,  October  10,  1925,  p. 
1137.) 

Schick  Test — Gilliland.— A diphtheria  immunity 
test  (New  and  Non-official  Remedies,  1925.  p.  369). 
marketed  in  packages  containing  one  vial  of  diph- 
theria toxin,  the  amount  being  sufficient  for.  fifty 
tests.  Gilliland  Laboratories.  Marietta,  Pa. 

Corpora  Lutea  Desiccated — P.  D.  & Co. — The  dried 
corpora  lutea  of  cattle  and  swine.  For  a discussion 
of  the  actions  and  uses,  see  Ovary,  New  and  Non- 
offic’pl  Remedies.  1925,  p.  251.  The  product  is  sup- 
plied in  capsules  containing,  five  grains,  and  in 
tablets,  containing  respectively,  two  and  five  grains. 
Parke.  Davis  & Co.,  Detroit. 

Sfreniococcus  Vacc'ne — Lilly. — A streptococcus  vac- 
cine (New  and  Non-official  Remedies.  1925.  p.  35t*'1. 
marketed  in  single  5 c.c.  vial  packages  and  in  single 


con 


VIRGINIA  MEDICAL  MONTHLY. 


[December. 


20  c.c.  vial  packages.  Eli  Lilly  & Co.,  IndianapoLs. 

Staphylococcus  Vaccine — Lilly. — A stapnyiococcus 
vaccine  (New  and  Non-official  Remedies,  11j2j,  p. 
357),  marketed  in  single  5 c.c.  packages  and  in  single 
20  c.c.  packages.  Eli  Lilly  & Co.,  Indianapolis. 

Staphylococcus  Aureus  Vaccine — Lilly. — A staphy- 
lococcus vaccine  (New  and  Non-official  Remedies, 
1925,  p.  357),  marketed  in  single  5 c.c.  vial  packages 
and  in  single  20  c.c.  packages.  Eli  Lilly  & Co., 
Indianapolis. 

Antistreptococcus  Vaccine — Lilly. — An  antistrepto- 
coccus vacc.xj„  u^w  ana  lson-omc-ai  Remedies,  1925, 

р.  339),  marketed  in  packages  of  one  syringe  con- 
taining 10  c.c.;  in  packages  of  one  syringe  contain- 
ing 20  c.c. ; in  packages  of  one  vial  containing  la 

с. c.;  and  in  packages  of  one  double  ended  vial  con- 
taining 30  c.c.  Eli  Lilly  & Co.,  Indianapolis. 

Concentrated  Tetanus  Antitoxin  (Globulin)  — 
Lederle. — A tetanus  antitoxin  concentrated  (New  and 
Non-official  Remedies,  1925,  p.  332),  also  marketed 
in  packages  of  one  cylinder  containing  10,000  units 
with  gravity  injecting  outfit  for  intraspinal  use. 
Lederle  Antitoxin  Laboratories,  New  York. 

Pneumococcus  Vacc.ne,  Prophylactic — Lilly. — A 

pncumo"occt's  v?""  ne  (New  and  Non-official  Reme- 
dies, 1925,  p.  355),  marketed  in  single  5 c.c.  vial 
packages.  Eli  Lilly  & Co.,  Indianapolis.  (Jour.  A. 
M.  A.,  October  17,  1925,  p.  1223.) 

Vaccine  Virus — Lilly.— A vaccine  virus  (New  and 
Non-official  Remedies,  1925,  p.  341),  marketed  in 
packages  of  one  capillary  tube  and  in  packages  of 
five  capillary  tubes.  Eli  Lilly  & Co.,  Indianapolis. 

Typhoid-Paratyphoid  Bacterial  Vaccine  Immuniz- 
ing (New  and  Non-official  Remedies,  1925,  p.  361.)  — 
This  is  also  marketed  in  hospital  size  packages  of 
ten  complete  immun  zations.  Gilliland  Laboratories, 
Marietta,  Pa. 

Raines  Vaccine  (Semple  Method) — Squibb. — An 
anti-rabic  vaccine  (New  and  Non-official  Remedies. 
1925,  p.  342)  prepared  according  to  the  general 
method  of  David  Semple  (phenol  killed).  It  is  mar- 
keted in  packages  of  fourteen  syringes.  E.  R.  Squibb 
& Sons,  New  York.  (Jour.  A.  M.  A.,  October  24, 
1925,  p.  1505.) 

PROPAGANDA  FOR  REFORM 

Calcium  Therapy  in  Tuberculosis. — The  theory  that 
tuberculosis  is  accompanied  by,  and  perhaps  depend- 
ent upon,  a demineralization,  and  especially  a loss 
of  calcium  from  the  body,  has  not  been  supported  by 
the  best  controlled  investigations.  There  is  no  ac- 
ceptable evidence  that  there  is  any  decrease  in  the 
amount  of  calcium  either  in  the  blood  or  the  tissues 
in  tuberculosis.  (Jour.  A.  M.  A.,  October  3,  1925, 

p.  1082.) 

The  Aging  of  Natural  Mineral  Waters.- — Recently 
completed  studies  indicate  that  certain  iron  com- 
pounds mav  undergo  un;que  transformation  on 
standing.  It  was  demonstrated  that  some  of  the 
salts  dissolved  in  the  water  as  they  come  out  of 
the  deep  interior  ground  are  in  a particularly  “labile 
configurat’on.”  The  still  “active”  iron  ions  have 
various  properties  in  common  with  hemoglobin  or 
blood  iron.  The  inactive  or  “aged”  iron  salts  show 
none  of  these  properties.  (Jour.  A.  M.  A.,  October 
10,  1925,  p.  1139.) 

Iron  in  Therapeutics. — It  seems  possible  that  much 
of  the  therapeutic  uncertainty  of  iron  administration 
may  be  cleared  up  by  recent  studies  involving  large 
numbers  of  nearly  identical  animals  over  long 
periods  of  time  under  uniform  conditions,  with  re- 
spect to  the  effect  of  iron  administration.  It  was 
found  that  iron  was  stored  in  the  liver  or  spleen,  but 
was  not  converted  into  hemoglobin.  The  experiments 
seem  to  show  the  futility  of  prescribing  iron  in 


anemia.  On  the  other  hand,  the  efficiency  of  rood 
iron  seemed  pronounced.  (Jour.  A.  M.  A.,  October 
iO,  1925,  p.  1140.) 

Adropsedema,  A Recrudescence  of  Shot-gun 
Therapy. — Adropsedema  is  a “dropsy  cure”  of  the 
Anascarcin  type,  marketed  by  the  Van  Seaton  Chemi- 
cal Company,  Fort  Worth  and  Chicago,  it  comes 
in  the  form  of  tablets  which,  according  to  a circular, 
contain  in  each  tablet:  Strophanthin  1-240  gr.; 

spartem  suipnate,  i-o-i  gr.;  'apocymu  ' 1-4  gr.;  “ext. 
urginea  scillae”  1-5  gr.;  “gelsemin”  1-8  gr.;  “ext. 
sambucus”  1 gr.;  ferrous  carbonate  1-2  gr.  Else- 
where the  “formula”  includes  “cactus  grandifolium 
4 gtt.”,  "geisem.um  ' uisitad  or  ' gelsemin,”  and 
“reduced  iron”  instead  of  ferrous  carbonate.  T_ 
“cactus  grandifolium  4 gtt.”  probably  refers  to  some 
liquid  preparation  of  Cactus  grandiflorus.  While  the 
compiex. ty  ot  me  "tormuia'  makes  it  impossible  to 
use  this  preparation  intelligently,  the  advertising  asks 
physicians  to-  study  the  “formula”  of  this  blunder- 
buss. The  thoughtless  and  ill-considered  use  of  this 
preparation  is  suggested  by  statements  such  as 
“Adropsedema  does  the  work;  what  more  do  you 
want?  When  in  suspense,  prescribe  Adropsedema.” 
(Jour.  A.  M.  A.,  October  10,  1925,  p.  1152.) 

Neurosine. — The  Council  on  Pharmacy  and  Chem- 
istry in  1915  reported  that  Neurosine  (Dios  Chemical 
Co.)  is  a shotgun  nostrum  which  violates  practically 
every  principle  of  modern  therapeutics.  The  manu- 
facturers claim  that  each  fluid  ounce  contains:  “40 
grains  C.  P.  Potassium  Bromide,  40  grains  C.  P. 
Ammonium  Bromide,  40  grains  C.  P.  Sodium  Bromide, 
1 grain  C.  P.  Zinc  Bromide,  32  grains  Extract  Lupuli, 
main  part  of  Robijison’s  “Cure”  was  coarse  sand, 
and  this  is  confirmed  by  the  report  of  the- A.  M.  A. 
Chemical  Laboratory.  A physician  has  reported  the 
.60  grains  Extract  Cannabis  Indica,  .075  grains  Ex- 
tract Belladonna,  .075  grains  Extract  Henbane,  40 
minims  Extract  Cascara  Sagrada,  .060  grains  Oil  Bit- 
ter Almonds,  5 per  cent  alcohol  and  Aromatic  Bit- 
ters.” Neurosine,  therefore,  contains  121  grains  of 
bromid  in  each  fluid  ounce.  The  formula  of  Neuro- 
sine is,  however,  not  featured  by  the  promotor.  The 
danger  of  administering  such  a preparation  as  Neuro- 
sine without  knowing  its  bromid  content  is  appar- 
ent. (Jour.  A.  M.  A.,  October  10  (1925,  p.  1155.) 

Orargol  Not  Acceptable  for  N.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  Orargol 
(Anglo-French  Drug  Company)  is  stated  to  be  a 
colloidal  suspension  of  silver  and  gold  prepared  elec- 
trically from  an  alloy  composed  of  gold  10  per  cent 
and  silver  90  per  cent.  On  the  basis  of  the  available 
evidence  the  Council  declared  Orargol  inadmissible 
to ’New  and  Non-official  Remedies  because  the  claims 
made  for  it  are  unwarranted  and  because  it  is  an 
unscientific  mixture.  (Jour.  A.  M.  A.,  October  17, 
1925,  p.  1241.) 

Rayminol  Not  Acceptable  for  N.  N.  R.— The  Coun- 
cil on  Pharmacy  and  Chemistry  reports  that  Ray- 
minol (Doyle),  according  to  its  proprietors,  the 
Phairmount  Laboratories  of  Hackensack,  N.  J.,  is 
stated  to  be  “a  scientific  union  of  liquid  petrolatum, 
aromatized  rhubarb  and  phenolphthalein  (0.03  gm. 
to  each  4.0)  pancreatized.”  Rayminol,  therefore,  ap- 
pears to  be  a preparation  containing  liquid  petro- 
latum, phenolphthalein,  a preparation  of  rhubarb, 
and  a pancreatic  preparation,  all  in  undeclared 
amounts  except  the  phenolphthalein  which  appears 
to  be  present  in  the  proportion  of  0.03  gm.  per  4 c.c. 
Rayminol  was  found  unacceptable  for  New  and  Non- 
official Remedies  because  it  is  a complex,  irrational 
mixture  of  indefinite  composition  which  is  marketed 
under  a nondescriptive  name  with  unwarranted 
therapeutic  claims  and  in  a manner  that  fosters  the 
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ill  advised  use  of  purgatives  by  the  public.  (Jour. 
A.  M.  A.,  October  17,  1925,  p.  1241.) 

Possible  Danger  of  Poisoning  From  Mercuro- 
chrome. — Sufficient  evidence  has  been  published  to 
show  that  mercurochrome  causes  little  or  no  gastro- 
intestinal disturbance  until  it  has  been  taken  in 
large  doses  for  a week  or  more.  In  New  and  Non- 
official Remedies  it  is  stated  that  no  systemic  effects 
have  been  observed  following  the  local  application 
of  mercurochrome.  This,  together  with  the  fact  that 
the  preparation  is  offered  for  lay  use  only  in  small 
packages  of  the  solution,  would  seem  to  make  the 
use  of  mercurochrome  by  the  laity  no  more  dangerous 
than  that  of  tincture  of  iodin.  (Jour.  A.  M.  A., 
October  17,  1925,  p.  1242.) 

Asthmolysin. — According  to  the  advertising,  Asth- 
molysin  is  a German  proprietary  and  is  “a  combina- 
tion of  the  suprarenal  and  pituitary  hormones  in 
distinct  proportion”  which  is  prepared  by  a “special 
method.”  In  the  series  of  articles  on  glandular 
therapy  published  under  the  auspices  of  the  Council 
on  Pharmacy  and  Chemistry,  the  opinion  was  given 
that  the  use  of  pituitary  in  bronchial  asthma  is  con- 
traindicated. (Jour.  A.  M.  A.,  October  27,  1925,  p. 
1243.) 

Robinson’s  Pernicious  Anemia  Cure. — One  W.  A. 
Robinson,  of  Sisseton,  South  Dakota,  has  been  ex- 
ploiting an  alleged  cure  for  pernicious  anemia  dur- 
ing the  past  three  or  four  years.  His  statements  re- 
garding the  cause  and  cure  of  pernicious  anemia 
prove  him  to  be  utterly  ignorant  of  medicine.  Robin- 
son charges  thirty  dollars  for  a treatment.  From  let- 
ters received  from  physicians  it  seemed  that  the 
main  part  of  Robinson’s  “cure”  was  coarse  sand 
and  this  is  confirmed  by  the  report  of  the  A.  M. 
A.  Chemical  Laboratory.  A physic'an  has  reported 
case  of  a patient  suffering  from  pernicious  anemia 
who  had  taken  the  Robinson  treatment  and  who  ap- 
parently died  from  hemorrhages  caused  by  the  sand 
which  had  been  swallowed.  (Jour.  A.  M.  A.,  Octo- 
ber 24,  1925,  p.  1323.) 

Tripp’s  Liquor  Rheumatica. — During  the  past  year 
there  has  been  an  extensive  campaign  on  a nostrum 
known  as  “Dr.  Tripp’s  Liquor  Rheumatica”  put  out 
by  a concern  calling  itself  the  Norwood  Pharmaceu- 
tical Company.  Before  starting  its  newspaper  cam- 
paign. the  firm  resorted  to  the  old  method  of  work’n" 
the  medical  profession  and  physicians  were  cir- 
cularized with  an  urge  to  use  Liquor  Rheumatica  in 
cases  of  “chronic  rheumatism.”  Regarding  the  com- 
position, the  circular  addressed  to  physicians  vaguely 
mentions  potassium  iodid,  “phytolacca-rheuma” — 
whatever  that  may  be — cimicifuga  and  calisaya  and 
cinchona  compound.  The  quantities  of  the  drugs  were 
not  given.  The  “Liquor  Rheumatica”  now  sold  was 
analyzed  by  the  A.  M.  A.  Chemical  Laboratory.  From 
its  examination  the  Laboratory  concluded  the  prepa- 
ration to  be  essentially  a weak  alcoholic  solution  of 
potassium  iodid  with  a dash  of  cinchona  alkaloid. 
There  is  no  use  for  the  exploitation  of  a mixture 
such  as  Liquor  Rheumatica  in  the  form  of  a “home 
remedv”  for  self-drugging.  (Jour.  A.  M.  A.,  October 
31.  1925,  p.  1418.) 

Gly-So-Iodonate  (“G.  S.  I.”) — This  product  was  re- 
fused admission  to  New  and  Non-official  Remedies 
because  it  was  exploited  under  a non-descriptive  an't 
misleading  name  and  with  a statement  of  composi- 
tion not  only  chemically  absurd,  but  obviously  in- 
correct. Inquiry  made  among  a number  of  hospitals 
and  industrial  concerns  which,  according  to  the  ad- 
vertising for  Gly-So-Iodonate  had  used  the  prepara- 
tion, revealed  no  enthusiastic  users  of  “G.  S.  I.”  and 
showed  that  the  exploiters  were  using  some  refer- 
ences as  misleading  as  the  formula  for  their  nos- 
trums. (Jour.  A.  M.  A.,  October  31,  1925,  p.  1420.) 


Book  Announcements 


Diseases  of  Infants  and  Children.  By  HENRY 
DWIGHT  CHAPIN,  M.  D.,  Emeritus  Professor  of 
Medicine  (Diseases  of  Children)  at  the  New  York 
Post-Graduate  Medical  School  and  Hospital,  Ex- 
President  of  American  Pediatric  Society,  etc.,  and 
LAWRENCE  THOMAS  ROYSTER.  M.  D.,  Pro- 
fessor of  Pediatrics  and  Head  of  the  Pediatric 
Department  of  the  University  of  Virginia.  Fifth 
Revised  Edition.  New  York.  William  Wood  and 
Company.  1925.  Octavo  of  633  pages,  freely  illu- 
strated. Cloth.  Price,  $6.00. 

Etude  sur  la  Vieillesse  et  le  Rajeunissement  par  la 
Greeffe.  Par  le  DR.  SERGE  VORONOFF,  Di- 
recteur  du  Laboratoire  de  Chirurgie  Experimentale 
du  College  de  France.  Avec  35  planches  hors 
texte.  Paris.  Librairie  Octave  Doin,  Gaston  Doin, 
Editeur,  8,  Place  de  L’Odoen,  8.  1926. 

The  Therapy  of  Puerperal  Fever.  By  Privatdozent 
DR.  ROBERT  KOEHLER,  formerly  assistant  of 
Gynecological  Department  of  the  Krankenhaus 
Wieden.  American  Edition  prepared  by  HUGO 
EHRENFEST,  M.  D„  F.  A.  C.  S„  Associate  in 
Obstetrics,  Washington  University  School  of  Medi- 
cine, Obstetrician  and  Gynecologist  of  the  Jewish 
Hospital,  St.  Louis,  etc.  St.  Louis.  C.  V.  Mosby 
Company.  1925.  Octavo  of  276  pages  with  27 
illustrations.  Cloth.  Price,  $4.00. 

A Text-Book  of  Physiology.  By  WILLIAM  D. 
ZOETHOUT,  Ph.D.,  Professor  of  Physiology  in  the 
Chicago  College  of  Dental  Surgery  (Loyola  Uni- 
versity) and  in  the  Chicago  Normal  School  of 
Physical  Education.  Second  Edition.  St.  Louis. 

C.  V.  Mosby  Company.  1925.  8vo.  of  616  pages, 
illustrated.  Cloth.  Price,  $4.50. 

Intravenous  Therapy.  Its  Application  in  the  Modern 
Practice  of  Medicine.  By  WALTON  FOREST 
DUTTON,  M.  D.,  formerly  Medical  Director,  Poly- 
clinic and  Medico-Chirurgical  Hospitals,  Graduate 
School  of  Medicine,  University  of  Pennsylvania; 
Director  Medical  Research  Laboratories,  Amarillo, 
Texas,  etc.  Second  Revised  and  Enlarged  Edition. 
Philadelphia.  F.  A.  Davis  Company,  Publishers, 
1925.  8vo.  of  594  pages.  Illustrated  with  64  half- 
tones and  line  engravings,  some  in  colors.  Cloth. 
Price,  $6.00  net. 
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Editorial 


Periodic  Physical  Examinations. 

One  need  not  take  the  trouble  to  state  the 
reasons  why  persons  should  be  examined  for 
the  detection  of  errors  in  habits,  of  physical 
imperfections,  of  dysfunction  of  organs,  of 
obvious  or  lurking  depots  of  infection,  of  be- 
ginning or  advanced  pathology.  To  physicians 
of  all  sorts,  general  and  special,  such  a tabula- 
tion of  reasons  would  be  supererogation.  All 
doctors  agree  to  the  fundamental  need  for  early 
discovery  of  defects  in  habits  of  living,  in  im- 
perfect physical  construction,  of  dysfunction 
in  digestive  organs,  in  metabolism  and  elimi- 
nation of  acute  or  chronic  infections,  of  the  oc- 
currence of  pathologic  changes  in  structures  of 
the  body  in  the  layman  or  the  doctor,  himself. 
All  too  unfortunately  physicians,  themselves, 
wittingly  or  otherwise,  become  victims  of  ad- 
vancing diseases,  without  making  efforts  at 
their  discovery  or  eradication.  Hence,  it  is  not 
necessary  to  state  reasons,  for  periodic  exami- 
nations of  the  apparently  healthy;  but  it  is 
important  to  engage  the  interest  of  physicians 
in  the  subject,  and  to  offer  suggestions  for  the 
adoption  of  periodic  examinations  by -general 
practitioners  throughout  our  state,  and  to  have 
the  idea  popularized  among  the  people. 

It  is  very  certain  that  a plan  for  conducting 
the  examination  should  be  agreed  upon.  The 
limits  of  examinations  are  almost  boundless; 
one  can  exhaust  the  subject  by  the  institution 
of  all  the  methods,  physical  or  laboratory.  Ab- 
surdity must  he  avoided  in  any  plan,  yet.  all 
reasonable  completeness  must  he  followed  in 
the  examinations.  In  fact  it  is  almost  beyond 


reasonableness  to  expect  one  to  adopt  a pro- 
cedure of  examinations  with  restrictions  or 
limitations,  when  exigencies  of  investigations 
may  demand  wider  and  more  extended  efforts. 

But  it  is  true,  within  normal  limits,  that  the 
periodical  examinations  of  the  supposedly 
healthy  person,  as  well  as  persons  having  re- 
checking examinations  on  diseases  previously 
diagnosed,  may  he  conducted  without  a vast, 
amount  of  elaborate  or  intricate  laboratory 
study.  From  this  complexity  of  diagnostic 
procedure  the  “health  examination”  must  be 
spared,  if  it  is  to  he  widely  adopted  by  the 
profession,  or  generally  employed  by  the  laity. 
So,  the  examination  should  be  along  the  line 
of  common  sense  and  simplicity,  at  least,  until 
discovery  is  made  of  possible  disease  demand- 
ing more  intricate  and  searching  procedure. 

Before  discussing  what  measures  should  be 
adopted  by  the  profession  to  bring  this  need 
to  the  minds  of  the  laity,  it  would  seem  import- 
ant for  general  practitioners  to  think  out  a 
standardized  plan  of  examination.  When  this 
is  worked  out  and  physicians  have  familiarized 
themselves  with  the  details  of  the  plan,  per- 
fecting themselves  with  that  degree  of  expert- 
ness which  will  enable  them  to  conduct  the  ex- 
aminations, the  wa}rs  and  means  for  urging  the 
laity  to  secure  the  examination  may  he  wisely 
considered.  Fortunately  a plan  of  examina- 
tion has  been  worked  out  under  the  auspices  of 
the  American  Medical  Association.  In  “‘The 
Manual  of  Suggestions  for  the  Conduct  of 
Periodic  Examinations  of  Apparently  Healthy 
Persons,”  recently  issued  by  the  American 
Medical  Association,  one  gets  an  idea  of  the 
plan. 

Method 

The  history  of  the  subject  to  he  examined 
is  very  important.  The  questionnaire,  which 
should  be  carefully  filled  out  hv  the  person, 
should  be  carefully  considered  by  the  examiner 
and  supplementary  inquiries  be  made  on  points 
suggested  by  the  applicant’s  statements.  The 
occupation,  conditions  of  work,  home  sur- 
roundings, habits  of  eating,  kind  and  quality 
of  food  taken  daily,  the  manner  and  frequency 
of  eating,  the  effects  of  food,  the  quantity  of 
water  taken  daily,  habits  in  the  use  of  coffee, 
tea,  alcohol,  tobacco,  and  coca  cola;  sleep, 
whether  restful  or  disurhed  by  dreams,  whether 
morning  headache,  depression,  or  absence  of 
hunger,  occurrence  of  weakness  or  “goneness” 
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in  the  morning : — all  enter  into  the  background 
for  the  estimation  of  the  degree  of  health 
of  the  individual.  The  history  of  infections— 
tonsillitis,  toothache,  rheumatism,  pneumonia, 
influenza,  typhoid  fever,  malaria,  tuberculosis, 
scarlet  fever,  diphtheria,  syphilis  or  gonor- 
rhea, or  other  infections,  form  an  important 
angle  in  the  inquiry.  The  family  history  should 
not  be  neglected.  The  occurrence  of  illness 
and  death  in  the  family  history  may  give  a lead 
to  a significant  phase  of  the  physical  survey. 

The  physical  examination  should  be  con- 
ducted at  the  physician’s  office,  at  an  appointed 
hour,  preferably  outside  of  the  time  given  the 
sick,  seeking  professional  advice  and  diagnosis. 
The  subject  should  be  stripped;  in  the  case  of 
females,  a sheet  may  be  employed  in  the  in- 
terest of  modesty  and  decency.  The  physical 
examination  should  begin  with  taking  the 
height  and  weight,  examination  of  the  head; 
the  neck;  the  chest;  the  abdomen  and  the  ex- 
tremities. The  subject,  in  a standing  posture, 
should  be  investigated  as  to  muscle  tone,  gait, 
state  of  nutrition,  condition  of  the  skin,  oc- 
currence of  glandular  enlargement,  the  hands 
and  feet,  the  genitals;  in  the  sitting  posture, 
the  applicant  is  in  good  position  for  testing 
eyes,  hearing,  examining  condition  of  the  teeth, 
tonsils,  nose  and  ears,  glandular  enlargement 
in  the  neck,  pulsations  of  the  vessels  in  the 
neck.  The  chest  should  be  studied  by  inspec- 
tion, percussion,  palpation,  and  auscultation. 
The  heart  should  be  gone  over,  observing  the 
rate,  the  sounds,  the  presence  of  murmurs  and 
the  rhythm  and  so  on.  The  lungs  should  be 
observed  for  adventitious  sounds.  The  pleurae 
may  be  examined  for  friction  rub.  In  the  re- 
cumbent position  the  heart  should  be  gone  over 
again,  and  the  abdomen  should  be  explored 
manually  to  discover  tenderness,  enlargement 
or  displacement  of  organs.  The  liver  and 
spleen  should  especially  elicit  one’s  interest,  as 
well  as  the  kidneys.  The  ovaries  in  the  female 
and  the  prostate  in  the  elderly  male  should  not 
be  overlooked.  The  blood  pressure  should  al- 
ways be  taken.  The  temperature,  the  pulse 
rate  before  and  after  exercise,  the  expansion 
of  th  chest  should  also  be  noticed.  Examina- 
tion of  the  urine  should  always  be  done,  par- 
ticularly looking  for  albumen,  sugar  and  casts, 
noticing  the  specific  gravity  and  acidity.  The 
reflexes  of  the  body  shoidd  be  gone  over;  the 
station  and  the  gait  should  be  noted. 


Equipment 

For  such  an  examination  the  following  sim- 
ple instruments  will  be  needed — scales,  tape 
measure,  tongue  depressor,  spot  light  or  re- 
flector, stethoscope,  blood  pressure  instrument, 
speculum  for  the  nose  and  ears,  rubber  gloves, 
urine  testing  out  it,  vision  chart,  and  flesh  pen- 
cil. If  physical  findings  suggest  blood  study, 
sputum  examination,  Wassermann  test,  spinal 
puncture,  stomach  test,  etc.,  these  laboratory 
studies  should  be  made. 

Some  Details 

Overweight  and  underweight  must  be  ex- 
plained. A standard  table  of  weight  and 
height,  at  varying  age  for  male  and  female, 
is  easily  obtained,  and  should  be  consulted. 
Excessive  overweight  is  a deformity  and  a 
menace.  The  causes  should  be  determined. 
Habits  of  the  individual  in  the  kind  and 
quantity  of  food  and  drink,  the  disturbance  of 
glands  of  internal  secretion,  and  the  basal 
metabolic  rate  should  be  known,  together  with 
the  patient’s  habits  of  work  and  exercise.  So, 
with  the  marked  underweight,  an  explanation 
should  be  arrived  at : whether  there  is  a lurking: 
infection,  such  as  tuberculosis,  without  obtru- 
sive signs;  diabetes,  or  Bright’s  disease;  di- 
gestive disturbance,  or  pathology  in  the  gas- 
tro-intestinal  tract;  insufficient  food,  illy  bal- 
anced rations,  hypothyroidism,  or  what  not. 
An  explanation  for  extreme  overweight  and 
underweight  should  be  sought. 

The  heart  action  and  the  blood  pressure 
should  receive  careful  consideration.  The  heart 
should  be  examined  in  several  positions,  es- 
pecially after  brief  exercise.  Note  should  be 
made  of  the  apex  beat,  apparent  size  of  heart, 
area  of  cardiac  impact,  the  force  and  character 
of  heart  systoles  and  the  rate  and  rhythm  of 
the  heart  before  and  after  exercise.  Ausculta- 
tion should  give  the  character  of  the  first  and 
second  sounds,  the  occurrence  of  murmur  in 
the  right  or  left  heart,  and  the  quality  and 
tone  of  the  heart  sounds. 

The  pulse  should  be  noted  in  sitting,  stand- 
ing, and  prone  positions,  and  also  after  exer- 
cise. Thirty  hops  on  each  foot  and  a rest  of  two 
minutes,  with  return  of  a normal  rate  bv  the 
pulse,  enables  one  to  feel  that  there  is  a good 
heart  muscle  reserve.  The  increase  of  forty  to 
sixty  beats,  after  exercise,  is  expected  but  in  a 
normal  person  the  pulse  should  return  to  its 
former  rate  after  two  minutes  of  rest. 


GO! 


VIRGINIA.  MEDICAL  MONTHLY. 


[December, 


Blood  pressure  should  be  taken  by  the  aus- 
cultatory method,  and  systolic  and  diastolic 
readings  should  be  made.  One  should  remem- 
ber that  eating  and  exercise  influence  the  sys- 
tolic blood  pressure,  while, diastolic  pressure 
is  less  affected  by  these  conditions.  One  should 
also  remember  that  blood  pressure  readings  are 
not  to  be  relied  upon  alone.  The  writer  recalls 
a patient  between  fifty  and  sixty  years  of  age 
in  whom  the  blood  pressure  readings  never  ex- 
ceeded one  hundred  and  sixty  for  several  years 
before  apoplexy.  There  are  a small  number 
of  patients  now  under  observation  who  for 
months,  one  case  for  three  years,  have  been 
averaging  a systolic  pressure  around  two  hun- 
dred. There  is  one  case  with  the  pressure  be- 
tween two  hundred  and  fifty  and  three  hun- 
dred for  many  years.  So  one  can  not  rely  upon 
readings,  still  these  must  be  taken  into  con- 
sideration in  relation  to  the  physical  and 
laboratory  findings,  as  well  as  the  subjective 
symptoms  elicited.  Low  blood  pressure  is  of 
real  significance  and  should  not  be  overlooked ; 
not  that,  in  every  case,  low  blood  pressure  read- 
ings indicate  a serious  condition,  but  rather 
that  a low  blood  pressure  reading  indicates 
several  possible  significant  clinical  entities  of 
importance.  One  may  insist  upon  a case  of 
hypertension,  or  one  of  hypotension,  pursuing 
a definite  .course  of  treatment,  and  also  upon  a 
regular  monthly  consultation  for  checking  up 
the  condition  of  the  patient. 

Focal  infection  in  relation  to  disease  should 
necessarily  assume  a dominant  position  in  such 
examinations  as  are  here  receiving  considera- 
tion.  Periodic  examinations  for  the  discovery 
of  oral  focal  infections  are  extremely  import- 
ant. Why  should  pus  pockets  and  suppura- 
tion be  tolerated  by  the  patient,  and  b}^  exami- 
ners ? One  may  be  very  strong,  very  careful  in 
eating,  very  robust,  and  careful  in  exercise, 
but,  with  chronic  suppurating  foci  in  the 
mouth,  or  elsewhere,  be  really  not  a strong  man. 

Lung  examination  is  also  of  obvious  import- 
ance. In  connection  with  the  history  of  acute 
bronchitis  or  frequent  colds  and  loss  of  weight, 
the  examination  of  the  lungs  should  be  care- 
fully made  with  a stethoscope.  The  examina- 
tion should  be  on  the  bare  chest  with  the  pa- 
tient sitting  on  a stool  facing  the  examiner. 
The  chest,  under  quiet  and  deep  breathing, 
should  be  inspected,  palpated,  percussed,  and 
auscultated.  The  stethoscope  should  be  used 
carefully  above  the  third  rib  in  front  and  above 


the  spine  of  the  scapula.  One  should  carefully 
listen  to  the  inspiratory  and  expiratory  note 
and  elicit,  if  present,  signs  of  moisture.  Such 
conditions  should  engage  the  interest  of  the 
physician.  The  suspicion  of  tuberculosis  must 
be  run  down  to  confirmation  or  disproof.  Spu- 
tum, X-ray  examinations  and  a number  of  care- 
ful physical  examinations  should  be  made  be- 
fore reaching  a diagnosis  under  incipient  signs. 
Examination  of  the  urine  should  invariably  be 
made  in  all  periodic  surveys  of  the  body.  By 
this  one  may  judge  of  the  state  of  the  kidneys 
as  well  as  other  organs  of  the  body.  Bright’s 
disease  and  diabetes  may  by  this  be  brought 
to  light,  before  obtrusive  symptoms  appear. 
The  presence  of  pus  and  blood  in  urine  may 
point  to  physical  abnormalities  of  the  urinary 
tract  or  in  the  body,  previously  unsuspected. 
The  specific  gravity  of  the  urine  may  indicate 
the  need  for  more  drinking  of  water.  The  trace 
of  sugar  in  the  urine  may  suggest  hyper-  or 
hypoglycemia.  Color,  deposits,  blood,  pus, 
specific  growth,  presence  of  albumin  or  sugar, 
quantity  of  passes  in  twent}r-four  hours,  fre- 
quency of  urination,  and  microscopic  observa- 
tion, are  simple  but  extremely  significant  ob- 
servations for  physicians  to  make. 

Feces  require  some  consideration  in  every 
examination.  An  inquiry  should  always  be 
made  of  the  patient  as  to  the  characteristics, 
quantity,  color,  and  quality  of  the  feces.  In 
the  light  of  a history  of  disturbance  of  the 
digestive  tract,  microscopic  study  should  be 
made. 

“Sell”  the  Periodic  Examination  Idea  to 
the  Laity 

One  should  not  use  the  term  “sell”  in  deal- 
ing with  a problem  of  preventive  medicine, 
which  intrinsically  is  as  remote  from  the  do- 
main of  business  as  can  be.  But  the  term  “sell” 
is  employed  for  its  present-day  meaning,  the 
act  of  securing  the  adoption  of  an  idea  and  the 
putting  of  the  same  in  sustained  practice.  That 
is  the  crux  of  the  problem.  Physicians  may 
agree  that  this  is  an  excellent  idea.  But  to  rely 
upon  the  slow  and  inadequate  method  of 
awaiting  the  results  of  widespread  application 
to  come  through  the  individual  efforts  of  phy- 
sicians among  clientele  coming  daily  to  the 
office  for  consultation,  is  an  altogether  inade- 
quate plan.  The  idea  cannot  be  “sold”  by  this 
plan.  Agencies  outside,  and  in  addition  to  the 
efforts  of  the  physicians,  must  be  employed 


1925] 


VIRGINIA  MEDICAL  MONTHLY. 


605 


in  the  campaign  for  widespread  adoption  of  the 
periodic-  examination.  Besides,  before  these 
outside  agencies  shall  be  sent  to  work,  it  should 
be  clearly  understood  that  the  movement  should 
absolutely  be  kept  free  from  a possibility  of 
floundering  upon  the  shoals  and  rocks  of  com- 
mercialism or  social  medicine.  The  basic  pro- 
tection of  all  health  concerns  in  America  today 
depends  upon  the  maintenance  of  the  dignity, 
rights,  and  full  protection  of  the  family  dictor. 
When  any  plan  is  adopted  that  impairs  the 
dignity,  rights  and  usefulness  of  the  family 
doctor,  or  general  practitioners,  if  you  please, 
such  a plan  strikes  a serious  blow  at  the  most 
potent  agency  of  preventive  medicine  today. 

Then  it  seems  that  the  agency  to  put  this 
plan  across  with  the  laity  is  the  Board  of  Pub- 
lic Health,  the  daily  papers,  and  the  popular 
magazines.  The  doctor  himself  may  do  his 
bit  also,  but  the  big  end  of  the  campaign  must 
be  conducted  by  agencies  outside.  So,  finally, 
editorially,  we  conclude  our  comment  by  say- 
ing that  it  is  largely  up  to  your  Boards  of 
Health  and  agencies  of  organized  medicine  to 
popularize  the  idea. 


In  connection  with  the  subject  discussed 
above,  attention  is  called  to  a “Manual  of  Sug- 
gestions for  the  Conduct  of  Periodic  Examina- 
tions of  Apparently  Healthy  Persons,”  pub- 
lished by  the  American  Medical  Association, 
upon  which  the  above  comments  are  largely 
based.  It  embodies  suggestions  for  the  conduct 
of  the  physical  examination  and  also  for  the 
hygienic  advice  to  be  given  to  the  health  client. 

This  manual  is  an  elaboration  of  the  original 
report  presented  to  the  House  of  Delegates  in 
1923,  and  prepared  by  a committee  of  which 
Dr.  Haven  Emerson  was  charman,  and  Drs. 
Rock  Sleyster,  Edgar  A.  Hines,  Tom  B. 
Throckmorton,  Walter  F.  Donaldson  and  Olin 
West,  of  the  group  of  Secretaries  of  the  State 
Medical  Societies,  were  the  other  members. 

The  additional  material  has  been  drafted  by 
a special  committee  consisting  of  Drs.  Isaac 
Abt,  Joseph  A.  Capps,  Charles  A.  Elliott, 
Haven  Emerson,  Joseph  L.  Miller,  Alfred  E. 
Shipley,  and  Alec  N.  Thompson,  Dr.  Anna 
Mann  Richardson  and  Dr.  H.  Douglas  Singer, 
of  Chicago. 

The  manual  is  for  sale  by  the  American 
Medical  Association  at  the  following  prices: 
Single  copy,  $0.20;  5 copies  $0.75;  10  copies, 
$1.25;  25  copies,  $2.50;  50  copies,  $4.50;  100 


copies,  $8.50;  500  copies,  $40,  and  1,000  copies. 
$80. 

In  order  to  promote  the  wide  distribution 
and  use  of  this  manual,  it  is  hoped  that  the 
various  county  medical  societies  will  arrange 
to  secure  a sufficient  number  to  supply  each 
member  of  every  society  with  a copy. 

The  following  subjects  listed  in  the  Table  of 
Contents  will  indicate  the  scope  and  usefulness 
of  the  Manual : 

Introduction — Origin  of  Periodic  Health  Examina- 
tion Movement,  Action  of  House  of  Delegates,  Ne- 
cessity for  Examinations,  Examinations  Reveal 
Defects,  Physicians  Need  to  Teach  Care  of  the 
Body,  Adult  Instruction  the  Present  Need. 
History  of  the  Applicant — Form  A of  the  Blank  Dis- 
cussed— History  of  Applicant,  Details  of  Personal 
History. 

Physical  Examination — Form  B of  the  Blank — The 
Medical  Health  Examination,  Equipment  and 
Facilities,  Divis.ons  of  Form  B,  Details  of  Physi- 
cal Examination,  Height,  Weight,  Weight  Charts, 
Temperature,  Pulse,  Blood  Pressure,  Hearing, 
Vision,  Urine,  Feces,  Other  Possible  Laboratory 
Tests,  Posture,  Nutrition,  Skin,  Glands,  Breast, 
Chest,  Hands,  Male  Genitals,  Hernia,  Legs,  Rom- 
berg Sign,  Hair,  Eyes,  Teeth  and  Gums,  Tongue, 
Ears,  Heart,  Respiratory  System,  Nose,  Tonsils 
and  Pharynx,  Lungs,  Tuberculosis,  Abdomen,  Girth 
Measurements,  Reflexes  and  Sensation,  Liver, 
Spleen,  Kidneys,  Female  Genitals,  Rectum,  Spec- 
ial Groups,  Industrial  Hazards,  Summary  of  Find- 
ings. 

Hygienic  Advice — Health  Prescriptions — Two  Illus- 
trative Cases,  Examples  of  Prescriptions,  Printed 
Instructions,  Study  of  Community  Resources  for 
Health,  Overweight  and  Underweight,  Overweight, 
Method  of  Approach  to  the  Individual,  General 
Principles  in  Prescribing  Diet,  Individual  Clients, 
Prescribing  the  Diet,  Opinions  about  Water  Differ, 
The  Part  Exercise  Plays,  Underweight,  Poverty 
not  the  Cause,  Diet  in  Underweight,  Exercise  is 
Secondary  to  Rest,  Constipation,  Influence  of  Mus- 
cle Tone,  Habits  of  Eating  and  Drinking,  The 
Cathartic  and  Enema  Habit,  Suggested  Diet  Pre- 
scriptions, Muscle  Tone  and  Posture,  How  to  Judge 
Posture,  Muscle  Tone,  The  Skin  and  Hair,  The 
Extremities,  Blood  Pressure,  Difficulty  in  Sleeping, 
Nervousness,  Female  Genitalia,  Conclusion. 

Physicians  interested  in  this  question  and 
wishing  to  formulate  a system  for  personal  use 
in  practice,  may  employ  the  accompanying 
blank,  prepared  and  published  by  the  Ameri- 
can Medical  Association  as  a guide  in  the 
preparation  of  history  and  examination  forms. 

A.  G.  B.,  JR. 

About  Blood. 

Beginning  soon  after  the  Homeric  period  ob- 
servers began  to  note  that  disease  followed, 
what  we  might  consider,  natural  laws  in  its 
development  and  course.  The  idea  held  up  to 
then  that  disease  was  of  demonic  origin  was 
now  no  longer  tenable.  Instead,  the  causes 
must  be  sought  in  the  body  fluids,  and  about 
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500  B.  C.  we  find  Hippocrates,  with  his  school, 
presenting  the  theory  of  the  “four  humors.” 
Accordingly  it  was  reckoned  that  an  individual 
was  normal  or  not  according-  to  the  balance  in 
his  body  of  the  fluids — blood,  phlegm,  yellow 
bile  and  black  bile.  The  old  nomenclature 
and  theory  of  this  school  have  curiously  enough 
been,  handed  down  to  us  in  the  terms  yet  used 
“sanguine,”  “phlegmatic,”  “bilious,”  and  “mel- 
ancholiac,” supposedly  indicating  a preponder- 
ance of  blood,  phlegm,  yellow  bile  or  black  bile. 

As  crude  as  we  find  this  theory,  it  had  very 
notable  merit  in  that  it  lixed  the  study  of  dis- 
ease iru'ocesses  upon  natural,  rather  than  un- 
natural, causes  and  was  the  early  beginning  of 
the  centuries  of  study  and  investigation  which 
have  yielded  our  present  day  medicine,  which, 
although  unfinished,  is  beginning  to  assume 
certain  definiteness  and  attributes  of  the 
scientific.  Their  accomplishments,  with  ef- 
forts handicapped  by  lack  of  exact  and  precise 
instruments  of  scrutiny,  are  an  inspiration  and 
a foundation.  Science,  as  we  know,  includes 
all  things,  but  from  our  interests  as  practi- 
tioners of  medicine  we  naturally  expect  to  en- 
ter this  circle  through  a study  of  the  body. 
What  portion  or  tissue  could  be  more  import- 
ant for  this  than  blood — the  nutrifier  and  puri- 
fier of  the  body? 

Perhaps,  if  we  carried  a perfectly  clear  idea 
of  normal  values  in  volume,  cytology  and  chem- 
istry of  this  tissue,  we  would  wear  better  lenses 
through  which  we  could  see  the  interesting 
and  important  phases  of  its  diagnostic  and 
prognostic,  aid. 

The  blood  is  of  mesodermic  origin,  and  is  a 
form  of  connective  tissue  in  which  the  cells  are 
never  fixed  and  the  intercellular  substance  is 
fluid.  Certain  columns  of  cells  in  the  embryo, 
designated  to  become  blood  vessels,  early  shoAv 
a loosening  of  their  central  cells,  and  these  cells 
become  floaters  at  first,  hemoglobin  free  and 
nucleated.  Later,  they  begin  to  show  hemo- 
globin, are  very  large,  and  constitute  what  we 
know  as  megaloblasts.  They  multiply  at  this 
period  in  the  blood  stream  by  mitosis  and  are 
soon  joined  by  smaller  cells  of  endothelial 
origin.  The  endothelial  cells,  forming  the  yolk 
sac,  give  off  a kind  of  large,  granular,  nucle- 
ated cell,  larger  than  megaloblasts,  known  as 
megakaryoctes,  which  soon  fragment  and  form 
platelets. 

During  the  first  month  the  red  cells  are  nu- 


cleated and  gradually  by  the  end  of  the  third 
month  a majority  have  lost  their  nuclei. 

The  leukocytes  appear  in  the  blood  during 
the  second  month,  and  their  origin  is  probably 
in  the  lymph  nodes,  spleen,  liver  and  bone  mar- 
row. And  while  in  all  mammalians  we  nor- 
mally have  one  blood  forming  organ,  it  is  inter- 
esting and  important  to  note  that  under  gi’eat 
stress  blood  generation  is  reassumed  in  these 
fetal  blood-forming  tissues.  \ 

It  seems  well  to  carry  a small  amount  of  the 
embryology  of  blood  in  order  that  we  may 
recognize  that  the  presence  of  embryonal  cells 
in  the  circulation  indicate  that  the  blood  is 
being  rushed  into  place  before  it  has  time  to 
mature  and  this  in  turn  bespeaks  an  unusual 
drain — either  abnormal  blood  loss  or  destruc- 
tion. 

In  adult  life  we  find  the  red  cells  numbering 
from  4,000,000  to  6,000,000  per  cu.  m.  m.,  about 
7 microns  in  diameter,  and  biconcave,  non-nu- 
cleated  and  staining  evenly  with  acid  stains. 
There  should  be  little  variation  in  size,  shape 
or  staining. 

It  is  customary  for  cytologists  to  report 
granul  ation,  polychromatosis,  anisocytosis, 
poikilocytosis  and  nucleation. 

The  amount  of  coloring  in  each  red  cell  is 
determined  by  dividing  the  per  cent  normal  of 
hemoglobin  by  the  per  cent  of  the  normal 
number  of  red  cells  present.  The  value  is  nor- 
mal at  1,  but  varies  considerably  with  the  dif- 
ferent anemias.  An  increase  generally  sug- 
gests pernicious  anemia  while  in  secondary 
anemias  we  find  a decrease.  In  chlorosis  and 
leukemia  hemoglobin  indices  are  below  normal. 

The  determination  of  hemoglobin  content 
seems  to  have  been  one  of  the  earliest  efforts 
in  blood  chemistry,  and  it  is  somewhat  of  a 
surprise  in  going  over  the  standards  used  to 
find  that  they  are  and  have  been  largely  em- 
pirical, individual  and  greatly  at  variance.  Of 
the  older  instruments,  Fleischman-Miescher 
used  actual  percentages  of  hemoglobin.  Sahli 
chose  17.2  gms.  per  100  c.c.  of  blood  as  stand- 
ard. Haldane  employed  as  a standard  of  100 
joer  cent  a 1 per  cent  solution  of  blood  having 
an  oxygen  capacity  of  18.5  per  cent.  Such  a 
blood  contains  approximately  14  gms.  per  100 
c.c.  Haden  uses  15.83  gms.  per  100  as  stand- 
ard. 

Williamson  and  Newcomer  have  probably 
done  the  best  work  on  this,  and  after  very  care- 
ful analyses  Williamson  determines  the  actual 
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hemoglobin  content  of  male  blood  as  16.92  gms. 
per  100  c.c.  of  blood  and  female  as  15.83  gms. 
per  100.  Newcomer,  adopting  this  as  standard, 
has  produced  a permanent  colored  glass  disc 
which  is  used  in  a colorimeter.  He  also,  in 
order  to  call  attention  to  the  errors  in  past  esti- 
mations, suggests  reporting  the  findings  as  gms. 
per  100.  But  for  the  time,  at  least,  it  seems 
wise  to  use  both  gms.  per  100  c.c.  and  percent- 
ages in  these  reports  in  order  to  avoid  con- 
fusion. 

There  are  slight  age  variations  with  which 
the  pediatrician  should  familiarize  himself. 
Infants  at  birth — 23.25  gms. ; infants  at  the  end 
of  the  third  month — 14  sans. 

There  is  a decline  in  both  male  and  female 
hemoglobin  content  after  sixty  years  of  age. 

In  most — not  all — cases  showing  decreased 
hemoglobin,  there  exists  a diminished  number 
of  red  cells  per  volume  of  blood.  The  decrease 
in  the  number  of  cells  and  the  normal  hemo- 
globin furnish  the  index  to  the  severity  of  the 
anemia.  In  case  of  hemorrhage  a sudden  re- 
duction of  red  cells  to  100,000,  or  less,  gener- 
ally terminates  fatally.  In  leukemias  the  red 
cell  count  is  generally  not  markedly  reduced. 
Toxins  of  specific  fevers,  acute  pyogenic  infec- 
tions and  malignancy  cause  reductions. 

The  companion  cells  of  the  erythrocytes  or 
the  leukocytes  have  been  studied  simultaneously 
with  them.  These  cells  normally  number  8,000 
to  10,000  per  cu.  m.m.,  and  vary  in  total  and 
percentages  both  physiologically  and  patholog- 
ically. 

Physiologically,  they  increase  in  digestion, 
exercise,  at  altitudes,  in  infants  (first  week  to 
15,000),  and  bathing. 

Pathologically  they  increase  in  pyogenic  in- 
fection, malignant  tumors,  post-hemorrhagic 
conditions,  drugs  (turpentine,  camphor,  pep- 
permint, quinine,  ethereal  oils),  shock  (mental 
and  physical),  following  protein  injections, 
anemias  (splenic  and  leukemic),  and  measles 
(before  eruption). 

They  decrease  in  typhoid  fever,  tuberculosis, 
malnutrition,  intoxications  from  heavy  metals, 
narcotics  and  alcohol,  in  measles  (following 
eruption)  and  influenza. 

The  percentages  of  leucocytes  should  be  ap- 
proximately normal  under  two  years  at : 
Polymorphonuclear  Neutro- 


philes  40  -60  % 

Small  Lymphocytes  40  -60  % 

Large  Lymphocytes  <4  -10  % 


Transitionals  5-  1 % 

Eosinophiles 1 - 2 % 

Basophiles  .5% 

Above  two  years,  the  percentage  gradually 
changes  until  by  about  eleven  years  it  is  within 
adult  normals. 

Polys 65  -70  % 

Small  Lymphs 20  -26  % 

Large  Lymphs 4 - 8 % 

Eosinophiles  1 - 2 % 

Basophiles  .5% 

In  most  cases  of  acute  infections  and  in- 
flammatory conditions  the  polymorphonuclear 
neutrophiles  increase  and  this  increase  is  gen- 
erally parallel  to  the  temperature  increase. 
However,  infections  of  influenza,  tuberculosis, 
typhoid  and  malaria  do  not  cause  a polymor- 
phonuclear neutroph  i losis. 

The  post-hemorrhagic  leukocytosis  is  a part 
of  the  o-eneral  rushing;  into  the  blood  stream 
of  new  blood  and  is  not  considered  a body  re- 
action but  mechanical.  The  mixed  leukocyto- 
sis in  which  both  granular  and  lymphocytic  ele- 
ments are  increased  is  seen  in  the  leukemias 
where  myelocytes  are  abundant. 

Lymphocytosis  occurs  in  poorly  nourished 
children,  with  whooping  cough,  gastro-intes- 
tinal  disturbances,  cervical  adenitis,  splenic 
tumors,  lymphatic  leukemia,  Hodgkin’s  disease. 

Eosinophilia  occurs  in  spleno-myelogenous 
leukemia,  sarcoma  of  the  bone  marrow,  osteo- 
myelitis, intestinal  parasites,  after  extirpation 
of  the  spleen,  bronchial  asthma,  empl^sema, 
skin  diseases  (especially  those  produced  by 
toxic  agents),  myalgias,  chronic  gonorrheal  in- 
fections and  trichinosis. 

Blood  platelets  should  number  225,000  to 
350,000  per  cu.  m.m.  No  facts  of  clinical  im- 
portance have  as  yet  been  forthcoming  about 
the  platelets. 

Blood  Chemistry 

The  detailed  study  of  cells  gave  little  light 
upon  metabolic  conditions  and  it  has  remained 
for  American  workers  using;  American  methods 
and  apparatus  during  the  last  ten  years  to 
make  wonderful  progress  in  diagnosis,  prog- 
nosis and  therapeusis  of  the  metabolic  condi- 
tions. There  is  now  a definite  foundation  in 
blood  chemistry  which  is  of  distinct  assistance 
to  the  internist  and  surgeon,  the  urologist,  the 
obstetrician  and  pediatrician. 

Most  recently,  interesting  blood  volume 
work,  by  using  vital  red  and  colorimetric 
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methods,  has  determined  that  blood  volume  is 
8.8  per  cent  body  weight  instead  of  7 per  cent 
as  formerly  used  thus  making  our  fraction 
1/11  instead  of  1/13  of  body  weight. 

Samples  of  blood  for  blood  chmistry  should 
be  taken  from  the  venous  and  not  the  arterial 
or  capillary  circulation;  unless  well  iced  the 
sugar  determination  is  diminished  too  much 
to  be  an  index  after  24  hours  of  collection. 

For  all  determinations  except  blood  calcium, 
potassium  oxalate  is  used  as  the  anticoagulant 
and  it  should  be  in  the  proportion  of  20  mgs., 
to  each  10  c.c.  of  blood.  The  blood  should  be 
actively  agitated  after  collection  to  insure 
thorough  mixing  and  prevention  of  clotting. 
When  calcium  is  to  be  determined,  potassium 
citrate  is  used  to  prevent  clotting.  The  length 
of  time  after  meals  has  a bear i no-  on  blood 
chemistry  findings  and  samples  are  most  re- 

(In this  Table,  ‘ 


liable  when  taken  in  the  morning  before  break- 
fast. 

Normals  have  beeen  practically  established 
and  for  venous  blood  the  following  table  shows 
these  and  variations  which  majr  be  of  interest 
to  those  working  in  special  lines: 

In  generalization,  we  can  remember  that  the 
ease  of  excretion  of  creatinine,  uric  acid  and 
urea  through  the  kidney  is  in  the  order  in 
which  they  are  named  and  that  we  have  a 
more  serious  condition  existing  where  the  crea- 
tinine is  held  in  the  blood  than  where  the  urea 
is  held  in. 

References. 

Practical  Chemical  Analysis  of  Blood.  Myers. 
Clinical  Diagnosis  by  Laboratory  Methods.  Todd. 
Nelsen’s  Loose  Leaf  Living  Medicine. 

Oxford  Loose  Leaf  Medicine. 

Journals  A.  M.  A. 

Classical  Bacteriology,  Blood  Work  and  Parasitology. 
Stitt. 

J.  O.  F.,  JR. 
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For  Internist  & Surgeon 
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News  Notes 

Christmas  Greetings 
to  All  our  Readers 
and 

Best  Wishes  for  a Happy  and  Prosperous  1926. 


The  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina 

Held  its  thirtieth  annual  meeting  and  clini- 
cal session  at  Norfolk,  Ya.,  Decembef  1,  2 and 
3,  with  Dr.  R.  L.  Payne,  Norfolk,  president,  in 
the  chair.  The  meeting  was  well  attended  and 
many  interesting  papers  were  read.  The  enter- 
tainments included  a luncheon,  the  president’s 
reception  and  an  oyster  roast  at  Cape  Henry. 
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It  was  decided  to  meet  next  year  in  New 
Bern,  N.  C.,  and  the  following  officers  were 
elected : President,  Dr.  George  A.  Caton,  New 
Bern,  N.  C. ; vice-presidents,  Drs.  R.  M.  Cox, 
Portsmouth;  Zenas  Fearing,  Elizabeth  City, 

N.  C.;  W.  P.  McDowell,  Norfolk;  and  David 
T.  Tayloe,  Jr.,  Washington,  N.  C.;  treasurer, 
Dr.  Israel  Brown,  Norfolk,  succeeding  Dr. 
Caton;  secretary,  Dr.  Clarence  Porter  Jones 
(re-elected),  Newport  News. 

Married. 

Dr.  Kenneth  Dawson  Graves,  of  Pearisburg, 
Ya..  and  Miss  Margaret  Stringfellow  Burwell, 
of  Roanoke,  Va.,  November  4. 

I)r.  Frank  E.  Daves,  Danville,  Va.,  and  Miss 
Adelaide  Simpson  Bradley,  October  12,  1925. 

Dr.  Robert  Whitehead,  Victoria,  Va.,  and 
Mi  ss  Elizabeth  Ford  Eubank,  of  Keysville, 
Va.,  in  November. 

Dr.  Lyle  Steele  Booker  and  Miss  Katherine 
Helen  Amrhein,  both  of  Durham.  N.  C.,  No- 
vember 10. 

Dr.  Garnette  Wright  Johnson,  Danville, 
Va.,  and  Miss  Adclie  Cox,  of  Ridgeway,  Va., 
November  7. 

The  Southern  Medical  Association 

Held  one  of  the  best  meetings  of  its  history 
in  Dallas,  November  9-12,  Dr.  Stewart  R. 
Roberts,  of  Atlanta,  presiding.  There  was  a 
registered  attendance  of  about  2,200  physi- 
cians. All  of  the  sections  did  good  work  and 
this  was  truly  a “feast  of  reason  and  a flow 
of  soul.”  Atlanta,  Ga.,  was  selected  as  the 
1926  convention  city,  the  meeting  to  be  held 
the  third  week  in  November.  Dr.  C.  C.  Bass, 
of  New  Orleans,  was  elected  president,  Dr. 

O.  M.  Marchman,  of  Dallas,  first  vice-presi- 
dent. Dr.  M.  Y.  Dabney,  of  Birmingham, 
Ala.,  was  re-elected  editor  of  the  Association’s 
journal  and  Mr.  C.  P.  Loranz  continues  as 
secretary-manager  of  the  Association. 

Dr.  Wm.  F.  Matthews, 

Of  the  class  of  ’24,  Medical  College  of  Vir- 
ginia, after  completing  his  internship  at  St. 
Francis  Hospital,  Jersey  City,  N.  J.,  is  now 
at  New  York  Foundling  Hospital,  New  York 
City. 

Dr.  R.  E.  Booker, 

Lottsburg,  Va.,  was  a recent  visitor  at 
Arvonia  and  in  Richmond,  Va. 

Dr.  and  Mrs.  Lawrence  H.  Hoover 
Have  returned  to  their  home  in  Clarksville, 
Va.,  after  a short  visit  to  Richmond. 


Dr.  P.  K.  Graybill, 

Fincastle,  Va.,  left  the  middle  of  November 
for  Phoenix,  Arizona,  where  he  expects  to 
spend  sometime  on  account  of  his  health.  As 
a member  of  the  Executive  Council  of  the 
State  Society  from  the  Tenth  District,  he  has 
designated  Dr.  M.  T.  McCulloch,  of  Troutville, 
Va.,  to  represent  that  District  in  his  absence. 
Dr.  G.  W.  Brown, 

Superintendent  of  Eastern  State  Hospital, 
Williamsburg,  Va.,  has  recovered  from  a re- 
cent illness. 

Dr.  P.  R.  Fox, 

Of  the  class  of  ’23,  Medical  College  of  Vir- 
ginia, has  recently  moved  from  Bramwell,  W. 
Va..  to  McComas,  W.  Va. 

Dr.  George  C.  Snead, 

Formerly  of  Trammel,  Va.,  has  now  located 
at  Bristol,  Tenn.,  with  offices  in  Interstate 
Building.  He  is  limiting  his  practice  to  pedia- 
trics. 

The  Annual  Conference  of  Secretaries  of 
Constituent  State  Medical  Associations 

Was  held  at  the  headquarters  of  the  Ameri- 
can Medical  Association  in  Chicago,  November 
20  and  21.  To  this  conference  were  invited 
editors  of  the  State  medical  journals,  as  well 
as  the  secretaries  of  the  State  medical  associa- 
tions, and  many  subjects  were  discussed  which 
overlapped  to  such  an  extent  that  they  were 
of  interest  to  both  of  these  officers. 

Although  there  was  a discussion  of  many 
problems  which  affect  the  State  associations, 
perhaps  “Periodic  Examinations  of  the  Ap- 
parent! y Healthy,”  by  the  family  physician, 
attracted  more  attention  than  any  one  subject. 
Two  short  sessions  were  given  over  to  this 
timely  topic,  a practical  demonstration  being 
made. 

Dr.  P.  D.  Lipscomb, 

Richmond,  has  been  appointed  assistant 
surgeon-general  on  the  staff  of  the  First  Bri- 
gade, Virginia  Division.  United  Confederate 
Veterans. 

Dr.  F.  H.  Smith, 

Abingdon,  Va.,  who  was  nominated  bv  the 
Medical  Society  of  Virginia  as  a member  of 
the  State  Board  of  Medical  Examiners  from 
the  Ninth  Congressional  District,  has  been  ap- 
pointed by  the  Governor  to  fill  the  vacancy 
for  the  unexpired  term  of  the  late  Dr.  W.  W. 
Chaffin. 
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The  Xmas  Seal  Sale  Is  On. 

Buy  them  and  use  them  on  your  Xmas  mail ! 
Last  year,  over  $4,200,000  was  raised  from  the 
Seal  Sale  in  the  United  States,  Virginia’s  part 
being  $57,463.44.  This  money  was  used  for  free 
tuberculosis  clinics,  nurses,  and  for  sanatorium 
treatment  and  preventive  work. 

Do  you  know  that  the  Xmas  Seal  Sale  idea 
originated  with  a postal  clerk  in  Denmark,  on 
Christmas  Eve,  in  1903?  His  suggestion  took 
well  and  resulted  in  raising  money  in  a short 
time  for  a children’s  tuberculosis  hospital  in 
that  country.  In  1907,  the  plan  was  used  for 
the  first  time  in  this  country  in  the  State  of 
Delaware,  and  resulted  in  raising  $1,000  to  pay 
on  the  site  of  the  first  tuberculosis  sanatorium 
in  that  State.  Largely  as  a result  of  the  Xmas 
Seal  sales,  the  death  rate  from  tuberculosis 
has  been  reduced  50  per  cent  in  twenty  years. 
But  there  is  still  work  to  be  done.  Get  busy 
before  it  is  too  late  to  help  this  year. 

Dr.  D.  L.  Kinsolving, 

Abingdon,  Va.,  has  been  appointed  a mem- 
ber of  the  Washington  County,  Va.,  Board  of 
Health,  vice  Dr.  T.  D.  Hutton,  who  died  re- 
cently. 

The  Medical  Society  of  Virginia,  Maryland 

and  District  of  Columbia 

Held  its  regular  semi-annual  meeting  at 
Raleigh  Hotel,  Washington,  D.  C.,  November 
18,  under  presidency  of  Dr.  J.  W.  Bird,  of 
Sandj'  Spring,  Md.  Dr.  Jos.  D.  Rogers,  Wash- 
ington, is  secretary.  Following  an  interesting 
scientific  program,  luncheon  was  tendered  the 
members  and  time  was  given  for  every  one  to 
have  a good  time  before  returning  home. 

Dr.  A.  S.  Brirkley 

Has  been  elected  vice-president  of  the  Uni- 
versity Club  of  Richmond. 

Dr.  W.  C.  Akers, 

Of  Stuart,  Va.,  has  recently  opened  in  that 
place  a private  hospital  which  contains  sixteen 
beds.  It  will  be  knoAvn  as  the  Stuart  Hospital 
and  is  located  on  Main  Street  west  of  the 
Courthouse. 

Dr.  W.  C.  Harmon 

Has  returned  to  his  home  at  Dolphin,  Va., 
after  being  a patient  in  a Richmond  hospital. 
Montana  Saves  Mothers  and  Babies. 

Lower  infant  and  maternal  mortality  rates 
for  Montana  are  shown  in  a health  review 
published  lately  by  the  Montana  Department 
of  Health.  In  1923  the  infant  death  rate  was 


71.8  and  in  1924,  65.8.  The  maternal  mortal- 
ity rate  dropped  from  7.5  in  1923  to  7.0  in 
1924. 

Accident  Insurance  for  School  Children, 

Switzerland. 

Accident  insurance  for  public  school  chil- 
dren is  to  be  provided  by  the  Government  of 
Zurich,  Switzerland,  as  has  already  been  done 
in  Bern  and  Bazellancl.  At  present  150  com- 
munities in  Zurich  are  providing  this  insur- 
ance paying  an  average  of  T,000  francs  in 
case  of  accidental  death,  5,000  in  case  of  dis- 
ability, and  3 francs  a day  for  medical  treat- 
ment. 

American  Board  of  Otolaryngology 

An  examination  was  held  by  the  American 
Board  of  Otolaryngology  on  October  19,  1925, 
at  the  Cook  Countv  Hospital,  Chicago,  with 
the  following  result: 


Passed  120 

Failed  23 

Total  Examined  143 


The  next  examination  will  be  held  in  Dallas, 
Texas  on  April  19,  1926.  Applications  may 
be  secured  from  the  Secretary,  Dr.  H.  W.  Loeb, 
1402  South  Grand  Boulevard,  St.  Louis,  Mo. 
Commander  J.  B.  Mears,  M.  C.,  U.  S.  N., 

Has  been  transferred  from  the  Naval  Hos- 
pital, at  Mare  Island,  California,  to  the  U.  S. 
Naval  Hospital,  Canacao,  P.  I.  In  spite  of 
his  many  wanderings,  Dr.  Mears  keeps  up  his 
affiliation  with  his  native — the  Virginia  State 
Medical  Society. 

District  of  Columbia  Druggists  Urge  Sup- 
port of  Venereal  Disease  Control  Law. 

That  druggists  should  no  more  attempt  to 
treat  the  venereal  diseases  than  they  should 
handle  smallpox,  typhoid,  diphtheria,  or  simi- 
lar ailments  is  the  view  expressed  bv  the  Legis- 
lative Committee  of  the  District  of  Columbia 
Retail  Druggists’  Association  in  a circular  re- 
cently issued  by  the  committee  to  members  of 
the  Association.  “Druggists  must  realize,” 
says  the  committee,  “that  efforts  of  the  public 
health  authorities  have  placed  venereal  dis- 
eases in  the  same  category  as  smallpox,  diph- 
theria, typhoid,  yellow  fever  and  other,  more 
or  less,  controllable  diseases.”  Attention  is  di- 
rected to  the  venereal  disease  control  law  for 
the  District  of  Columbia  enacted  by  Congress 
in  February,  1925,  and  the  druggists  of  the 
District  are  urged  to  co-operate  with  the  local 
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health  department  and  physicians  in  making 
effective  the  provisions  of  the  law. 

Deaths  Due  to  Syphilis  in  France. 

Twenty  thousand  infant  deaths,  40,000  abor- 
tions and  80,000  deaths  among  adults  is  the 
toll  exacted  by  syphilis  in  France  each  year, 
according  to  the  Minister  of  Labor,  Hygiene 
and  Social  Welfare  as  reported  in  a recent 
number  of  “ The  Lancet ” (London).  The 
government  is  undertaking  a campaign  of  pub- 
lic enlightenment  and  is  instituting  preventive 
measures  for  which  4,000,000  francs  are  ap- 
propriated annually.  The  Minister  states  that 
progress  is  taking  place  and  points  to  the  fact 
that  syphilis  is  no  longer  regarded  as  a disease 
to  be  hushed  up. 

Dr.  W.  O.  Poindexter, 

Newport  News,  Va.,  narrowly  escaped  death 
or  serious  injury,  last  month,  when  his  auto- 
mobile stalled  on  the  railroad  tracks  near  that 
place.  The  physician  jumped  front  his  car 
just  before  it  was  struck  and  demolished  by  a 
freight  train  which  crashed  into  it. 

Dr.  R.  S.  Spilman, 

Medical  director  of  the  Virginia  Military 
Institute,  Lexington,  has  been  granted  a leave 
of  absence  for  several  months,  on  account  of 
his  health.  Dr.  Spilman.  was  gassed  during 
the  World  War  and,  as  a result,  has  been  un- 
der treatment  several  times. 

Hughes  Memorial  Hospital. 

Early  last  month,  the  cornerstone  of  the 
Hughes  Memorial  Hospital  Avas  laid  by  the 
Virginia  Grand  Lodge  of  Masons.  This  hos- 
pital was  made  possible  by  the  $250,000  bequest 
of  the  late  John  E.  Hughes,  of  Danville.  The 
hospital,  when  completed,  will  represent  an 
inArestment  of  about  $400,000.  Work  is  already 
well  under  way. 

Association  of  American  Medical  Colleges. 

At  the  meeting  of  this  Association  held  re- 
cently  in  Charleston,  S.  C.,  Dr.  Hugh  Cabot, 
Ann  Arbor,  Mich.,  was  elected  president,  Dr. 
David  L.  Edsall,  Boston,  vice-president,  and 
Dr.  Fred  C.  Zapffe,  Chicago,  secretary.  The 
next  annual  meeting  will  be  held  in  Cleveland, 
Ohio,  in  October  1926. 

Dr.  H.  O.  Bell, 

Who  returned  to  Virginia  in  the  early  Fall, 
after  completing  a post-graduate  course  at  New 
York  Nursery  and  Child’s  Hospital,  is  noAv  lo- 
cated at  Salem,  Virginia,  where  he  is  engaged 
in  general  practice. 


Dr.  Osier's  Challenge  to  Anti-Vaccinationists. 

In  response  to  a letter  sent  out  from  the  office 
of  the  Virginia  State  Health  Commissioner, 
Dr.  A.  M.  Showalter,  of  Christiansburg,  Va., 
recently  replied  that,  though  he  had  vacci- 
nated se\reral  thousand  people  in  the  last 
eighteen  years,  he  had  never  yet  seen  any  dan- 
gerous or  ill  effects  from  vaccination.  He 
further  stated  that  he  thought  the  famous 
challenge  issued  by  Sir  William  Osier  to  the 
anti-vaccinationists  of  England  a number  of 
years  ago  (which  Ave  append  herewith  from 
the  July,  1925  issue  of  Southern  Medicine  and 
Surgery),  would  readily  apply  to  the  present 
day. 

“I  do  not  see  how  any  one  who  has  gone  through 
epidemics  as  I have,  or  who  is  familiar  with  the 
history  of  the  subject,  and  who  has  any  capacity 
left  for  clear  judgment,  can  doubt  its  value.  Some 
months  ago  I was  twitted  by  the  editor  of  the 
Journal  of  the  AntLV accination  League  for  a ‘curious 
silence,’  on  this  subject.  I would  like  to  issue  a Mt. 
Carmel-like  challenge  to  any  ten  unvaccinated  priests 
of  Baal.  I will  go  into  the  next  severe  epidemic 
with  ten  selected  vaccinated  persons  and  ten  se- 
lected unvaccinated  persons — I should  prefer  to 
choose  for  the  latter  three  members  of  parliament, 
three  anti-vaccination  doctors  (if  they  could  be 
found),  and  four  anti-vaccination  propagandists. 
And  I make  this  promise — neither  to  jeer  nor  to  jibe 
when  they  catch  the  disease,  but  to  look  after  them 
as  brothers,  and  for  four  or  five  who  are  certain  to 
die,  I will  try  and  arrange  the  funerals  with  all 
the  pomp  and  ceremony  of  an  anti-vaccination  demon- 
stration.” 

It  might  be  added  that  this  challenge  was 
never  taken  up  by  those  to  whom  it  was  ad- 
dressed. 

Dr.  John  K.  Shumate, 

Recently  of  Salem,  Va.,  and  later  at 
Catawba  Sanatorium,  is  now"  at  Nopeming 
Sanatorium,  Nopeming,  Minnesota. 

Dr.  J.  B.  Wingfield 

Has  returned  to  his  home  at  Clarksburg, 
W.  Va.,  after  spending  six  months  on  his  farm 
in  Fairfax  County,  Va.  Dr.  Winfield  keeps 
up  membership  in  the  Medical  Society  of  Vir- 
ginia and  has  many  friends  in  this  State,  being 
an  alumnus  of  the  former  University  College 
of  Medicine  of  the  class  of  ’97. 

The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  the  following 
ojfen  competitiA’e  examinations : 

Junior  Medical  Officer,  assistant  medical 
officer,  associate  medical  officer,  medical  officer 
and  senior  medical  officer,  applications  to  be 
rated  as  received  until  December  30; 

Graduate  nurse  and  graduate  nurse  (visit- 
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ing  duty),  applications  to  be  rated  as  received 
until  December  30; 

Social  worker  (psychiatric),  receipt  of  ap- 
plications to  close  December  29; 

Under  scientific  helper,  I’eceipt  of  applica- 
tions to  close  December  26. 

Popular  Health  Magazine. 

The  December  issue  of  H-ygeia , the  popular 
health  magazine  published  bv  the  American 
Medical  Association,  seems,  if  possible,  to  con- 
tain more  than  usual  of  interest  for  the  layman 
with  an  inquring  turn  of  mind.  This  magazine 
always  presents  medical  truths  in  a wholesome 
way.  Why  not  order  it  for  your  patients  for 
the  coming  year  ? For  it  seems  that  the  more 
people  know  of  themselves,  the  more  readily 
they  come  to  the  family  physician  for  exami- 
nation and  treatment. 

Dr.  and  Mrs.  W.  W.  Bennett, 

Blackstone,  Ya.,  were  visitors  in  Richmond, 
the  latter  part  of  November. 

Farmville  to  Have  Large  Hospital. 

The  Commonwealth  Fund,  of  New  York,  a 
Foundation  which  proposes  to  help  in  erecting 
and  equipping  hospitals  in  different  pai'ts  of 
the  United  States,  has  offered  to  contribute 
$120,000  on  a $180,000  hospital  in  Farmville, 
Ya.,  if  the  other  third  of  the  amount  is  raised 
in  the  district  of  which  Farmville  is  the  cen- 
ter, with  a radius  of  thirty-five  miles.  A 
capacity  of  forty  beds  is  being  planned.  The 
committees  have  option  on  an  acreage  on  the 
outskirts  of  Farmville.  It  is  expected  the  con- 
tract will  be  let  about  February. 

Civic  organizations  in  Farmville  have  taken 
up  the  work  of  putting  over  this  project  and 
are  working  in  conjunction  with  a committee 
from  the  Prince  Edwarcl-Cumberland  Medical 
Society. 

Dr.  J.  H.  Hiden 

Has  returned  to  his  home  at  Pungoteague, 
Ya.,  after  a two  weeks’  hunting  trip  in  Lunen- 
burg County,  Ya. 

The  Fourth  District  (N.  C.)  Medical  Society, 

At  its  regular  meeting  in  November,  elected 
Dr.  Claiborne  T.  Smith,  of  Rocky  Mount, 
president;  Dr.  Spencer  P.  Bass,  of  Tarboro, 
vice-president,  and  Dr.  George  M.  Brooks,  Elm 
City,  secretary-treasurer.  It  was  decided  to 
hold  the  next  meeting  in  Wilson,  N.  C. 

o 5 

Dr.  and  Mrs.  Emory  Hill 

Have  returned  to  their  home  in  Richmond 


[December, 

after  a short  visit  to  Dr.  Hill’s  mother  at 
Scottsville,  Ya. 

Physicians  Should  be  the  Guardians  of  Pub- 
lic Health. 

In  view  of  the  fact  that  several  institutions 
of  learning  have  introduced  courses  in  Public 
Health  whereby  a layman  as  well  as  a physi- 
cian may  be  instructed  and  in  a comparatively 
short  time  qualify  as  a Doctor  of  Public  Health 
and  be  allowed  to  advise,  qualify  and  practice 
preventive  medicine,  and  as  this  idea  seems  to 
be  gaining  favor  among  laymen,  the  Chicago 
Medical  Society,  in  recent  session,  adopted 
resolutions  in  which  they  stated  that  it  was 
their  belief  that  all  positions  of  trust  pertain- 
ing to  Public  Health  in  any  community  should 
be  held  by  physicians  and  not  by  la3unen  who 
have  secured  the  D.  P.  H.  licenses. 

Dr.  and  Mrs.  Arthur  B.  Carr 

And  children,  of  War,  W.  Ya.,  recently 
visited  relatives  in  Richmond.  Dr.  Carr  is 
a member  of  the  class  of  ’21,  Medical  College 
of  Virginia,  and  has  many  friends  in  this  sec- 
tion. 

Dr.  and  Mrs.  Francis  W.  Upshur 

Have  just  returned  to  their  home  in  Rich- 
mond, after  a visit  to  New  York  City. 

The  Ninth  District  Medical  Society  of  North 
Carolina, 

At  is  recent  meeting  in  Lexington,  N.  C., 
elected  the  following  officers : President,  Dr. 
Jarvis  R.  Terry.  Lexington;  vice-president,  Dr. 
Andrew  B.  Byerly,  Cooleemee;  secretary,  Dr. 
James  W.  Davis  (re-elected),  Statesville. 
Health  Movies,  New  York. 

The  New  York  State  Department  of  Health 
now  has  five  short  health  films  which  are 
loaned  without  charge  within  the  State.  The 
films  are  suitable  for  general  use  and  it  is 
suggested  that  health  workers  have  one  in- 
cluded in  the  local  theatre  programs  each 
week. 

Infant  Mortality,  Canada. 

A decrease  of  9 per  cent  in  the  infant  death 
rate  for  the  vital  statistics  registration  area  of 
Canada  during  1924  is  reported  by  the  Do- 
minion Bureau  of  Statistics.  The  maternal 
mortality  rate  in  1924  was  6 per  1,000  live 
births,  the  highest  rate  since  1921. 

Dr.  H.  Frank  Givens, 

Formerly  of  Virginia,  but  now  of  West 
Bend,  Ind.,  has  been  visiting  friends  and  rela- 
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tives  at  Glen  Wilton,  Va.,  where  he  formerly 
lived. 

Dr.  and  Mrs.  E.  P.  Amiss, 

Farmville,  Va.,  have  been  on  a visit  to' Mar- 
tinsville, Va.,  where  they  for  a time  made  their 
home. 

Dr.  J.  S.  Davis, 

Professor  of  Practice  of  Medicine  at  the 
University  of  Virginia,  by  invitation,  delivered 
an  address  before  the  Richmond  Academy  of 
Medicine,  November  10,  his  subject  being 
•‘Some  Aspects  of  Mouth  Troubles.” 

Dr.  Eugene  Pendleton 

Has  returned  to  his  home  at  Cuckoo,  Va., 
after  undergoing  an  operation  at  a Richmond 
hospital. 

Elks  to  Have  a Sanatorium. 

It  is  announced  that  the  Virginia  B.  P.  O. 
Elks  will  build  a tuberculosis  hospital  for  their 
members  and  their  families.  The  site  selected 
is  near  Blue  Ridge  Sanatorium,  Charlottes- 
ville, and  the  sanatorium  will  have  accommoda- 
tions for  forty  patients.  It  is  hoped  it  may 
be- opened  during  the  summer  of  1926. 

A Tax  on  Cosmetics  for  Health  Work. 

Dr.  B.  B.  Baby,  health  officer  of  Richmond, 
in  an  editorial  on  “Christianity  and  Health 
Work”  in  the  November  issue  of  The  Chesa- 
peake Christian , of  this  city,  calls  upon  the 
women  of  Virginia  to  assist  in  placing  nurses 
in  each  county  of  the  State.  Public  health 
nurses  are  needed  to  care  for  many  of  the 
suffering  children  and  women  in  some  of  the 
rural  sections  of  Virginia,  where  it  is  impos- 
sible to  secure  doctors.  For  this  purpose  he 
suggests  a small  tax  on  cosmetics  (not  that  he 
is  opposed  to  their  use),  but  that  the  women 
may  have  this  opportunity  of  providing  nurses 
and  paying  for  rooms  in  hospitals. 

In  keeping  with  this  suggestion,  Hon.  Wm. 
A.  Wright,  of  the  House  of  Delegates  from 
Essex  County,  will  present  a bill  in  the  coming 
legislature,  proposing  a tax  on  cosmetics,  the 
proceeds  to  be  spent  for  public  health  nurses, 
clinics  and  free  hospital  beds  in  the  State  of 
Virginia. 

Dr.  Lewis  H.  Taylor, 

Of  Washington,  D.  C.,  has  returned  home 
after  a visit  to  Huntington,  W.  Va.,  and 
Amelia  County,  Va. 

Dr.  William  C.  Powell, 

Petersburg,  Va.,  was  a recent  visitor  in 


Shelby,  N.  C.,  where  he  went  on  a business 
trip. 

Dr.  U.  G.  Jones, 

Of  Johnson  City,  Tenn.,  spent  some  time  on 
business  in  Marion,  Va.,  last  month. 

Dr.  and  Mrs.  W.  W.  Insley, 

Of  Christiansburg,  Va.,  last  month  visited 
their  daughter  at  Ewing,  Va. 

A Correction. 

In  our  item  on  the  recent  meeting  of  the 
Clinical  Congress  of  the  American  College  of 
Surgeons,  in  our  November  issue,  we  inad- 
vertently made  the  statement  that  Dr.  A.  Murat 
Willis,  Richmond,  was  the  only  Virginian  on 
the  program.  Later  reference  to  the  program, 
however,  shows  that  we  were  in  error,  as  we 
note  that  Dr.  Israel  Brown,  of  St.  Vincent’s 
Hospital,  Norfolk,  spoke  of  “Postmortems  in 
the  Open  Hospital,”  in  the  Hospital  Stand- 
ardization Conference.  We  regret  our  over- 
sight. 

Dr.  and  Mrs.  Reid  White, 

Lexington,  Va.,  were  recent  visitors  in  Ashe- 
ville, N.  C. 

Dr.  and  Mrs.  Charles  Graham  Fox, 

Wytheville,  Va.,  were  among  Thanksgiving 
visitors  in  Richmond,  this  year. 

Protection  of  Working  Mothers,  Chile. 

Recent  legislation  in  Chile  provides  that 
every  working  mother  must  have  a rest  period 
of  40  days  before  and  20  days  after  childbirth, 
her  position  being  held  for  her  during  this 
j)eriod;  that  factories  shops,  etc.,  must  pro- 
vide nurseries  for  the  care  of  the-  babies  of 
working  mothers,  and  that  mothers  must  have 
free  periods  during  the  day  to  nurse  their 
babies. 

Crippled  Children,  North  Carolina. 

The  income  from  a $500,000  bequest  to  the 
North  Carolina  Orthopedic  Hospital  is  to  be 
used  for  the  treatment  of  “poor  and  indigent” 
crippled  children,  according  to  the  bulletin 
of  the  State  Board  of  Charities  and  Public 
Welfare. 

Hospitals  and  Venereal  Disease  Control. 

That  hospitals  may  function  effectively  in 
the  control  of  the  venereal  diseases  is  the  sub- 
stance of  an  editorial  appearing  in  the  Octo- 
ber number  of  “ The  Modern  Hospitals  Says 
the  editor:  “One  specific  part  of  the  public 
health  program  in  which  hospitals  could  and 
should  actively  engage  is  in  the  control  of 


614 


VIRGINIA  MEDICAL  MONTHLY. 


[December, 


venereal  diseases.  In  no  particular  is  there  a 
greater  opportunity  to  do  educational  work 
and  certainly  in  the  treatment  of  the  venereal 
infections  much  may  be  accomplished  if  the 
work  is  thoroughly  done.”  The  work  of  the 
United  States  Public  Health  Service  through 
its  Division  of  Venereal  Diseases  is  commented 
upon  as  being  “largely  responsible  for  the 
awakening  of  the  people  of  the  United  States 
to  the  actual  and  potential  dangers  that  the 
continuance  of  these  diseases  constitutes.” 

Hospitals  can  render  invaluable  assistance 
to  State,  city  and  county  health  departments 
by  giving  the  general  public  information  re- 
garding this  gigantic  health  problem.  With 
that  end  in  view,  not  only  hospital  superin- 
tendents and  the  medical  staff,  but  nurses,  so- 
cial workers  and  others  coming  in  contact  with 
the  sick  should  be  educated  to  the  point  that 
they  will  assist  in  promoting  this  valuable 
public  health  activity.  “Here,”  concludes  the 
editor,  “is  a piece  of  work  and  a responsibility 
that  the  hospital  field  should  and  must  meet 
at  once.” 

The  Physicians’  Home,  Inc. 

A banquet  was  held  at  Hotel  Waldorf- 
Astoria,  New  York  City,  Monday  evening, 
November  23,  to  inaugurate  the  National  Cam- 
paign for  an  endowment  fund  for  the  National 
Home  for  aged  and  needy  physicians.  This  is 
endorsed  by  the  leading  physicians  and  lay- 
men of  the  world,  including  the  women.  Dr. 
Robert  T.  Morris  is  president. 

On  the  occasion  of  the  banquet,  addresses 
were  delivered  by  a number  of  prominent  lay- 
men and  physicians,  among  whom  were  the 
Hon.  Chauncey  M.  Depew,  Hon.  Elihu  Root, 
Drs.  Hubert  Work,  Charles  H.  Mayo,  and 
Alexander  Lambert.  A special  program  of 
music  was  also  given.  The  fact  was  brought 
out  at  this  banquet  that  approximately  5 per 
cent  of  the  more  than  140,000  physicians  in 
the  United  States  are  incapacitated  and  it  is 
these  that  the  Home  seeks  to  serve.  The  first 
small  unit  of  such  a home  is  already  in  service 
at  Caneadea,  N.  Y. 

The  Physicians’  Home,  Inc.,  has  established 
headquarters  in  Times  Building,  at  42nd  Street 
and  Broadway,  New  York.  Contributions 
should  be  forwarded  to  the  treasurer,  Dr. 
Albert  G.  Weed,  at  that  address. 

Dr.  H.  H.  Ware,  Jr., 

Of  the  class  of  ’24,  Medical  College  of  Vir- 


ginia, who  served  as  interne  at  Stuart  Circle 
Hospital,  Richmond,  following  his  graduation, 
is  now  at  the  New  York  Nursery  and  Child’s 
Hospital,  as  an  interne  on  the  obstetrical  serv- 
ice. 

University  of  Michigan  Opens  New  Hospital. 

The  new  University  Hospital,  operated  in 
connection  with  the  University  of  Michigan, 
was  formally  dedicated  on  November  19  and 
opened  for  inspection  on  November  19,  20  and 
21.  Many  distinguished  speakers  gave  ad- 
dresses and  a number  of  clinics  were  held  in 
the  different  amphitheaters  and  lecture  rooms 
in  the  Hospital. 

On  the  20th,  the  Hospital  served  luncheon  to 
the  guests  and  visiting  physicians. 

Dr.  James  M.  Miller, 

For  some  time  located  at  Crockett,  Va.,  is 
now  living  in  Wytheville,  Va. 

Dr.  J.  M.  Harman 

Has  returned  to  his  home  at  Floyd,  Va., 
after  spending  some  time  in  Richmond,  where 
he  was  undergoing  treatment  at  a local  hos- 
pital. 

Dr.  Baxter  C.  Culler, 

Located  for  a time  at  Fieldale,  Va.,  has  now 
moved  to  Martinsville,  Va. 

Dr.  E.  W.  Peery 

And  family,  of  Lynchburg,  Va.,  have  gone 
to  Delray,  Florida,  for  the  winter,  with  the 
idea,  perhaps,  of  making  it  their  home. 

Pure  Milk,  Illinois. 

Certificates  of  approval  from  the  Illinois  De- 
partment of  Public  Health  must  be  secured 
by  all  milk  pasteurization  plants,  except  in 
large  cities  with  good  municipal  inspection,  ac- 
cording to  a recent  law.  Employees  in  such 
plants  must  have  annual  physical  examinations. 

Babies  Saved,  Bridgeport,  Conn. 

Four  year’s  work  by  Bridgeport’s  division 
of  infant  hygiene  has  reduced  the  city’s  infant 
mortality  rate  from  ninety-two  per  1,000  live 
births  to  fifty-six,  a drop  of  almost  forty  per 
cent. 

Health  stations  have  aided  in  this  work.  The 
cost  of  keeping  in  touch  with  a baby  at  home 
and  in  the  health  station  is  only  twenty-nine 
cents  a visit. 

Equal  Guardianship  Bill,  Great  Britain. 

The  principle  of  equal  rights  and  responsi- 
bilities for  mothers  and  fathers  in  the  guard- 
ianship of  their  children  is  recognized  by  the 
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British  Parliament  in  a bill  passed  recently. 
Agitation  for  such  legislation  has  continued 
for  years.  The  new  law  provides  that  in  any 
case  coming  before  the  courts  the  child's  wel- 
fare shall  be  the  first  consideration.  Mothers 
are  given  equal  rights  with  fathers  in  appoint- 
ing guardians  after  the  death  of  either  parent. 

That  Blue  Slip. 

Members  of  the  Medical  Society  of  Virginia 
will  find  in  this  issue  a blue  slip  which  is  self- 
explanatory.  Won’t  you  look  for  it?  Its  use 
by  members  generally  will  save  this  office  much 
time  which  may  be  given  other  work.  It  should 
not,  of  course,  have  attention  of  those  who 
have  paid  their  1926  assessments. 

In  closing  the  year,  we  take  this  occasion  to 
thank  all  our  members  for  their  loyal  support 
and  co-operation  during  the  past  year  and 
count  on  a continuance  of  your  good  will. 

Again,  we  would  call  attention  to  our  adver- 
tisers. There  are  none  better  for  the  products 
they  .bring  to  your  attention.  In  patronizing 
them,  you  are  helping  yourself.  “Nuf  sed.” 

Dr.  T.  Duckett  Jones, 

Of  the  class  of  ’23,  University  of  Virginia 
Medical  School,  is  cardiac  research  resident 
and  is  working  with  Dr.  Paul  D.  White  at  the 
Massachusetts  General  Hospital,  Boston. 

Dr.  and  Mrs.  S.  R.  Jordan, 

Townsville,  N.  C.,  spent  Thanksgiving  holi- 
days with  friends  at  Virgilina,  Va.,  where  they 
formerly  made  their  home. 

Dr.  H.  W.  Porter 

And  family,  of  Louisa,  Va.,  were  recent  visi- 
tors in  Richmond. 

Dr.  Howard  Fox, 

Prominent  dermatologist  of  New  York  City 
and  president  of  the  American  Dermatological 
Association,  has  been  appointed  professor  of 
dermatology  and  syphilology  in  the  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  succeeds  the  late  Dr.  William 
Trimble,  who  had  been  a member  of  the  medi- 
cal college  faculty  since  1898. 

Dr.  and  Mrs.  C.  S.  Dodd 

And  family,  of  Petersburg,  recently  visited 
relatives  near  Chase  City,  Va. 

Dr.  and  Mrs.  J.  T.  T.  Hundley, 

Radford,  Va.,  have  returned  home  after  a 
visit  to  Dr.  Hundley’s  parents  in  Lynchburg. 


The  Norfolk  and  Western  Surgeons’  Asso- 
ciation 

Held  its  annual  meeting  in  Norfolk,  Novem- 
ber 4 and  5,  Dr.  J.  M.  Burke,  of  Petersburg, 
presiding.  Everything  was  done  for  the  pleas- 
ure of  the  surgeons  and  the  meeting  was  a 
pronounced  success.  Many  social  features  were 
prvided,  the  last  but  not  least  of  which  was 
an  oyster  roast  at  Cape  Henry.  Dr.  Beverley 
R.  Tucker,  Richmond,  was  elected  president; 
Dr.  H.  A.  Burke,  Petersburg,  vice-president; 
and  Dr.  T.  D.  Armistead,  Roanoke,  was  re- 
elected secretary-treasurer.  Dr.  S.  S.  Gale, 
Roanoke,  is  chief  surgeon  of  this  road. 

The  Chesapeake  and  Ohio  Railway  Surgeons’ 

Association, 

At  its  meeting  at  White  Sulphur  Springs, 
W.  Va.,  early  in  November,  elected  Dr.  Robert 
J.  Wilkinson,  Huntington,  W.  Va.,  president 
for  the  coming  year,  and  decided  to  hold  its 
1926  meeting  at  White  Sulphur  Springs.  Dr. 
W.  T.  Oppenhimer,  Richmond,  is  chief  sur- 
geon of  this  road. 

Maternity  and  Infancy  Work. 

Are  American  children  undernourished? 
Physicians  and  nurses  holding  child-health 
conferences  in  forty-three  States  under  the 
Federal  Maternity  and  Infancy  Act  report  that 
malnutrition,  or  undernourishment,  is  prev- 
alent among  the  children  they  examine.  Other 
frequent  defects  are  eye,  nose,  and  throat  ab- 
normalities, cavities  in  the  teeth,  orthopedic  de- 
fects, glandular  enlargements  or  insufficiencies. 
Nearly  600,000  infants  and  preschool  children 
were  examined  by  States  co-operating  under 
the  Maternity  and  Infancy  Act  during  the  two 
years,  1924  and  1925. 

Crippled  Children,  Michigan. 

Michigan,  attempting  to  give  handicapped 
children  the  earliest  possible  care,  now  asks  on 
birth  certificates  whether  there  is  any  serious 
deformity  or  defect  in  the  child  at  birth.  This 
is  a recent  step  taken  by  the  State  Department 
of  Health. 

Midwife  Work,  Virginia. 

With  one-third  of  all  reported  births  in 
Virginia  attended  by  midwives,  midwife  in- 
struction is  recognized  as  a vital  part  of  the 
State  work  for  mothers  and  babies.  A super- 
visor of  midwife  education  has  organized 
classes  for  midwives  and  given  the  course  of 
instruction  in  forty-nine  counties. 
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Playgrounds,  Rio  de  Janeiro. 

The  mayor  of  Rio  de  Janeiro  was  authorized 
last  June  to  establish  ten  public  play  grounds 
for  children  in  open  squares  in  different  parts 
of  the  city,  with  the  provision  that  he  might 
open  as  many  more  as  he  should  consider  wise. 
The  playgrounds  are  to  be  adequately  equipped 
for  gymnastics  and  for  tennis  and  other  sports, 
and  the  cost  will  be  met  by  taxation. 

Wanted — 

To  succeed  a physician  who  is  retiring  and 
has  home  for  sale.  Address  No.  438,  care  the 
Virginia  Medical  Monthly.  (Adv.) 

Warning! 

Doctors  having  policies  with  the  Buckeye 
Mutual  Health  Association,  of  Columbus, 
Ohio,  will  do  well  to  know  the  experience  of 
the  undersigned  with  this  Company.  Walter 
Cox,  M.  D.,  Winchester.  Virginia. 

For  Sale  or  For  Rent. 

Because  of  the  untimely  death  of  Dr.  George 
T.  Divers,  the  St.  Martin’s  Hospital,  of  Stuart, 
Virginia,  offers  an  excellent  opportunity  for 
some  doctor  and  surgeon. 

The  building  has  all  modern  equipment, 
steam  heat,  electric  lights  and  water,  beautiful 
grounds,  adequate  room  for  forty  patients, 
rooms  with  or  without  bath,  located  near  cor- 
porate limits  of  the  Town  of  Stuart  in  one  of 
the  most  beautiful  and  healthy  sections  of  the 
Bind  Ridge.  This  fme  proof  building  was 
erected  in  1923. 

For  particulars,  write  to  R.  Paul  Sanford, 
Attorney,  Stuart,  Virginia.  (Adv.) 


Obituary 

Dr.  Edwin  M.  Newsom, 

Prominent  child  specialist  of  Newport  News, 
Va.,  died  in  that  city,  November  9,  after  an 
illness  of  five  weeks  with  kidney  trouble.  Dr. 
Newsom  was  forty-one  years  of  age  and  a na- 
tive of  Bedford  City,  Va.  He  studied  medi- 
cine at  the  University  College  of  Medicine, 
Richmond,  from  which  lie  graduated  in  1909. 
Shortly  thereafter,  he  located  in  Newport 
News,  where  he  had  since  made  his  home.  He 
was  a Mason,  a member  of  his  local  and  State 
medical  societies,  as  well  as  of  the  American 
Medical  Association  and  various  other  organi- 
zations. Tn  addition  to  his  private  work.  Dr. 
Newsom  was  a member  of  the  stall'  of  the 
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Elizabeth  Buxton  Hospital.  His  wife  and  a 
daughter  survive  him. 

Resoutions  Upon  Death  of  Dr.  Newsom. 

Upon  the  death  of  Dr.  Edwin  M.  Newsom,  of  New- 
port News,  Virginia,  the  Warwick  County  Medical 
Society,  in  session  assembled,  adopted  the  following 
resolutions: 

Resolved,  That  we  deeply  regret  the  death  of  a 
member  with  whom  we  have  been  long  associated; 
that  in  the  severance  of  these  relations  he  will  be 
greatly  missed  by  us. 

That  we  record  with  pride  his  professional  achieve- 
ments and  the  evidences  of  character  which  in  his 
life  have  been  so  convincing  and  so  conclusive. 

To  his  family,  his  friends  and  to  that  wide  circle 
of  people  who  looked  to  him  for  professional  advice 
and  guidance,  we  extend  our  sympathy  and  sorrow. 

W.  F.  Cooper, 

L.  E.  Stubbs, 

F.  W.  Poindexter. 

Committee. 

Dr.  Thomas  Dunn  Hutton, 

One  of  the  most  prominent  physicians  of 
Southwestern  Virginia,  died  at  his  home  at 
Glade  Spring,  Va.,  November  19,  after  a short 
illness.  Dr.  Hutton  was  a native  of  Washing- 
ton County,  Va.,  and  studied  medicine  at 
Bellevue  Hospital  Medical  College,  New  York, 
and  the  Medical  College  of  Virginia,  Rich- 
mond, taking  his  degree  from  the  last  named 
school  in  1893.  He  had  been  a member  of  the 
Medical  Society  of  Virginia  since  1897,  and 
was  also  a member  of  Southwestern  Virginia 
Medical  Society,  and  a member  of  Washing- 
ton County  Board  of  Health.  His  wife  and 
several  children,  besides  a large  family  connec- 
tion, survive  him. 

Dr.  William  Macon  Smiley, 

Of  Salem,  Va.,  died  at  his  home  in  that 
place  November  6,  at  the  age  of  fifty-seven 
years.  Dr.  Smiley  formerly  made  his  home 
in  Halifax  County,  Va.,  but  had  resided  in 
Salem  for  the  past  few  years.  He  was  a 
graduate  of  the  Medical  College  of  Virginia, 
Richmond,  in  the  class  of  1901,  and  one  of  his 
sons  is  now  a member  of  the  senior  class  in 
that  school.  Dr.  Smiley  was  formerly  a mem- 
ber of  the  Medical  Society  of  Virginia. 

Dr.  Thomas  W.  Repass, 

Of  Wytheville,  Va.,  died  at  his  home  in  that 
place  November  15,  at  the  age  of  fifty-eight 
years.  He  was  born  in  Bland  County,  Va., 
and,  upon  completion  of  his  academic  educa- 
tion, studied  medicine  at  the  Medical  College 
of  Virginia,  Richmond,  taking  his  degree  in 
1895.  He  had  practiced  in  Fluvanna  County, 
Va.,  and  in  Pocahontas  and  Roanoke.  He  is 
survived  by  his  widow  and  three  sons. 
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GLAND  PRODUCTS 

Specification  the  Surest  Guaranty 
of  Clinical  Results 

UNIFORM  methods  cannot  be  employed  for  the  extraction 
and  desiccation  of  different  glands.  The  best  method  of 
handling  each  gland  must  be  determined  by  experiment, 
the  processes  of  manufacture  in  each  instance  being  designed  with 
reference  to  the  peculiarities  of  the  particular  gland  in  question 
to  yield  a satisfactory  finished  preparation. 

The  identity  of  the  gland  is  of  first  importance,  and  this  is 
particularly  true  of  parathyroids.  It  is  very  easy  to  confuse  other 
glands  with  the  true  parathyroid  glands. 

All  glands  employed  by  us  must  be  normal.  They  are  all 
examined  for  evidence  of  disease.  Before  desiccation,  all  non- 
glandular  matter  is  removed;  this  procedure  reduces  the  weight 
of  the  glands  as  they  reach  us,  often  to  a large  extent. 

The  greatest  care  is  also  exercised  to  select  and  dissect  only 
that  part  of  the  gland  which  is  required  in  the  manufacture  of 
the  product,  such  as  the  corpus  luteum,  from  ovaries,  the 
anterior  lobe  from  the  pituitary  body,  ovarian  residue  from  ovaries 
and  the  posterior  lobe  of  the  pituitary.  Some  glands,  such  as  the 
thyroid,  thymus,  pineal,  etc.,  are  utilized  in  entirety.  Where 
fatty  tissue  is  present  in  excessive  quantity  it  is  removed  by 
solvents  in  a way  to  prevent  injury  to  the  active  gland  substance. 

To  still  further  increase  the  activity  of  our  gland  products  we 
pass  the  desiccated  material,  after  it  has  been  finely  powdered, 
through  sieves  to  get  rid  of  the  remnants  of  inactive  fibrous  and 
connective  tissue. 

Our  gland  products  therefore  represent  only  the  useful  parts 
of  the  raw  material  we  receive,  and  for  this  among  other  reasons 
contain  a maximum  amount  of  the  therapeutically  active 
portion  of  the  glands. 

Only  by  specifying  our  gland  products — by  adding  to  his  prescription  for  gland 
products  the  designation  ‘‘  P.  D.  & Co.,”  can  the  benefits  of  the  careful  work 
we  do  be  secured  by  the  prescriber. 

We  will  gladly  send  literature  on  the  gland  products  in  which  you  are  interested. 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 
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We  have  an  Agent  in  your  town.  Doctor 

VIRGINIA  FIRE  AND  MARINE  INSURANCE  CO. 

OF  RICHMOND,  VA. 


INCORPORATED  1832 

Assets  January  1,  1921  . . . $2,929,446.05 

Net  Surplus 920,674.65 

Surplus  to  Policyholders  . . . 1,420,674.65 

WM.  H.  PALMER,  Pres.  _ . - B.  C,  LEW  S,  Jr.,  Sec’v.  J.  C.  WATSON  Trees. 

E.  B.  AODISON,  Vice-Pres.  ;/  Ji  ~ WM.  PALMER  HILL.  Asst  Sec’y.  J.  M.  LEAKE,  Gen.  Agent 
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HIGH  AUTHORITY 

When  there  is  a difficult  case  in  either  medicine  or  surgery,  yon  call  in 
consultation  the  highest  authority  available  on  such  matters. 

The  Merchants  National  Bank  is  so  organized,  so  experienced,  so  effi- 
ciently guided  by  able  business  men  that  it  is  competent  authority  in  banking 
matters. 

COMMERCIAL  SAVINGS  TRUSTS 

MERCHANTS  NATIONAL  BANK 

Eleventh  and  Main  Streets 
RICHMOND,  VIRGINIA 

Capital,  Surplus  and  Undivided  Profits 
Over  $2,400,000. 

“SAFEST  FOR  SAVINGS”  “SAFEST  FOR  TRUSTS” 
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CALCREOSE  (< calcium  creosotate) 

is  a loose  chemical  combination  of  creosote  and  calcium 
hydrate  from  which  the  creosote  is  liberated  in  the  body. 
Because  CALCREOSE  can  he  given  in  fairly  large  quan- 
tities over  long  periods  of  time  without  apparently  causing 
any  gastric  disturbance,  it  is  of  particular  value  as  an  ad- 
junct in  the  treatment  of  various  respiratory  diseases. 

In  cases  of  idiosyncrasy 

to  creosote,  small  doses  of  CALCREOSE  are  recommended 
for  the  first  two  or  three  days,  then  gradually  increase  the 
dose. 
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LACTIC  ACID  MILK 

For  Infant  Feeding 

AND  NOW— a Lactic  Acid  Milk  in 
Powder  Form  that  can  be  mixed  with 
water  and  made  ready  for  Infant  Feed- 
ing in  a few  minutes. 

MEAD’S  LACTIC  ACID  MILK 
flows  easily  through  the  nipple  of  the 
feeding  bottle— 

Is  uniform  in  composition— 

Always  fresh  and  always  ready. 

The  price  to  the  Mother  is  as  cheap  as 
any  good-grade  milk. 

Users  of  Lactic  Acid  Milk  will  welcome 
this  new  product. 

Samples  of  Mead’s  Lactic  Acid  Milk 
furnished  gladly  on  request. 


A. 


The  Mead  Policy 

Mead’s  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 
Information  in  regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians. 


MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Manufacturers  of  Infant  Diet  Materials 
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Original  Communications 

THE  SIGNIFICANCE  AND  IMPORTANCE 
OF  PERIODIC  MEDICAL  EXAMINA- 
TIONS.* 

By  HUGH  S.  CUMMING,  M.  D„  Washington,  D.  C. 

Surgeon  General,  U.  S.  Public  Health  Service. 

I welcome  the  opportunity  to  discuss  with 
you  this  evening  the  subject  of  periodic  medi- 
cal examinations.  A good  deal,  as  you  know, 
is  at  present  being  written  and  said  upon  this 
theme.  Just  last  week  a conference  of  the 
secretaries  of  all  the  State  medical  societies 
and  the  Board  of  Trustees  of  the  American 
Medical  Association  was  held  for  the  study 
and  promotion  of  such  examinations  through 
the  county  and  State  medical  societies.  The 
medical  profession  generally  appears  to  be 
very  much  in  earnest  about  this  matter  and  as 
I shall  attempt  to  indicate  hereafter,  this  pro- 
posal, though  still  recent  in  origin,  has  passed 
from  an  academic  to  a practical  stage. 

The  movement  is  significant  from  the  stand- 
point of  preventive  medicine  because  it  empha- 
sizes the  importance  of  the  individual  assum- 
ing a larger  share  of  responsibility  for  his 
own  health  through  utilizing  the  services  of 
his  physician  for  health  promotion  as  well  as 
for  disease  prevention.  Simple  as  such  a pro- 
posal may  appear,  it  marks,  as  I see  it,  a some- 
what new  tendency  in  health  work.  Those  of 
us  who  have  been  primarily  concerned  with  the 
problem  of  public  hygiene  and  preventive 
medicine  as  developed  during  the  past  few  de- 
cades realize  that  our  scientific  resources  have 
been  pretty  largely  though  not  exclusively  de- 
voted toward  protecting  man  from  external 
agents — from  parasitic  diseases,  which  so  far 
as  the  individual  is  concerned  were  largel}' 
fortuitous,  and  from  unwholesome  and  mor- 
bid environmental  factors  and  influences. 
While  we  have  been  thus  engaged  we  have  not 
seriously  interfered  with  man’s  personal  out- 
look on  health  and  disease  which  remains 

‘.Address  delivered  before  the  Seaboard  Medical  Association  of 
Virginia  and  North  Carolina,  at  Norfolk,  Va..  December  1-3 
1925. 


pathetically  archaic  in  spite  of  the  remarkable 
advances  in  medical  knowledge.  “Keeping  the 
doctor  away”  is  to  the  average  ■ man  still  a 
measure  of  fitness,  and  there  are  yet  too  many 
people  who  regard  the  physician  as  a “man 
of  mystery”  to  be  sought  only  as  a last  resort. 
I confidently  believe,  as  the  practice  of  periodic 
medical  examinations  becomes  more  and  more 
universal,  that  this  medieval  attitude  will  un- 
dergo a complete  change  and  that  the  physi- 
cian will  come  to  be  recognized  more  and  more 
as  a “health  counsellor.” 

As  medical  men,  we  recognize  more  fully 
than  ever  before  that  we  cannot  come  anywhere 
near  our  potentialities  in  preventive  medicine 
and  health  promotion  until  every  individual, 
in  a conscious,  deliberate  and  personal  sense 
seeks  to  avoid  unhygienic,  health  destroying 
practices  which  lead  to  functional  disharmony, 
to  degenerative  changes,  and  to  morbid  pro- 
cesses, and  undertakes  in  a positive  sort  of  way 
the  attainment  and  maintenance  of  health  and 
bodily  harmony.  I shall  not  insist  that  such 
an  Utopia  can  be  achieved  through  so  simple 
a procedure  as  periodic  medical  examinations. 
That  the  application  of  this  procedure  on  as 
universal  a scale  as  possible  is  a step  in  the 
right  direction  no  one  can  seriously  deny. 
Health  examinations  cannot  be  dismissed  as  a 
passing  fad  for  the  efforts  already  undertaken 
by  reputable  medical  and  health  organizations 
to  give  them  a conspicuous  place  in  our  health 
programs  is  assurance  enough  of  their  signi- 
ficance and  importance. 

One  of  the  earliest  presentations  of  this  sub- 
ject in  a formal  way  was  at  the  annual  meet- 
ing of  the  American  Medical  Association  in 
1900.  Doctor  George  M.  Gould,  of  Philadel- 
phia, in  addressing  the  Association  at  that 
time,  anticipated  the  significance  and  import- 
ance of  this  movement  when  he  said : 

“All  good  medicine  inevitably  tends  to  be- 
come preventive  medicine;  all  good  physicians 
labor  to  stop  disease  before  it  arrives.  The 
whole  ingenuity  of  the  trained  diagnostician 
is  now  expended  on  the  problem -of-the  earlier 
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symptom.  He  is  the  greatest  discoverer  who 
finds  the  presymptom,  or  the  symptom  of  the 
symptom ; the  greatest  therapeutist  is  he  who 
cures  before  the  disease  exists,  he  who  starves 
the  bacillus  to  death,  he  who  stops  the  evil 
habit,  thus  preventing  the  malfunction  that 
becomes  organic  disease.” 

In  1910,  additional  light  was  thrown  upon 
the  subject  by  Irving  Fisher’s  well-known 
study,  “National  Vitality — Its  Wastes  and 
Conservation.”  His  report  states:  “We  must 
conclude  that  at  all  times  in  the  United  States 
about  3,000,000  persons  are  seriously  ill.”  He 
estimated  that  fully  half  this  illness  was  pre- 
ventable. 

Amon<r  the  first  organizations  to  undertake 
periodic  medical  examinations  were  some  of 
the  larger  insurance  companies  who  offered 
this  service  to  their  policyholders.  An  inter- 
esting report  from  one  of  these  companies  has 
just  made  its  appearance  in  the  American 
Journal  of  the  Medical  Sciences  (October, 
1925,  p.  576.)  The  principal  findings  relative 
to  the  physical  condition  of  more  than  16,000 
men  (which  apart  from  the  draft  examinations 
constitutes  one  of  the  largest  groups  examined 
in  recent  years)  are  given  in  tabular  form.  “It 
is  entirely  credible,”  states  the  report,  “that 
the  facts  shown  for  this  group  of  more  than 
16,000  males  are  indicative  of  conditions  in  the 
general  population  of  white  males.  If  so,  it 
is  clear  that  a wider  extension  of  periodical 
health  examinations  among  the  adult  popula- 
tion is  indicated.  Hygienic  advice  and  the 
prompt  treatment  of  both  major  and  minor 
defects  thus  discovered  may  lead  to  the  pre- 
vention of  serious  consequences  to  those  in- 
dividuals later  on.  Most  of  the  defects  and 
impairments  discovered  in  the  younger  ages 
of  adult  life  are  subject  to  effective  control.” 
What  gave  our  complacent  attitude  toward 
health  values  the  greatest  jolt,  however,  was 
the  appalling  wartime  disclosures  of  defects, 
abnormalities  and  disabilities  among  recruits. 
What  made  these  revelations  especially  dis- 
concerting was  the  fact  that  the  men  examined 
were  presumably  well  and  in  an  age  grouj 
where  optimum  vitality  was  to  be  expected. 

The  cumulative  force  of  these  various  revela- 
tions of  our  physical  poverty  led  such  organi- 
zations as  the  American  Medical  Association 
and  the  American  Public  Health  Association 
to  take  cognizance  of  the  problem  and  to  pro- 
ject a definite  program  of  action.  In  1922,  the 


American  Medical  Association  went  on  record 
urging  county  medical  societies  to  make  public 
declaration  that  their  members  are  prepared 
and  ready  to  conduct  such  examinations,  it 
being  understood  that  the  indigent  only  shall 
be  examined  free  of  charge  and  that  all  others 
are  expected  to  pay  for  such  examinations. 
This  stand  has  been  reiterated  at  every  subse- 
quent meeting  of  the  Association.  Particu- 
larly impressive  was  the  resolution  presented 
by  the  Committee  on  Hygiene  and  Public 
Health  at  the  Chicago  meeting  in  1924,  which 
reads  as  follows: 

Whereas , Periodic  medical  examinations  of 
all  the  people  from  birth  to  death  are  of  great 
importance  in  the  promotion  of  health ; there- 
fore, be  it 

Resolved , That  state  and  county  medical 
societies  be  urged  to  endorse  as  a part  of  the 
health  program  of  organized  medicine  the 
making  of  these  examinations : 

That  the  members  of  the  respective  societies 
be  requested  to  make  such  examinations  in  the 
homes  or  in  their  offices,  free  to  any  persons 
who,  by  reason  of  economic  conditions,  require 
such  favorable  consideration,  and 

That  in  the  performance  of  the  work  the 
same  sympathetic  confidential  relation  be  main- 
tained between  physician  and  patient  or  family 
as  has  ever  characterized  the  efforts  of  true 
physicians. 

At  this  meeting  the  preparation  of  a manual 
of  instructions  for  physicians  was  authorized. 
This  manual  should  be  available  at  an  early 
date.  Examination  forms,  with  which  many 
of  you  are  doubtless  familiar,  have  also  been 
distributed  by  the  Association  to  the  extent  of 
100,000  copies.  At  the  1925  meeting  in  Atlantic 
City  it  was  further  decided  that,  owing  to  the 
nationwide  need  and  interest  in  physical  ex- 
aminations, the  Bureau  of  Health  and  Public 
Instruction  be  empowered  to  call  a conference 
to  correlate  the  work  already  done  and  devise 
a nationwide  plan  for  adoption.  This  is  the 
conference  which  convened  last  week. 

Besides  the  interest  which  the  national  or- 
ganizations are  taking  in  this  matter,  I might 
refer  briefly  to  what  some  State  and  county 
medical  societies  are  doing  in  a concrete  way 
to  promote  this  particular  program.  One  State 
society  (Massachusetts)  has  just  issued  a hand- 
book for  health  examinations  by  physicians. 
The  handbook,  according  to  its  authors,  is  not 
in  the  nature  of  a text-book  of  diagnosis  or 
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treatment,  nor  an  exposition  of  any  new 
specialty  in  medicine,  but  is  simply  a descrip- 
tion of  the  general  technique  of  such  examina- 
tions for  the  general  practitioner  whose  func- 
tion it  should  be  to  perform  them.  “We 
know,”  says  the  Committee  which  prepared  the 
manual,  “that  by  periodic  careful  physical  ex- 
aminations, with  a standard  of  normality  well 
in  mind,  the  beginnings  of  certain  diseases  or 
tendencies  toward  them  may  be  detected  while 
they  are  still  curable  or  preventable.  Here 
again  the  family  physician  finds  for  himself  a 
place  in  the  practice  of  preventive  medicine 
that  can  be  filled  by  no  one  else.” 

Another  example  of  organized  activity  is 
that  of  a county  society  (Medical  Society  of 
the  County  of  Kings,  Brooklyn,  New  York) 
which  undertook  to  have  physicians  themselves 
take  the  lead  in  this  work  by  undergoing  health 
examinations  personally.  This  same  society 
sent  circular  letters  to  2,500  physicians  in  the 
county  which  included  the  following  observa- 
tion : “The  private  physician  is  more  or  less 
familiar  with  the  patient’s  interests  and  en- 
vironment and  therefore  better  able  to  render 
health  service  to  the  individual  than  is  the  case 
when  the  examinee  comes  as  a stranger  to  a 
strange  physician.  This  is  important — the  suc- 
cess of  a health  examination  depends  more 
upon  the  rapport  between  physician  and 
examinee  than  does  a diagnostic  examination.” 
One  outstanding  difficulty  is  referred  to,  that 
of  the  emergency  nature  of  private  practice. 
To  overcome  this  disadvantage  the  suggestion 
is  made  that  the  examinations  be  planned  for 
in  advance. 

Another  significant  undertaking  to  which 
I wish  to  refer  is  that  of  the  Medical  So- 
ciety of  the  County  of  New  York.  The  So- 
ciety recently  conducted  a symposium,  held  at 
the  New  Yoi'k  Academy  of  Medicine,  at  which 
an  impressive  series  of  papers  was  presented 
by  recognized  leaders  in  their  respective  fields 
of  medicine,  covering  practically  every  phase 
of  medicine  from  the  preclinical  point  of  view. 
The  introductory  paper  sounds  the  keynote  of 
the  symposium : 

“A  new  field  is  opening  for  the  physician. 
I venture  to  predict  that  in  the  future,  all  in- 
telligent men  and  women  will  have  their  own 
health  physician  to  whom  they  will  look  to 
keep  them  well  and  vigorous.  This  will  not 
come  until  the  public  recognizes  the  fact  that 
the  physician  can  adequately  give  this  service. 


To  hasten  the  day  and  to  insure  its  coming,  we 
shall  be  wise  to  address  ourselves  to  the  task 
of  becoming  as  efficient  and  successful  in  this 
field  as  in  the  field  of  prevention  of  communi- 
cable illness  and  the  cure  of  disease.” 

A review  of  these  several  substantial  under- 
takings, which  by  no  means  covers  all  that  is 
being  done,  indicates  that  we  are  moving  in 
the  direction  of  a rather  well  defined  effort  to 
widen  the  scope  of  preventive  medicine  with 
the  private  physician  occupying  the  key  posi- 
tion. That  the  program  which  these  examina- 
tions on  a large  scale  contemplates  is  fraught 
with  difficulties  as  well  as  with  significant  pos- 
sibilities no  one  will  deny.  The  nature  of  some 
of  these  difficulties  I have  already  referred  to. 
Slogans  alone  will  not  insure  success.  There 
are  ancient  traditional  attitudes  to  overcome 
both  on  the  part  of  the  lay  public  and  the 
physician.  It  is  still  customary  for  both  to 
think  of  health  as  the  mere  negation  of  dis- 
ease. Some  of  our  medical  concepts  may  have 
to  undergo  revision.  Even  words  may  play  an 
important  role  in  popularizing  this  movement 
for  already  we  note  a tendency  to  refer  to  the 
physician  as  “health  counsellor”  and  the  pa- 
tient as  “health  client.”  I might  suggest  any 
number  of  problems  calling  for  a solution  if 
the  procedure  under  discussion  is  to  have  any- 
where near  a universal  application,  but  the 
difficulties,  real  as  they  may  be,  should  not 
close  our  eyes  to  the  significant  and  far-reach- 
ing implications  of  this  prosposal.  As  I see 
it,  there  are  important  implications:  (1)  for 
individual,  (2)  for  society,  and  (3)  for  medi- 
cine. 

What  such  examinations  will  mean  to  the 
individual  is  perhaps  obvious  enough.  Not 
only  should  the  early  detection  of  unhygienic 
habits,  of  functional  disorders,  and  of  minor 
as  well  as  serious  pathological  conditions, 
make  for  an  increased  longevity,  but  should 
result  as  well  in  an  increased  efficiency  and 
capacity  for  the  enjoyment  of  life.  Length,  it 
is  well  to  remember,  is  not  the  only  dimension 
bv  which  to  measure  life  even  from  the  medi- 
cal standpoint.  There  is  also  the  dimension  of 
“breadth”  which  is  positive  health  as  distin- 
guished from  mere  absence  of  disease.  It  is 
not  enough  that  man  should  be  permitted  to 
grow  old.  He  should  have  vigor  and  vitality 
in  the  prime  of  his  life  and  as  he  advances  in 
years  he  should  not  be  forced  to  suffer  the 
debilitating  and  disintegrating  processes  as- 
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sociated  with  senility.  Senescence  for  him 
should  be  as  much  a creative  and  productive 
period  of  life  as  any  other.  Such  a prospect 
is  certainly  not  beyond  practical  achievement. 

There  is  no  need,  I am  sure,  to  dwell  at 
length  upon  the  social  implications  of  increased 
individual  well  being.  We  can  estimate  in  a 
rough  way  the  national  economic  loss  resulting 
from  illness  and  disability  but  who  can  say 
what  the  social  loss  is  resulting  from  the  im- 
paired  efficiency  of  the  vast  army  of  borderline 
cases — the  half  sick  and  the  half  well.  Con- 
sider merely  the  heads  of  families  who  go 
on  for  years,  vaguely  conscious  perhaps  of  de- 
ficient vitality,  but  who  never  seek  medical  ad- 
vice or  aid  until  they  are  partially  or  com- 
pletely disabled  for  gainful  occupation.  A 
simple  precaution  or  correction  early  enough 
might  have  sent  them  on  their  way  to  financial 
independence,  resulting  in  higher  familial 
standards  of  living-  in  the  educational  and  so- 
cial  as  well  as  the  economic  sphere.  The  em- 
phasis which  organizations  interested  in  social 
work  and  in  the  prevention  of  crime,  delin- 
quency, and  dependency  are  placing  upon 
health  promotion  and  the  support  which  they 
are  giving  to  the  health  examination  movement 
is  significant  proof  of  the  importance  of 
health  among  the  social  values. 

And  now,  a final  word  as  to  the  significance 
of  this  movement  to  medicine  as  a science.  We 
are  still  too  much  inclined  to  place  disease  and 
health  in  distinct  categories,  and  yet  how  well 
we  know  that  the  line  of  demarcation  is  imper- 
ceptible. Our  knowledge  is  scantiest  where  the 
two  appear  to  merge  and  for  that  reason  we 
may  look  for  new  light  and  significant  facts  as 
more  and-  more  people,  presumably  well,  are 
brought  under  the  scrutinizing  eye  of  the  phy- 
sician trained  to  detect  danger  signals.  A 
solemn  scientific  duty  will  rest  upon  the  ex- 
amining physician  to  keep  accurate  records, 
to  note  all  of  the  facts  in  the  clinical  or  pre- 
clinical  picture.  The  value  of  such  painstak- 
ing procedure  is  already  being  demonstrated 
with  respect  to  many  disorders.  Impairment 
of  the  cardiovascular  system,  for  instance,  sug- 
gests to  the  trained  observer  an  increasing 
number  of  “causes.”  Whether  the  embarrassed 
condition  is  associated  with  syphilis,  with  fo- 
cal infection,  with  overweight,  or  any  number 
of  other  factors,  needs  to  be  faithfully 
recorded.  As  these  case  histories  multiply  and 
as  we  obtain  larger  numbers  of  individual 


clinical  pictures  covering  a period  of  years, 
the  significance  of  periodic  medical  examina- 
tions to  medicine  will  become  increasingly  ap- 
parent. 


PREVENTION  OF  PUERPERAL  SEPSIS.* 

By  BURNLEY  LANKFORD,  M.  D„  Norfolk,  Va. 

“Ye  shall  know  the  Truth,  and  the  Truth 
shall  make  you  free”  is  the  motto  inscribed 
over  the  entrance  to  one  of  the  noble  buildings 
at  the  University  of  Virginia.  The  truth  shall 
set  us  free  from  the  results,  of  error  and 
ignorance.  As  applied  to  obstetrics,  parti- 
cularly that  branch  dealing  with  the  prevention 
of  sepsis,  the  knowledge  of  the  truth  began  to 
free  us  from  the  results  of  ignorance  with  the 
work  of  Oliver  Wendell  Holmes  in  this  coun- 
try, and  Semmelweis  in  Europe  (1843  to  1847). 
They  showed  conclusively  to  all  who  would  see, 
that  sepsis,  or  what  they  called  “child  bed 
fever,”  was  due  to  some  “contagium”  intro- 
duced from  without.  They  showed  that  the 
time  for  the  accoucheur  to  wash  his  hands  was 
before,  rather  than  after  a delivery,  as  had 
been  the  usual  custom  up  to  that  time.  When 
this  was  done,  the  mortality  rate  began  to  fall 
at  once,  though  they  did  not  know  just  why. 

This  powerful  searchlight  of  truth,  directed 
bv  Holmes  and  his  followers  upon  the  cause 
of  puerperal  sepsis  some  eighty  years  ago,  was 
followed  about  1880  by  a more  brilliant  search- 
light still,  directed  by  Pasteur,  Lister,  Bumm, 
Doederlein  and  others,  showing  conclusively 
that  puerperal  sepsis  was  due  to  living  or- 
ganisms, introduced  from  without  in  most 
cases,  and,  therefore,  preventable.  Does  it  not 
seem  strange,  then,  that  nearly  one  hundred 
years  later,  we  should  have  5,657  women  dying 
of  puerperal  sepsis  in  one  year,  in  the  registra- 
tion area  of  the  United  States,  and  this  only 
87  per  cent  of  the  total  population  area? 
Among  other  possible  factors,  does  this  mean 
that  we,  of  the  noble,  altruistic  and  usually 
beneficent  medical  profession,  have  not  put  into 
practice  the  truths  that  we  know?  If  so,  we 
must  face  the  music;  we  must  clean  house,  if 
we  would  not  be  made  to  dance  and  have  our 
house  cleaned  for  us. 

A greater  than  Holmes,  Pasteur  or  Lister 
said : “If  you  love  me  you  will  keep  my  com- 
mandments,” and  this  applied  to  us  means  that 
if  we  love  the  good  name  of  the  medical  pro- 

*Read  as  part  of  symposium  on  Puerperal  Infection  at  the 
fifty-sixth  annual  meeting:  of  the  Medical  Society  of  Virginia, 
in  Richmond,  October  13-16,  1925. 
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fession,  if  we  are  in  earnest  in  the  fight  that 
the  medical  profession  is  making  against  puer- 
peral sepsis,  we  will  keep  the  commandments 
that,  when  kept,  we  know  wTill  lessen  this  fear- 
ful risk  that  every  pregnant  woman  has  to 
face. 

Just  as  we  learned  from  Holmes  and  Sem- 
melweais  to  wash  our  hands  before  conducting 
a labor,  before  making  a vaginal  examination, 
we  have  now  learned  that  we  should  and  can 
keep  our  hands  out  of  the  vagina  during  the 
majority  of  the  labors  we  are  called  on  to  at- 
tend. We  have  sufficient,  accumulated,  accurate 
evidence  to  showT  that  the  incidence  of  sepsis 
rises  rapidly  with  the  number  of  vaginal  ex- 
aminations made  during  labor,  and  that  the 
lowest  rate  of  morbidity  following  childbirth 
is  among  those  cases  having  had  no  vaginal 
examination.  Nor  has  the  rectal  examination 
turned  out  to  be  the  panacea  that  was  ex- 
pected. We  must  convince  ourselves  that  fre- 
quent vaginal  examinations  are  not  necessary 
and  that  they  are  dangerous.  We  must  learn 
to  approach  every  vaginal  examination  with 
this  thought  always  in  mind,  “I  may  infect  this 
woman,  I know  how  not  to  infect  her.”  With 
such  a mental  attitude  always  present,  we  will 
not  make  hasty  or  ill-advised  vaginal  examina- 
tions, and  if  we  cannot  make  a clean  one,  we 
will  not  make  any  until  it  can  be  cleanly  made. 
If  this  one  ride  were  steadfastly  followed  in 
Vii'ginia  for  one  year,  I believe  the  rate  of  our 
puerperal  sepsis  would  be  cut  in  half  and  we 
could  hang  out  a record  that  would  surprise 
the  world.  We  must  restrain  ourselves  from 
making  a hasty  or  unnecessary  vaginal  exami- 
nation in  cases  of  threatened  or  incomplete 
abortion.  Only  in  the  presence  of  alarming 
(to  us,  not  to  the  patient  or  family)  hemor- 
rhage should  we  invade  the  vagina  in  such 
cases.  There  is  usually  sufficient  time  to  clean 
up  before  investigating  abortion  cases,  and  it 
is  good  practice  to  have  everything  ready  to 
evacuate  the  uterus  at  the  same  time,  either  by 
the  finger  or  placental  forceps,  if  such  a course 
be  found  necessary. 

The  next  great  commandment  we  should 
keep,  faithfully  and  incessantly,  is  to  keep  our 
hands  out  of  all  sorts  of  filth,  surgically  speak- 
ing. This  sounds  trite,  but  if  we  would  con- 
quer puerperal  sepsis,  this  is  one  of  the  things 
we  must  do.  A doctor,  in  the  daily  run  of  his 
work,  must  necessarily  come  in  contact  with 
all  sorts  of  surgical  uncleanness,  but  his  hands 


do  not  necessarily  have  to  become  infected. 
One  thing  the  war  taught  us  was  to  handle  pus 
cases  with  forceps.  We  did  not  have  gloves 
and  we  did  have  thousands  of  rotten  pus  cases, 
but  we  learned  to  dress  them  all  day  long  with- 
out touching  them  with  our  hands  and  with- 
out  getting  our  hands  infected.  This  lesson 
can  be  carried  over  into  every  day,  general 
practice.  We  must  keep  short  and  clean  finger 
nails.  This  rule  should  apply  as  well  to  the 
nursing  as  to  the  medical  profession.  Death, 
literally,  may  lurk  under  the  long , but  beauti- 
fully polished  and  well  kept  nails  of  the  gradu- 
ate nurse.  Let  each  man  here  look  at  his  own 
and  his  neighbor’s  nails,  and  ask  himself  the 
question  if  his  nails  and  hands  are  safe  to 
make  the  vaginal  examination  he  may  be 
called  upon  to  make  tomorrow? 

In  order  that  internal  examinations  may  not 
be  so  apparently  necessary,  more  time  and 
thought  and  practice  should  be  given  to  ab- 
dominal palpation  of  the  parturient  woman. 
And  right  here,  a lance  should  be  broken 
against  the  present  almost  universal  medical 
curriculum.  The  most  recent  report  (not  yet 
in  print)  of  the  joint  Maternal  Welfare  Com- 
mittee of  the  American  Association  of  Obste- 
tricians, and  the  American  Gynecological  So- 
ciety, shows  that  among  the  medical  colleges 
throughout  the  United  States  18  per  cent  of 
teaching  time  is  given  to  surgery  and  only  4 
per  cent  to  obstetrics.  This  means  in  general 
that  the  young  doctor  must  go  out  into  general 
practice  and  undertake  the  conduct  of  all 
obstetrics  that  applies  to  him,  though  he  cer- 
tainly would  not  be  expected  to  do  the  same 
with  all  the  surgery  that  occurs  among  his 
clientele.  Although  both  are  major  branches 
of  medicine,  he  has  received  more  than  four 
times  as  much  instruction  in  one  as  in  the 
other,  and  he  is  “short”  in  the  one  he  will  be 
called  upon  to  practice  under  the  most  diffi- 
cult conditions. 

It  is  not  enough  that  we  should  be  clean  our- 
selves before  approaching  a woman  in  labor; 
we  must  give  fore-thought  to  the  surroundings 
in  which  she  will  be  delivered,  in  order  that 
they  may  be  clean  and  suitable  for  a safe  con- 
finement. Experience  of  recent  years  has 
proved  that  women  are  more  safely  delivered 
in  well-appointed  hospitals  than  in  private 
homes,  but  the  fact  remains  that  for  many 
years  yet  the  majority  of  women  will  continue 
to  be  delivered  in  their  homes.  An  important 
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factor  in  the  reduction  of  puerperal  mortality 
from  all  causes  will  be  the  establishment  of 
more  hospitals  in  the  smaller  towns,  where 
women  may  be  more  safely  cared  for,  particu- 
larly those  who  develop  the  need  for  hospitali- 
zation after  the  onset  of  labor.  The  great  in* 
crease  of  good  roads  makes  most  of  the  smaller 
towns  accessible  to  their  rural  communities, 
and  as  soon  as  the  general  public  realizes  the 
value  of  hospitals  for  the  conduct  of  labor, 
such  hospitals  will  be  built. 

Confinement  does  not  come  to  the  family 
unexpectedly,  like  appendicitis  or  accident. 
The  family  and  the  attending  physician  have 
months  in  which  to  prepare  for  the  important 
event,  and  if  the  surroundings  are  not  clean, 
one  or  the  other  is  to  blame.  Results  obtained 
by  students  working  in  the  out-patient  depart- 
ments of  lying-in  hospitals  in  the  slums  of  our 
great  cities  prove  that  surgical  cleanliness  for 
deliveries  may  be  had  in  the  humblest  homes. 
Clean  sheets  (not  necessarily  sterile  sheets),  and 
clean  floors  can  be  prepared,  and  the  patient 
can  be  safely  draped  with  four  large  towels 
(which  ought  to  be  sterile)  one  across  the  lower 
abdomen,  one  around  each  thigh  and  one  un- 
der the  hips. 

As  confinement  may  ensue  unexpectedly  dur- 
ing the  last  few  weeks  before  the  predicted 
date,  husband  and  wife  should  be  warned 
against  the  danger  of  sexual  intercourse  at 
least  during  the  last  two  months  of  pregnancy. 
Every  time  intercourse  is  had,  foreign  bacteria 
are  deposited  in  the  vagina.  Experimental 
work  has  shown  that  streptococci  are  present 
under  the  prepuce  in  75  per  cent  of  men  ex- 
amined as  well  as  colon,  staphylococci  and 
other  pathogenic  organisms.  The  literature 
contains  accounts  of  deaths  from  puerperal 
sepsis,  where  it  has  seemed  certain  that  the  in- 
fection came  from  coitus  shortly  before  the  on- 
set of  labor.  This  warning,  then,  is  not  fanci- 
ful, but  one  that  should  be  sounded  to  every 
pregnant  woman,  and  a practical  point  is  to 
give  this  advice  to  the  husband  in  the  pres- 
ence of  his  wife. 

The  preparation  of  the  patient’s  person  is 
still  a debatable  question.  If  a shower  bath 
be  available,  either  regular  shower,  or  tube  at- 
tachment to  spigot,  it  will  be  well  to  have  the 
patient  given  a good  soap  and  water  cleansing 
bath  as  soon  as  she  goes  into  labor,  but  never 
a tub  bath  at  this  time,  nor  for  that  matter, 
during  the  latter  weeks  of  pregnancy.  Should 


the  patient  be  clipped,  shaved  or  left  alone, 
with  reference  to  the  vulval  hair?  Should  she 
be  scrubbed  with  soap  and  water,  should  she 
have  any  of  the  various  skin  antiseptics,  or 
should  she  be  left  alone  with  reference  to  the 
preparation  of  the  delivery  area?  Opinion 
varies  as  to  the  answer  to  both  of  the  above 
questions.  Recent  investigations  (Fricke, 
working  under  J.  W.  Williams  in  the  Johns 
Hopkins  clinic)  showed  streptococci  present 
on  the  vulva  in  14  per  cent  and  in  the  vagina 
in  8 per  cent  of  clinic  patients.  • Another  series 
of  women  examined  in  their  homes  showed 
streptococci  present  on  the  vulva  in  75  per  cent. 
This  would  seem  to  show  that  the  vulva  and 
surrounding  area  is  a very  dirty  area,  surgi- 
cally speaking,  and  it  would  seem  a part  of 
the  nurse’s  or  physician’s  duty  to  make  some 
effort  to  render  that  area  sterile  before  deliver- 
ing the  patient.  By  removing  the  pubic  and 
vulval  hair,  a great  nidus  of  infectious  ma- 
terial would  be  at  once  removed,  and  with  the 
application  of  some  reliable  skin  antiseptic 
(which  would  not  interfere  with  anj?  bacteri- 
cidal property  the  vaginal  secretions  may 
have),  it  seems  reasonable  to  suppose  that  the 
delivery  area  would  be  safer  than  when  noth- 
ing has  been  done.  The  death  rate  from 
puerperal  sepsis  per  100,000  of  women  popula- 
tion was  11.6  in  1900;  for  1920  it  was  12.2.  If 
and  when  we  find  some  reliable  method  of 
making  the  external  genitalia  sterile,  and  put 
such  a method  into  practice,  will  not  one  fac- 
tor in  the  cause  of  puerperal  sepsis  have  been 
eliminated?  Scrubbing  with  soap  and  water 
does  not  produce  a surgically  clean  field,  and, 
in  addition,  will  certainly  carry  surface  or- 
ganisms into  the  vaginae  of  multiparae.  The 
application  of  one  coat  of  3.5  per  cent  tincture 
of  iodine,  which  is  allowed  to  dry,  followed 
by  the  application  of  another  coat,  which  is 
likewise  allowed  to  dry,  and  the  excess  of 
iodine  taken  off  with  copious  alcohol  sponging, 
will  produce  a sterile  field  in  90  per  cent  of 
cases.  This  should  not  be  applied  until  the 
patient  is  almost  ready  to  be  delivered,  and 
partially  under  an  anesthetic,  so  that  if  pain  be 
complained  of,  a few  breaths  of  the  anesthetic 
will  bring  relief.  It  should  be  applied  by  the 
physician  himself,  after  he  is  scrubbed  up  and 
ready  for  the  delivery.  When  thus  carefully 
applied,  it  will  not  blister,  and  any  pain  com- 
plained of  will  be  but  momentary.  Any  phy- 
sician who  will  use  this  technic  for  a year,  and 
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then  go  over  his  cases,  will  find  that  his  mor- 
bidity has  decreased.  More  recently,  the  use  of 
mercurochrome  220  soluble  has  been  advocated 
from  numerous  sources.  To  be  effective,  it 
should  be  used  in  4 per  cent  solution  (Mayes) 
and  should  be  allowed  to  remain  on  the  skin 
at  least  five  minutes  before  making  an  exami- 
nation or  before  any  obstetrical  operation  is 
begun.  Mercurochrome  has  the  advantage  of 
not  causing  any  pain,  but  it  is  not  so  rapid 
in  its  action  as  iodine-alcohol,  and  leaves  very 
unsightly  stains.  The  routine  use  of  either 
iodine  or  mercurochrome  is  probably  the  best 
method  we  have  at  present  for  preparing  the 
external  genitalia  for  delivery. 

Shall  the  physician  invade  the  vagina  with 
antiseptics  in  the  effort  to  make  the  vagina 
surgically  clean?  This  is  a question  which 
remains  to  be  settled,  and  at  the  present  time 
cannot  be  accurately  answered.  Some  of  us 
are  old  enough  to  remember  when  the  vagina 
was  routinely  douched  before  and  after  labor. 
This  did  not  cut  down  morbidity  and  was 
finally  abandoned.  Then  followed  a period  in 
which  the  vagina  was  held  inviolate,  and  still 
the  morbidity  and  mortality  has  not  fallen  ap- 
preciably. Now  come  other  investigators  and 
tell  us  that  the  streptococci  may  be  found  in 
the  vagina  vault  in  55  per  cent  of  parturients ! 
If  this  be  true,  our  women  must  have  an  im- 
munity to  their  own  streptococci,  and  one  of 
our  problems  must  be  to  aid  that  immunity 
as  much  as  possible  during  labor  by  the  relief 
of  pain,  the  avoidance  of  long  periods  of 
wakefulness  with  pain  (producing  fatigue  in 
long  drawn  out  labors),  the  practice  of  “mas- 
terful activity  rather  than  the  watchful  wait- 
ing of  ignorance  or  inattention,”  the  preven- 
tion of  post-partum  hemorrhages,  the  immedi- 
ate repair  of  lacerations,  the  securing  of  ade- 
quate post-partum  drainage,  the  early  allow- 
ance of  a liberal  diet,  and  the  insistence  on  a 
complete  rest  during  the  first  forty-eight  hours 
after  labor. 

Recent  figures  of  our  State  Bureau  of  Vital 
Statistics  show  that  death  from  sepsis  among 
the  colored  women  of  the  State  is  decreasing, 
but  that  among  the  white  women  it  is  increas- 
ing. In  1922,  seventy-six  colored  women  died 
of  sepsis:  in  1924,  fifty-five.  On  the  contrary, 
in  1922,  seventy  white  women  died  of  sepsis 
and  in  1924  this  had  risen  to  seventy-six. 

Colored  women  are  attended  largely  by  mid- 
wives and  during  the  last  three  years  it  has 


been  illegal  for  mid-wives  to  make  vaginal  ex- 
aminations. The  decrease  of  sepsis  among  col- 
ored women  seems  strongly  suggestive  of  cause 
and  effect  relation  between  vaginal  examina- 
tions and  puerperal  sepsis,  which  relation  was 
brought  out  eighty-two  years  ago  ! 

The  most  recent  report  of  the  Royal  Com- 
mission on  National  Health  of  Australia 
showed  that  in  1913-14  sixty-four  per  cent  of 
the  women  of  Australia  were  delivered  by  phy- 
sicians: in  1923  this  had  increased  to  seventy- 
nine  per  cent  but  the  death  rate  from  puer- 
peral sepsis  has  remained  undiminished  be- 
tween 1905  and  1924. 

We  can  draw  our  own  conclusions  from 
figures  like  the  above,  which  could  be  dupli- 
cated and  multiplied  from  various  other 
authentic  sources.  The  most  apparent  conclu- 
sion is  painful,  but  we  must  face  it,  namely, 
that  we,  of  the  regular  medical  profession,  are 
not  making  use  of  the  knowledge  that  we  have 
in  the  conduct  of  our  obstetrics.  We  can 
remedy  this  condition,  and  we  must. 


PUERPERAL  INFECTION:  MANIFESTA- 
TIONS AND  END  RESULTS.* 

By  L.  A.  CALKINS,  M.  D.,  Ph.  D.,  University,  Va. 

If  you  could  be  told  how  always  to  prevent 
infection  and  then  how,  if  it  should  occur  in 
spite  of  you,  always  to  cure  it,  there  would  be 
little  need  for  a discussion  of  the  many  varied 
and  persisting  forms  that  this  condition  may 
assume.  Because  the  condition  cannot  always 
be  prevented,  and  because,  when  it  does  occur, 
it  may  present  such  a variegated  picture,  it  is 
perhaps  excusable  to  say  something  about  the 
diagnosis  in  order  to  know  when  to  apply  and 
how  best  to  use  the  various  form  of  treatment. 
Nothing  will  be  said  of  etiology  or  mode  of 
production  of  these  infections. 

The  extreme  frequency  with  which  puerperal 
infection  goes  undiagnosed  constitutes  the  only 
excuse  I have  for  appearing  on  this  program. 
It  was  once  my  privilege  to  hear  a veteran  in 
the  practice  of  medicine  make  the  statement, 
that  he  had  attended  two  thousand  cases  of 
childbirth  without  a single  instance  of  puer- 
peral infection.  This  gentleman  made  a per- 
fectly honest  statement.  He  did  not  know  of 
a single  case  of  puerperal  infection  in  his  ex- 
perience. No  doubt  many  cases  occurred  that 
he  did  not  recognize  as  such.  No  doubt  many 

♦Road  as  part  of  symposium  on  Puerperal  Infection  at  the 
fifty-sixth  annual  meeting  of  the  Medical  Society  of  Virginia, 
in  Richmond.  October  13-16,  1925. 
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other  cases  occurred  and  were  thought  to  be 
only  a “weakness”  on  the  part  of  the  patient, 
and  the  physician  was  not  summoned  for  re- 
lief. Probably  the  great  majority  of  his  pa- 
tients were  not  watched  for  the  occurrence  of 
fever,  rapid  pulse,  or  the  other  signs  of  infec- 
tion. All  this  was  not  because  this  physician 
did  not  have  at  hand  the  facilities  for  making 
a diagnosis  of  puerperal  infection.  It  was  be- 
cause he  had  not  been  trained  to  the  necessity 
of  post-natal  visits  and  to  the  strict  obligation 
on  his  part  to  diagnose  accurately  puerperal 
infection  as  early  as  possible,  in  order  to  pre- 
vent the  many  dire  results,  which  we  know 
occur  following  this  condition.  More  modern 
medical  teaching,  as  well  as  the  modern  prac- 
tice of  obstetrics,  provide  for  daily  visits  to  the 
lying-in  patient  during  the  puerperium.  The 
great  increase  in  the  visiting  nurse  service,  both 
in  city  and  country  communities,  has  also  given 
rise  to  a much  more  frequent  detection  of  in- 
fectious processes  in  their  incipiency. 

Puerperal  infection,  in  the  broadest  sense, 
includes  all  inflammations,  which  may  occur 
anywhere  in  the  body,  during  or  closely  follow- 
ing labor.  We  might  say  that  puerperal  in- 
fection is  of  two  classes — first,  pelvic ; and 
second,  extra-pelvic.  Thromo-phlebitis  and 
breast  abscesses  are  two  examples  of  extra- 
pelvic  infections. 

The  symptoms  and  signs  of  puerperal  in- 
fection are  not  different  from  the  symp- 
toms and  signs  of  any  other  infection. 
The  four  cardinal  characteristics  are  heat, 
swelling,  redness,  and  pain  (or  tenderness),  and 
are  varied  only  according  to  the  particular  or- 
gan or  part  of  the  body  in  which  they  are 
situated  just  as  the  physiology  of  those  dif- 
ferent organs  is  varied.  The  problem  of  diag- 
nosis is,  therefore,  theoretically,  very  simple. 
We  expect  an  increase  in  temperature.  We 
expect  an  increase  in  the  j:>ulse  rate.  We  ex- 
pect an  increase  in  the  leucocyte  count,  and  if 
the  infection  be  of  such  a type  that  the  bac- 
teria gain  entrance  into  the  blood  stream,  we 
may  get  a positive  blood  culture.  In  addition 
to  these  clinical  signs,  we  find  the  physical 
signs  of  inflammation  in  some  organ  or  some 
part  of  the  body. 

Our  attention  is  usually  first  called  to  the 
patient  by  the  elevation  of  temperature.  We 
are  very  prone  to  pay  more  attention  to  a pa- 
tient’s temperature  curve  afer  delivery  than 
to  almost  any  other  feature  of  her  conva- 


lescence. That  this  is  not  the  best  practice  is 
agreed  to  by  most  authorities  on  the  subject. 
According  to  Lea,  one  of  our  best  modern 
authorities,  “The  pulse  rate  is  in  direct  pro- 
portion to  the  amount  of  toxic  products  ab- 
sorbed into  the  circulation  and  to  the  virulence 
of  the  infective  organisms,  and,  if  carefully 
observed,  forms  the  most  reliable  indication 
that  we  possess  of  the  gravity  of  the  disease. 
The  increase  in  the  pulse  rate  often  precedes 
the  rise  in  temperature  and  it  often  remains 
fast  after  the  temperature  falls.”  I believe 
that,  if  I could  have  but  one  clinical  feature 
of  the  puerperium  on  which  to  depend,  I 
should  prefer  the  pulse  rate  to  any  other. 

The  leucocyte  count  is  also  a great  deal  of 
help  if  properly  interpreted.  It  is  not  gen- 
erally known  that  the  white  blood  cell  count  is 
normallv  increased  during  and  following  labor. 
A count  of  nine  to  ten  thousand  is  now  re- 
garded as  the  average  normal  at  the  time  of 
labor  as  compared  with  seven  to  eight  thou- 
sand at  other  times.  It  is  also  generally  ac- 
cepted that  a count  of  twelve  to  thirteen  thou- 
sand on  the  third  day  after  delivery  is  a per- 
fectly normal  occurrence.  We  cannot,  there- 
fore, regard  counts  of  less  than  fifteen  thou- 
sand as  markedly  pathologic  after  delivery. 

Lastly,  the  blood  culture  is  of  a great  deal 
of  aid  in  determining  the  type  of  infection  as 
between  local  inflammations,  septicemia,  and 
bacteriemia,  but  is  not  of  paramount  import- 
ance in  determining  treatment,  because,  as  Dr. 
Gray  will  tell  you,  the  treatment  of  all  types 
of  puerperal  infection  is  essentially  the  same. 
The  variation  in  treatment  is  largely  between 
mild  and  severe  infections  rather  than  between 
types  of  infection. 

In  most  cases  the  patient  will  not  have  symp- 
toms pointing  to  any  one  organ  or  part  of  the 
body,  so  that  our  physical  examination  must 
exclude  one  organ  or  one  part  of  the  body  after 
another  until  we  find  the  part  really  affected. 
I teach  my  students  to  start  at  the  top  of  the 
head,  and  examine  the  patient  clear  through 
the  soles  of  the  feet,  leaving  the  pelvic  exami- 
nation until  the  last,  because,  by  that  means, 
we  often  find  the  offending  organ  far  re- 
moved from  the  pelvis.  Moreover,  it  is  quite 
important,  as  the  other  speakers  will  tell  you, 
to  limit  vaginal  examinations  as  much  as  pos- 
sible. I have  often  treated  puerperal  infection 
cases,  either  following  abortion  or  following 
labor,  for  a week  or  ten  days,  or  even  longer, 
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before  a pelvic  examination  is  made,  because 
I have  the  utmost  respect  for  an  inflammatory 
process  of  this  nature  in  the  genital  tract.  I 
wish  to  stir  it  up  as  little  as  possible  and  only 
make  examinations  when  localization  or  abscess 
formation  is  suspected.  In  other  words,  we 
make  our  diagnosis  of  pelvic  inflammation  at 
this  time  as  much  by  exclusion  of  the  rest  of 
the  body  as  by  exact  localization  in  the  pelvis 
or  pelvic  viscera. 

The  time  of  incidence  with  relation  to  de- 
livery is  of  considerable  help  in  determining 
the  cause  of  increase  in  temperature  and  pulse 
rate.  Those  elevations  occurring  on  the  day 
of  delivery  are  the  result  of  the  trauma  of 
labor,  and  are  called  by  some  “traumatic  fever,” 
or,  they  are  the  residt  of  an  actual  intra- 
partum infection.  These  latter  infections  are 
usually  of  the  amniotic  sac  or  of  the  placenta 
itself,  and,  in  such  cases,  are  also  manifested 
in  the  child  in  the  majority  of  instances.  On 
the  third  day  after  delivery  we  have  an  eleva- 
tion of  temperature  and  increase  in  pulse  rate 
due  to  engorgement  of  the  breasts  or  to  true 
puerperal  infection  in  its  more  limited  sense. 
On  the  fifth  to  the  eighth  day  we  have  the  ap- 
pearance of  true  mastitis  and  elevation  of  tem- 
perature due  to  retroversion  of  the  involuting 
uterus  with  a resultant  retention  of  lochia  in 
the  uterine  cavity,  while  on  the  twelfth  to  the 
sixteenth  day  we  have  the  appearance  of 
thrombo-phlebitis.  The  exact  time  incidence 
is,  therefore,  of  considerable  help  in  detecting 
the  type  and  locality  of  the  infection  present. 

The  amount  of  elevation  of  temperature  and 
the  character  of  the  temperature  curve  is  also 
of  aid.  The  height  of  the  temperature,  es- 
pecially at  the  onset,  is  of  some  prognostic 
value.  The  type  of  the  curve  is  of  help  in  dif- 
ferentiating the  character  of  the  infection.  In 
the  mild  sapremias  the  temperature  is  subject 
to  considerable  variation,  and  is  rarely  very 
high.  These  patients  are  usually  sick  for  quite 
a period,  but  almost  uniformly  recover.  In 
septicemia,  on  the  other  hand,  the  temperature 
rises  to  a greater  height,  and  is  maintained 
nearly  on  a level.  In  bacteriemia  we  see  a 
true  steeplejack  temperature  varying  from  sub- 
normal to  105°  or  106°,  and  perhaps  making 
several  oscillations  a day.  Occasionally  in  a 
severe  case  of  bacteriemia  the  temperature  may 
remain  high  over  a considerable  number  of 
hours.  The  height  of  the  temperature  may  be 
at  times  misleading.  Small  areas  of  inflam- 


mation in  the  breasts  may  cause  a temperature 
of  105°  F. 

The  pulse  rate,  on  the  other  hand,  is  a much 
more  dependable  criterion  on  which  to  base 
judgment,  or  render  a prognosis.  It  is  in  al- 
most direct  proportion  to  the  severity  of  the 
disease  and  will  rarely  be  found  to  exceed  120 
beats  per  minute  in  the  absence  of  true  septi- 
cemia, or  bacteriemia.  It  is,  in  general,  high- 
est in  those  cases  of  bacteriemia  in  which  the 
heart  muscle  is  involved. 

It  needs  no  careful  reasoning,  therefore,  for 
one  to  make  a flat-footed  statement  that  puer- 
peral infection  cannot  always  be  diagnosed  on 
one  temperature  and  pulse  reading  a day,  but 
the  severe  forms  will  nearly  always  be  found 
if  the  patient  is  seen  daily.  Puerperal  infec- 
tion of  any  degree  of  severity  will  nearly  al- 
ways exhibit  a leucocyte  count  in  excess  of 
20,000.  The  blood  culture  will  differentiate  as 
between  a septicemia  and  bacteriema  and  will, 
therefore,  aid  in  the  prognosis  but  will  not  ma- 
terially help  in  the  treatment. 

As  for  the  local  findings  one  needs  to  know 
little  about  them,  other  than  that  there  is  no 
abscess  formation,  because  the  surgical  and  lo- 
cal treatment,  except  for  the  draining  of 
abscesses,  is  practically  nil.  It  has  been  esti- 
mated by  many  different  authorities  that 
abscesses  occur  in  less  than  five  per  cent  of 
puerperal  infections.  They  are,  therefore,  the 
exception  and  not  the  rule. 

As  for  the  end  results  of  puerperal  infec- 
tions, they  are  three — the  great  majority  of  the 
cases  recover  entirely;  a small  percentage  die; 
and  there  is  a middle  group  comprising  a fairly 
large  percentage  that  recovers  only  partially. 
It  is  this  group  in  which  we  are  most  inter- 
ested. Perhaps  most  of  these  women  present 
sterility  as  the  one  permanent  ill  result,  due  in 
part  to  cicatrization  and  in  part  to  cohesive 
obliteration  of  the  tubes.  A somewhat  smaller 
number  have  present  more  extensive  scar  tis- 
sue formation  in  the  pelvis,  with  resultant 
bladder  or  rectal  symptoms.  A considerable 
number  have  a more  or  less  permanent  chronic 
passive  congestion  of  the  pelvic  tissues,  and 
pelvic  viscera,  with  varying  symptoms  of  all 
kinds.  Finally,  a small  group  retain  perman- 
ent effects  in  other  parts  of  the  body,  present- 
ing greater  or  lesser  degrees  of  invalidism,  in 
wThich  one  or  more  organs  or  parts  of  the  body 
may  be  most  prominent.  Permanent  oblitera- 
tion of  one  or  both  saphenous  veins  wTith  per- 
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sistent  milk  leg,  and  bacterial  endocarditis  are 
examples. 

I have  given  you  no  new  information  with 
regard  to  the  manifestations  or  the  end  results 
of  this  very  interesting  condition.  I can  only 
hope  that  you  may  more  readily  recognize,  and 
that  you  will  be  more  persistent  in  your  efforts 
to  diagnose  puerperal  infection,  rather  than 
to  look  upon  it  as  a disgrace  if  it  Should  occur. 
I think  that  a conception  of  puerperal  infec- 
tion, somewhat  similar  to  the  one  I have  heard 
my  “Old  Chief”  express  with  regard  to  peri- 
neal lacerations,  might  be  well  taken  here.  I 
have  often  heard  him  say  that,  “The  disgrace 
was  not  in  getting  the  perineal  laceration,  but 
lay  rather  in  not  finding  and  repairing  it  after 
it  had  occurred.” 


TREATMENT  OF  PUERPERAL  SEPSIS.* 

By  B.  H.  GRAY,  M.  D„  F.  A.  C.  S.,  Richmond,  Va. 

It  is  the  purpose  of  this  paper  to  discuss 
briefly  the  treatment  of  puerperal  infection. 

For  the  proper  treatment  of  puerperal  in- 
fection, we  must  appreciate  the  physiological 
process  which  takes  place  in  the  uterus  after 
the  evacuation  of  its  contents,  as  a result  of 
retraction  and  haemastasis. 

The  sudden  shutting  off  of  its  blood  supply 
leaves  the  endometrium  more  or  less  covered 
by  a layer  of  necrosing  decidua  which  is  cast 
off  gradually  by  a process  of  surface  starva- 
tion due  to  the  active  leucocytosis  and  the  in- 
crease of  the  connective  tissue  cells  which 
takes  place  beneath  the  decidua.  This  forms 
a granulating  zone  which  prevents  the  in- 
vasion of  all  except  the  more  virulent  or- 
ganisms. The  entire  cavity  of  the  uterus  be- 
comes a granulating  surface  except  the  pla- 
cental site,  protected  as  in  all  surgical  wounds 
by  a granulating  surface  within  a few  days. 

At  the  placental  site,  the  thrombi  in  the 
open  sinuses  require  a greater  time  for  or- 
ganization. This  area  is  rough  and  raised  and 
is  covered  with  irregular  masses  of  decidua, 
shreds  of  placental  tissue,  fragments  of  villi. 
Organization  occurs  in  the  thrombotic  sinuses, 
while  the  bank  of  granulations  thickens  and 
causes  exfoliation  of  the  superimposed  masses. 
This  occurs  from  the  tenth  to  the  fifteenth  day. 

The  effect  of  invasion  of  pathogenic  bac- 
teria upon  these  normal  healing  surfaces  varies 
according  to  the  nature  and  virulence  of  the 

*Read  as  part  of  the  symposium  on  Puerperal  Infection  at 
the  fifty-sixth  annual  meeting  of  the  Medical  Society  of  Vir- 
ginia, in  Richmond,  October  13-16,  1925. 
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organisms  and  the  manner  and  the  soil  into 
which  they  are  introduced. 

It  is  well  known  that  the  female  generative 
organs  constantly  harbor  pathogenic  bacteria, 
such  as  the  streptococcus,  staphylococcus,  colon 
bacillus,  and  others. 

The  studies  of  Bumm,  Natvig,  Kronig  and 
Winter  seem  to  prove  that  the  vaginas  of 
healthy  women  in  the  last  weeks  of  pregnancy 
contain  streptococci  and  staphylococci  in  from 
45  to  75  per  cent  of  cases. 

Polak  states  that  any  of  the  infective  or- 
ganisms singly  or  in  combination  may  be 
found  in  the  post-abortal  or  past-partum 
uterus. 

Repeated  cultures  of  the  interior  of  the 
uterus  at  various  periods  of  the  puerperium 
show  that  its  contents  after  twenty-four  hours 
post-partum  are  seldom  sterile;  over  50  per 
cent  of  the  cultured  cases  in  Polak’s  Clinic  on 
the  fifth  or  sixth  day  post-partum  showed  the 
presence  of  infective  bacteria  within  the 
uterus. 

The  studies  of  other  investigators  on  the 
bacterial  flora  of  the  generative  tract  confirm 
these  observations.  In  the  majority  of  in- 
stances, these  organisms  may  lead  a sapro- 
phytic existence,  while  under  favorable  con- 
ditions they  become  pathogenic. 

The  uterus  is  normally  protected  from  in- 
vasion from  the  interior  during  and  after 
labor. 

During  labor  it  is  protected  by : 

1.  The  membranes. 

2.  Newly  let  blood  which  has  anti-toxic 
properties. 

3.  The  mechanical  scouring  out  by  the  pas- 
sage of  the  foetus  and  placenta. 

After  labor,  the  uterus  is  protected  by  the 
establishment  of  the  lochial  discharges  and 
the  normal  reaction  of  the  uterine  tissue.  This 
is  shown  by  the  protective  granulation  zone. 

Infective  organisms  must  penetrate  this  zone 
or  pass  through  abrasions  or  other  injuries  in 
the  uterine  tissues  to  <ret  outside  of  the  uterus. 
The  more  virulent  organisms,  such  as  the 
streptococcus  and  some  strains  of  the  staphylo- 
coccus, have  the  power  to  do  this. 

It  is  important  for  the  accoucheur  to  bear 
these  natural  defenses  in  mind  so  that  he  will 
not  interfere  with  nature’s  methods  of  pro- 
tecting the  puerperal  woman. 

Puerperal  infection,  like  other  infections  de- 
pending on  the  inoculation  of  the  puerperal 
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wound  by  pathogenic  bacteria,  may  be  local  or 
general : 

a.  The  local  infections  are  illustrated  by  the 
infected  perineum,  cervix,  endometrium,  in 
which  the  tissue  reaction  limits  the  spread  of 
the  infective  organisms. 

b.  In  the  general  infections,  the  organism 
is  more  virulent  or  there  is  a diminished  tissue 
resistance  and  the  infection  spreads  beyond  the 
wound  area.  This  spreading  infection  occurs 
through  (a)  blood  vessels,  in  which  case  it 
may  manifest  itself  as  a thrombophlebitis, 
pyemia  or  bacteriemia,  or  (b)  through  the 
lymphatics,  producing  parametritis,  perime- 
tritis or  peritonitis. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  the  pathological  anatomy  of  the  vari- 
ous types  of  puerperal  infection,  although  the 
treatment  must  necessarily  depend  upon  the 
pathological  changes  the  tissues  undergo. 

Admitting  that  the  genital  canal  frequently 
harbors  pathogenic  bacteria  and  that  puerperal 
infection  is  wound  infection  due  to  the  inocu- 
lation of  bacteria  which  may  migrate  from 
the  vulva,  vagina  or  cervix,  the  vast  majority 
of  infections  are  carried  to  the  wounded  sur- 
face by  the  hands  or  instruments  of  the  accou- 
■chuer. 

It  is  apparent  from  the  foregoing  that  the 
prophylactic  treatment  occupies  an  important 
role  in  the  treatment  of  infections. 

We  have  been  slow  to  practice  strict  asepsis 
and  to  appreciate  the  surgical  principles  in- 
volved in  the  conduct  and  management  of 
labor  and  the  puerperium. 

The  prenatal  care  of  the  parturient  woman 
is  too  frequently  overlooked  and  she  ap- 
proaches labor  physically  unfit — with  foci  of 
infections  and  lowered  resistance. 

Unnecessary  vaginal  examinations  are  too 
frequently  made,  and  infection  is  proportion- 
ate to  the  frequency  of  vaginal  manipulation. 
Trauma  lowers  tissue  resistance  and  opens  up 
avenues  of  infection.  Traumatic  procedure 
should  never  be  undertaken  without  definite 
indications  and  proper  preparations  for  them. 

Preservation  of  the  membranes  allows  suffi- 
cient time  for  dilatation  of  the  cervix  to  pro- 
ceed with  the  minimum  amount  of  trauma. 
The  physiological  conduct  of  the  third  stage  of 
labor,  without  hurried  attempts  at  separation 
of  the  placenta  and  its  manual  removal,  are 
important  factors  in  the  prevention  of  infec- 
tion. Bourne  states  that  in  154  cases  of  manual 


removal  of  the  placenta  at  the  Queen  Charlotte 
Hospital,  London,  35  per  cent  developed  some 
form  of  uterine  sepsis. 

Curative  Treatment 

The  curative  treatment  of  puerperal  sepsis 
is  a question  upon  which  there  is  a great  di- 
versity of  opinion. 

Within  recent  years  there  is  a more  marked 
trend  to  conservatism.  Radical  measures  have 
been  tried  and  have  been  found  wanting.  If 
one  recalls  the  natural  reparative  process 
which  takes  place  in  the  interior  of  the  uterus 
following  labor  and  upon  which  the  treat- 
ment must  be  based,  a more  rational  treatment 
would  follow. 

The  uterine  cavity  following  labor  is  a 
large  wounded  surface,  and  is  the  principal 
portal  of  entry  of  infective  bacteria.  The 
natural  defenses  which  Nature  has  thrown 
around  this  area  will  in  the  great  majority  of 
instances  protect  it  against  all  except  the  more 
virulent  organisms.  With  the  more  virulent 
organisms,  such  as  the  streptococcus,  local  tis- 
sue resistance  does  not  act  as  a complete  bar- 
rier and  the  infection  spreads  beyond  the  cavity 
of  the  uterus. 

It  is  obvious  then  how  futile  any  intra- 
uterine treatment  would  be,  for  it  would  tend 
to  break  down  these  natural  defenses. 

Maintenance  of  drainage  and  retraction  of 
the  uterus  are  the  two  important  factors  in  all 
cases. 

Drainage  is  accomplished  by  changing  the 
position  of  the  patient  from  side  to  side  and 
by  placing  the  bed  in  the  modified  Fowler 
position. 

Retraction  of  the  uterus  aids  drainage  and 
tends  to  shut  off  the  lymphatics:  the  use 
of  pituitrin  and  ergot  serves  to  aid  retraction. 

When  there  are  infected  wounds  of  peri- 
neum or  cervix,  sutures  should  be  removed  and 
the  surfaces  swabbed  with  iodine  or  mercuro- 
chrome,  and  free  drainage  established. 

Cultures  of  the  vagina  and  uterus  should  be 
taken  to  identify  if  possible  the  type  of  the 
infective  organism. 

It  is  a well-known  fact  that  the  action  of 
certain  bacteria  may  be  limited  to  a local  tis- 
sue reaction  and  thus  a localized  infection, 
while  in  others  with  a greater  virulence  the 
tendency  is  for  the  infection  to  spread  through 
the  lymphatics  and  blood  vessels  and  then 
cause  more  generalized  infections.  Bacterio- 
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logical  studies,  then,  of  the  lochia  and  blood 
are  of  great  value  in  giving  us  a comprehen- 
sive plan  of  treatment.  Blood  counts  should 
be  frequently  taken  in  order  to  check  up  the 
resistance  the  patient  is  making  against  the 
infection. 

Various  local  measures  have  been  advocated, 
such  as  vaginal  and  uterine  douche,  swabbing 
the  uterus  with  different  germicides,  uterine 
packs,  exploration  for  fragments  of  placenta 
and  membranes,  curettage,  etc.  Opinions  dif- 
fer as  to  the  efficiency  of  these  various 
measures.  It  is  generally  believed,  however, 
that  in  the  majority  of  instances  they  are  more 
productive  in  spreading  than  in  removing  in- 
fection. It  is  the  writer’s  personal  conviction 
that  the  only  indication  for  invading  the  cavity 
of  the  uterus  is  to  control  hemorrhage  which 
is  rare.  Generally  speaking,  the  various  local 
treatments  of  the  uterus  provoke  hemorrhage, 
lower  the  resistance  and  spread  infection. 

Infections  which  spread  beyond  the  cavity 
of  the  uterus  and  attack  the  parametrium  or 
pelvic  connective  tissue  reach  these  spaces 
through  the  lymphatics  and  cause  pelvic  exu- 
dates or  pelvic  peritonitis.  These  are  found  in 
various  places  in  the  pelvis.  Pelvic  exudates 
are  conservative  processes  and  limit  the  spread 
of  infection;  the  extent  of  the  infection  will 
depend  upon  the  virulence  of  the  organism  and 
the  resistance  of  the  tissues.  The  treatment 
should  aim  at  localization  and  limitation  of 
spread  by  encouraging  tissue  resistance.  Lo- 
cally, in  the  acute  stage  an  icebag  over  the 
lower  abdomen,  elevation  to  the  Fowler  posi- 
tion to  drain  the  lymphatics,  and  opium  to 
relieve  pain  are  indicated;  catharsis  should  be 
avoided,  the  lower  bowel  being  kept  empty  by 
the  use  of  enemata. 

Milk  injections , as  suggested  by  Gellhorn  for 
infections  of  the  pelvis  and  general  infections, 
are  receiving  favorable  comment.  The  foreign 
protein  activates  the  cells,  stimulates  the  pro- 
duction of  anti-bodies  and  increases  phagocy- 
tosis. The  injections  are  made  with  ordinary 
milk  which  is  sterilized  for  ten  miutes  by 
boiling  in  a water  bath.  Injections  are  given 
into  the  gluteal  muscle,  10  c.c.  every  third  day. 
A moderate  chill  followed  by  a rise  of  tem- 
perature with  nausea  and  headache  are  the 
phenomena  that  may  follow.  The  reaction 
grows  less  severe  with  succeeding  injections, 
and  the  number  of  injections  vary  from  three 
to  eight  or  ten,  depending  upon  the  condition 


for  which  they  are  given.  Blood  counts  are 
taken  before  and  after  the  injections  to  note 
the  rise  in  the  leucocytes.  A hyperleucocyto- 
sis  of  from  20,000  to  25,000  is  generally  noted. 

It  would  seem  from  the  reports  of  Gellhorn, 
Rawles,  Mohler  and  others  that  milk  injec- 
tions have  a definite  place  in  infections  of 
the  pelvis  and  other  infections, — that  the  ef- 
fects of  the  foreign  protein  stimulates  a cell 
activity  which  causes  an  increased  tissue  re- 
sistance. It  hastens  absorption  of  exudates, 
shortens  the  course  of  the  disease  and  in  some 
cases  complete  restoration  to  normal  is  estab- 
lished. Chronic  pelvic  exudates  are  reduced 
to  a simple  pathology  and  operative  interven- 
tion can  then  be  resorted  to  with  less  pathology 
to  be  encountered.  Milk  injections  have  been 
especially  valuable  in  gonorrhoeal  infection. 

In  all  types  of  infection,  local  and  general, 
the  supportive  treatment  is  an  important  fac- 
tor— nutritious  food,  fresh  air,  sunlight,  rest, 
stimulation,  all  contribute  to  the  building  up 
of  the  defenses. 

Infections  which  spread  beyond  the  pelvis 
become  more  general,  such  as  peritonitis, 
thrombo-phlebitis  and  bacteriemia.  When  the 
infection  spreads  to  the  peritoneum  as  evi- 
denced by  tympany,  vomiting,  muscular  rigid- 
ity, elevated  temperature  and  rapid  pulse,  food 
should  be  withheld  and  the  following  measures 
resorted  to : 

1.  Stomach  lavage  for  vomiting,  morphine 
to  relieve  pain  and  quiet  peristalsis,  icebags  to 
abdomen. 

2.  Nutritive  enema  of  glucose  and  soda  by 
the  Harris  gravity  method. 

3.  Hypodermoclysis  of  saline  under  the 
breasts  to  favor  elimination  and  combat  tox- 
aemia. 

4.  Fowler  position. 

If  the  evidence  suggests  the  presence  of  pus, 
cul-de-sac  drainage  as  practiced  by  Pryor  may 
be  attempted;  the  cul-de-sac  is  widely  opened, 
gauze  drains  placed  in  the  lateral  walls  of  the 
pelvis,  and  the  patient  placed  in  high  Fowler 
position.  The  peritoneum  is  drained  of  sero- 
purulent  fluid,  which  reduces  toxaemia,  and 
the  effect  of  the  gauze  in  the  lateral  pelvic 
walls  stimulates  the  formation  of  plastic  exu- 
dates which  tend  to  confine  the  infection  to 
the  lower  pelvis.  Good  results  are  claimed  by 
those  who  use  this  method  in  selected  cases. 

In  the  blood  stream  infections,  we  have  the 
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presence  of  bacteria  which,  with  their  toxins, 
cause  dissolution  of  cellular  elements  as  well  as 
degenerative  changes  in  the  heart,  liver  and 
kidneys. 

Puerperal  thrombo-phlebitis  and  bacter- 
iemia  have  an  extremely  grave  prognosis;  it 
is  estimated  that  about  25  per  cent  of  the  latter 
end  fatally,  while  in  the  former  less  than  50 
per  cent  of  the  women  recover. 

C.  Jeff  Miller  states  that  puerperal  thrombo- 
phlebitis is  found  in  from  a third  to  a half  of 
all  women  dying  of  infection.  Miller  makes  a 
plea  for  early  operation  and  reviews  the  litera- 
ture from  Freund’s  first  article,  in  1894,  up  to 
July,  1916.  The  tendency  of  the  thrombosis  to 
be  limited  to  one  vein  is  shown  in  Miller’s 
tables.  Of  one  hundred  cases  studied,  the 
thrombosis  was  located  in  one  spermatic  vein  in 
seventy-five  cases. 

Of  the  197  operated  cases  collected  by  Miller, 
fifteen  were  treated  by  extra-  and  182  by  trans- 
peritoneal  operation;  the  gross  mortality  was 
51.6  per  cent;  the  corrected  mortality  33.9  per 
cent.  The  average  mortality  of  pyemia  by  the 
expectant  treatment,  according  to  Miller,  is  be- 
tween 60  and  70  per  cent.  Ligation  of  the 
veins  is  considered  sufficient  in  pure  septic 
thrombosis.  Excision  should  be  done  for  peri- 
phlebitic  processes. 

Polak  believes  that  thrombo-phlebitis  is  a 
conservative  process  and  leans  to  the  expect- 
ant plan  of  treatment.  In  addition  to  this,  he 
recommends  small  repeated  blood  transfusions 
if  the  resistance  shows  signs  of  failing. 

From  the  reports  of  Miller,  Williams, 
Turenne  and  others  who  have  emploAred  liga- 
tion of  the  thrombosed  veins,  this  method  evi- 
dently will  have  a place  in  the  treatment  of 
thrombo-phlebitis.  Early  diagnosis  and 
prompt  operation  will  no  doubt  reduce  the 
present  high  operative  mortality,  which,  from 
the  reports,  would  lead  one  to  believe  that  in 
many  cases  operation  was  resorted  to  as  a last 
resort. 

Our  efforts  in  the  main  in  combating  these 
blood  stream  infections  must  aim  at  increasing 
the  resistance  by  stimulating  the  production  of 
anti-bodies  and  phagocytes  in  order  to  defend 
the  body  against  the  bacterial  invasion.  At- 
tempts have  been  made  to  sterilize  the  blood 
current  by  injecting  various  chemicals  and 
germicides  directly  into  the  blood  stream. 
Within  the  last  few  years  mercurochrome  220, 


evolved  by  Young  and  his  associates  at  the 
Brady  Institute,  has  been  extensively  used  to 
sterilize  the  blood  current  in  various  types  of 
blood  stream  infections.  In  the  collected  re- 
ports of  211  cases  by  Young,  Hill,  and  Scott, 
of  infections  and  infectious  diseases  treated  by 
mercurochrome  220  by  a number  of  observers, 
the  results  are  most  encouraging. 

The  percentage  of  cures  in  Young’s  cases 
were  greatest  in  infections  due  to  B.  coli, 
staphylococci  and  gonococci  infections — about 
81.8  per  cent.  It  was  less  in  gram-positive  di- 
plococci,  including  the  pneumococcus — 66.6  per 
cent ; in  streptococcus  hemolyticus — 53.8  per 
cent;  and  least  in  streptococcus  viriclans — 33.3 
per  cent. 

Piper  has  had  considerable  experience  with 
mercurochrome,  and  states  that  there  are  cer- 
tain micro-organisms  which  are  destroyed  by 
mercurochrome  more  readily  than  others;  he 
has  been  unable  to  make  any  impression  upon 
the  streptococcus  viridans. 

In  the  hemolytic  group,  the  pyogenes  are 
routinely  fatal.  Piper  believes  that  in  some 
cases  of  sepsis,  mercurochrome  in  proper  doses 
will  be  of  great  value.  He  does  not  contend 
that  the  method  will  effect  a cure  except  in 
so  far  as  it  is  possible  to  increase  the  indivi- 
dual’s resistance,  by  temporarily  eradicating 
the  micro-organisms  from  the  blood  stream, 
and  says  we  can  conceive  of  the  possibility  of 
a cure  where  the  blood  stream  wTas  sterilized 
and  the  local  focus  of  infection  extirpated  at 
the  same  time.  The  dosage  advocated  is  5 
mgs.  per  kg.  of  body  weight,  or  23  c.c.  of  a 1 
per  cent  solution  per  hundred  pounds  of  body 
Aveight  given  intravenously. 

The  solution  should  be  made  from  the  granu- 
lar form  in  freshly  distilled  water.  The  solu- 
tion should  not  be  boiled,  as  disintegration 
may  occur.  The  reaction  following  the  intra- 
venous injection  is  not  se\rere,  and  frequently 
there  is  little  or  no  reaction.  The  reaction  con- 
sists of  chill,  headache,  nausea,  rise  of  tem- 
perature and  diarrhoea.  The  initial  rise  of 
temperature  is  followed  by  an  early  and  de- 
cided drop,  which  may  reach  normal.  The 
early  use  of  mercurochrome  is  urged  when  in- 
dications for  its  use  arise. 

The  serum  treatment  of  puerperal  sepsis  wras 
introduced  by  Marmorek  in  1895  when  he  dis- 
co\rered  an  antistreptococcus  serum.  Great 
hopes  were  entertained  at  that  time  for  the 
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successful  treatment  by  this  method;  unfortu- 
nately, the  results  have  not  been  satisfactory. 
Since  that  time,  other  investigators  have  uti- 
lized polyvalent  sera  in  the  hope  that  numerous 
strains  of  streptococci  would  give  more  satis- 
factory results.  More  recently  Bailey  advo- 
cated the  further  use  of  polyvalent  serum. 
Bailey  emphasizes  that  the  preparation  of  the 
serum  must  be  efficient  from  a seriologic  stand- 
point; the  supply  must  be  fresh,  and  desensi- 
tization must  be  carried  out  before  its  admin- 
istration. With  this  precaution,  the  serum  is 
practically  harmless,  although  serum  reactions 
are  observed.  The  injection  should  be  given 
slowly  without  dilution.  The  dose  recom- 
mended is  100  c.c.  every  24  hours;  if  serum 
sickness  appears,  no  further  treatments  are 
given.  If  this  dose  is  repeated  each  day  for 
three  or  four  days,  a sufficient  amount  may  be 
given  before  serum  sickness  appears.  If  the 
temperature  rises  in  the  post-partum  period 
and  remains  above  103  for  forty-eight  hours, 
the  dose  of  100  c.c.  should  be  given  without 
waiting  for  the  results  of  the  cultures. 

The  mortality  in  six  cases  that  gave  posi- 
tive intrauterine  culture  of  streptococcus 
hemolyticus  was  16.6  per  cent. 

In  the  second  group  of  seven  cases  remain- 
ing, the  mortality  was  14.3  per  cent. 

In  the  two  groups,  thirteen  cases  in  all,  the 
mortality  was  15.3  per  cent. 

Uncorrected  death  rate  21.4  per  cent. 

Bailey  states  that  parametritis  occurred  so 
regularly  in  his  cases  that  it  seemed  as  though 
the  serum  had  a tendency  to  localize  the  dis- 
ease. 

Inasmuch  as  blood  stream  infections  cause 
destruction  of  the  red  cells  and  decrease  in 
the  hemoglobin,  it  is  logical  to  assume  that 
blood  transfusion  would  at  least  temporarily 
raise  these  elements  and  increase  the  resistance. 

Sir  A.  Wright  says  that  immuno-transfu- 
sion  surpasses  ordinary  methods  of  serum 
therapy  in  septicemic  cases,  inasmuch  as  we 
are  dealing  with  compatible  human  blood,  im- 
munized in  vitro,  showing  definite  protective 
substances  which  can  be  incorporated  in  in- 
definitely larger  quantities  of  blood  transfused. 
They  serve  the  double  purpose  of  new  blood 
and  anti-bodies.  Immunized  transfusions  are 
possible  in  chronic  infections  only. 

Polalc  states  that  transfusion  in  infections 
would  seem  to  serve  the  double  purpose  of 


lessening  the  secondary  anemias  and  supply- 
ing normally  active  leukocytes  for  temporary 
defense;  it  permanently  raises  the  blood  pres- 
sure, which  helps  to  restore  the  functional 
activity  of  the  organs  which  bear  the  brunt  of 
defense.  Polak  believes  that  the  poor  results 
reported  by  some  observers  are  due  to  the  de- 
layed transfusion  where  it  was  used  as  a last 
resort. 

Small  repeated  transfusion  of  citrated  blood 
has  been  the  method  of  Polak’s  clinic ; — 250  to 
300  c.c.  are  given  every  third  day.  The  trans- 
fusion is  preceded  by  a third  of  a grain  of 
morphine,  which  diminishes  the  severity  of  the 
reaction.  Some  reaction  occurred  in  60  per 
cent  of  cases.  Polak  at  the  time  of  his  first 
publication  on  transfusion  in  1919  reported 
four  cases  of  thrombo-phlebitis  with  one 
death,  and  seven  cases  of  bacteriemia  with  one 
fatality. 

The  writer  has  had  one  case  of  thrombo- 
phlebitis and  one  streptococcus  hemolyticus 
bacteriemia  in  which  transfusion  was  used, 
both  of  which  recovered. 

Conclusions 

The  prophylactic  treatment  of  puerperal  in- 
fection must  occupy  the  most  important  role, 
which  would  include : 

1.  A complete  examination  of  the  patient  in 
early  pregnancy,  including  pelvimetry. 

2.  The  eradication  of  foci  of  infection,  such 
as  the  tonsils,  teeth,  gonorrhoea,  etc. 

3.  Abstinence  of  the  marital  relationship 
after  the  sixth  or  seventh  month.  This  is  a 
frequently  overlooked  precaution  and  is  re- 
sponsible for  a number  of  unexplained  cases. 

4.  Checking  up  the  case  in  the  latter  months 
of  pregnancy  to  determine  as  far  as  possible 
the  outcome  of  labor,  and  formulating  a plan 
according  to  conditions  as  they  obtain. 

5.  The  course  of  labor  should  be  followed 
by  external  and  rectal  examinations,  resorting 
to  internal  manipulation  only  upon  positive 
indications. 

6.  When  internal  manipulation  is  necessary, 
scrupulous  asepsis  should  be  observed  and 
traumatism  reduced  to  the  minimum. 

7.  Isolated  cases  of  infection  will  occur  in 
spite  of  all  the  measures  we  may  observe. 

In  the  treatment  of  localized  infections,  the 
natural  defenses  should  be  protected  by: 

1.  Refraining  from  unnecessary  intra- 
uterine interference. 
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2.  By  encouraging  retraction  of  the  uterus 
and  drainage  by: 

(a)  Administration  of  ergot  and  pituitrin. 

(b)  Posture  for  drainage. 

Infections  which  have  a tndency  to  pro- 
voke local  inflammatory  conditions,  such  as 
gonococcus,  staphylococcus  and  B.  coli,  should 
be  treated  conservatively,  and  local  tissue  re- 
action encouraged  by: 

1.  Posture  for  drainage. 

2.  Icebag  over  lower  abdomen  in  acute  stage. 

3.  Injection  of  foreign  protein  or  milk  to 
stimulate  phagocytosis. 

4.  Avoidance  of  catharsis. 

5.  Surgical  intervention  to  effect  drainage 
when  suppuration  occurs. 

In  the  treatment  of  general  infections, 
thrombo-phlebitis  and  bacteriemia: 

1.  Nutrition,  good  nursing,  air  and  sunshine 
are  fundamental. 

2.  Transfusion  of  well-matched  blood  in 
small  repeated  doses  is,  to  me,  the  most  ra- 
tional plan  of  treatment. 

3.  The  intravenous  use  of  mercurochrome 
can  be  used  as  a therapeutic  measure  with  the 
hope  of  temporarily  sterilizing  the  blood  cur- 
rent and  allowing  the  resistance  of  the  patient 
to  build  up. 

4.  The  use  of  gentian  violet,  bichloride  and 
other  intravenous  therapy  can  be  employed. 
It  is  largely  a question  of  one’s  individual  ex- 
perience as  to  the  results  obtained. 

5.  The  treatment  with  serum  in  my  hands 
has  been  disappointing.  The  larger  doses  of 
polyvalent  serum  suggested  by  Bailey,  given 
earty  in  the  course  of  the  disease,  may  prove 
of  value. 

6.  Ligation  of  the  thrombosed  veins,  as 
recommended  by  C.  Jeff  Miller,  Turenne  and 
others,  would  seem  to  have  a place  where  the 
diagnosis  can  be  made  early.  I have  had  no 
experience  with  this  method. 

Stuart  Circle  Hospital. 

Discussion  of  Papers  on  Puerperal  Infection  by 
Drs.  Lankford,  Ca!lkins  and  Gray. 

Dr.  Greer  Baughman,  Richmond : — I think  if  I 
had  written  these  papers  myself  I would  have  made 
very  few  changes  in  what  the  gentlemen  have  sug- 
gested to  you.  The  broad  principles  are  all  there; 

I failed  to  note  the  absence  of  a single  one.  Of 
course,  each  of  us  has  a little  different  approach, 
but  the  broad  principles  have  certainly  been  well 
stated.  I am  just  the  bell  sheep  that  is  leading 
the  way  for  discussion.  I hope  some  of  you  gentle- 
men will  differ  from  the  opinions  expressed  by  these 
three  men,  and  that  we  shall  have  a real  verbal 
fight. 


Over  a period  of  ten  years  we  had  2,341  clinical 
cases,  with  13.1  per  cent  infection.  By  infection  we 
mean  any  woman  during  the  puerperium  whose  tem- 
perature rises  above  100.4  after  the  first  physiologi- 
cal reaction.  Out  of  that  number  I am  almost 
ashamed  to  tell  you  how  few  deaths  there  were,  be- 
cause I think  it  was  pure  luck.  We  had  only  two 
deaths.  There  was  an  incidence  of  about  one  death 
from  puerperal  infection  in  a thousand  births.  Be- 
fore you  discuss  that,  let  me  acknowledge  that  our 
women  are  a little  better  and  stronger  and  more 
resistant  to  infection  than  elsewhere.  Up  to  this 
time,  the  question  of  infection  has  certainly  not 
been  a serious  one  in  our  clinic.  I think  the  reason 
we  are  getting  good  results  along  the  line  of  low  in- 
fection is  because,  in  season  and  out  of  season,  we 
have  taught  the  students  that  they  can  prevent  in- 
fection with  the  two  simplest  things.  One  thing  you 
carry  always  with  you,  and  the  other  thing  you  carry 
in  your  obstetrical  bag.  The  thing  you  carry  always 
with  you  is  your  arms  and  hands,  and  the  other 
thing  is  a rubber  glove. 

With  our  two  arms  and  hands  we  make  external 
examinations,  reserving  internal  examinations  for 
those  cases  that  we  expect  to  operate  upon.  With 
external  examination  alone,  we  do  not  make  uni- 
formly as  perfect  a diagnosis  as  can  be  gotten  by 
both  external  and  vaginal  examinations,  but  suffi- 
ciently accurate  for  all  working  purposes.  Secondly, 
instead  of  making  routine  vaginal  examinations,  we 
make  rectal  examinations.  The  reason  for  making 
rectal  examinations  is  perfectly  obvious — to  keep 
out  of  the  vagina.  Whether  you  accept  Doderlein’s 
idea,  that  during  the  last  few  weeks  of  pregnancy 
the  vagina  takes  over  a sort  of  prophylactic  action, 
or  whether  you  think  the  vagina  and  uterus  are 
full  of  bacteria,  it  makes  no  difference,  because  if 
you  mechanically  enter  that  vagina,  if  there  be 
any  bacteria  you  will  certainly  shove  them  ahead  of 
your  hand.  Unless  you  are  a much  clever  examiner 
than  I am,  or  the  people  I know  of,  you  will  carry 
them  into  the  uterus  on  your  examining  finger.  I 
think  what  Dr.  Lankford  has  told  us  about  the  dif- 
ference in  incidence  of  puerperal  sepsis  in  the  cases 
of  doctors  and  mid-wives  is  due  to  the  fact  that  mid- 
wives do  not  examine  their  patients,  and  doctors  do. 

The  second  thought  I want  to  give  you  is  on  the 
question  of  treating  these  cases  after  they  have  de- 
veloped. I want  to  emphasize  what  Dr.  Lankford 
or  Dr.  Calkins  said — we  must  know  with  what  we 
are  dealing.  We  must  not  be  embarrassed  at  hav- 
ing infections,  because  they  will  come  sometimes 
whether  the  patients  have  been  examined  or  not. 
We  must  know  that  we  are  dealing  with  infection, 
and  not  think  that  the  bowels  are  a little  wrong 
and  the  patient  will  be  all  right  in  a few  hours. 
Let  us  take  the  opposite  view,  that  where  the  tem- 
perature rises  to  100.4,  after  the  first  active  rise, 
the  case  is  an  infection,  unless  the  fever  is  coming 
from  the  tonsils  or  teeth  or  something  else.  Let 
us  change  our  point  of  view,  and  take  our  responsi- 
bilities. So  long  as  we  are  thinking  that  the  bow- 
els are  the  causative  factor,  we  shall  not  be  doing 
all  we  can  to  make  the  woman  get  well  quickly. 

To  my  mind  there  are  two  principles  involved  in 
the  treatment  of  puerperal  infections.  The  first  prin- 
ciple is  to  try  to  increase  the  resistance  of  this 
particular  woman  in  order  that  she  may  cure  her- 
self. Of  course,  to  be  honest,  that  is  the  way  we 
get  rid  of  all  sorts  of  diseases.  The  second  thing 
is  to  put  salt  on  the  tail  of  the  bacteria.  How  do 
you  increase  the  woman’s  resistance?  What  is  prob- 
ably the  best  way?  Let  us  see  what  nature  is  doing. 

I believe  that  the  increased  leucocytosis  to  which 
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Dr.  Calkins  called  special  attention  in  his  paper  is 
a plan  of  nature  to  give  that  woman  more  leucocytes 
at  the  time  of  her  delivery,  because  Nature  knows 
that  a lot  of  doctors  are  going  to  examine  her  and 
run  a chance  of  infecting  her.  Nature  learned  a 
long  time  ago  that  the  woman,  during  delivery,  is 
apt  to  become  infected  and,  consequently,  she  has 
added  to  the  number  of  leucocytes  to  overcome  that 
particular  thing.  If  that  be  true,  how  can  we  in- 
crease the  leucocytes  of  this  individual?— because  it 
is  with  leucocytes  that  we  cure.  One  way,  and  the 
general  way,  is  to  build  up  resistance,  as  has  been 
suggested.  Food,  in  spite  of  temperature,  if  they 
can  digest  it,  and  all  they  can  digest;  sunshine, 
fresh  air,  rest,  cheerfulness — in  short,  good  care — 
are  all  essential  in  building  up  resistance.  Another 
way  is  by  the  injection  of  foreign  protein.  The 
injection  of  sterile  milk  is  very  effective.  There  is 
another  method,  which  does  not  seem  to  increase 
the  leucocytes  so  much,  but  does  other  things  well, 
and  that  is  the  injection  of  ten  c.c.  of  human  un- 
matched blood  into  the  woman’s  back,  subcutane- 
ously. This  injection  of  blood  not  only  introduces 
protein,  but  iron  as  well.  About  five  or  ten  c.c. 
under  the  skin  will  disappear  in  twenty-four  hours 
with  very  little  discomfort — in  fact,  not  as  much  as 
from  the  milk — and  will  give  a right  considerable 
kick.  If  the  case  be  extremely  anemic,  I give  blood; 
if  not,  milk.  Meanwhile,  I am  preparing  and  hav- 
ing that  patient  matched  for  a transfusion,  which 
is,  I think,  the  next  step  in  the  treatment.  For 
Heaven’s  sake,  have  the  blood  well  matched,  be- 
cause you  can  jerk  these  women  into  kingdom  come 
in  no  time.  Use  direct  blood,  instead  of  citrated 
blood. 

Dr.  M.  PrERCE  Rucker.  Richmond: — Like  Dr. 
Baughman,  I find  my  chief  function  is  to  agree  with 
these  three  papers,  but  there  are  several  points  I 
should  like  to  emphasize,  in  Dr.  Lankford’s  paper, 
especially.  One  is  the  question  of  education,  and 
the  unbalanced  education  our  medical  schools  are 
giving,  turning  out  these  men  short,  as  he  says,  in 
obstetrics.  That  is  a very  important  point,  and  I 
am  glad  he  brought  it  out. 

Another  point  Dr.  Lankford  mentioned,  but,  I 
think,  did  not  emphasize  enough,  is  the  resistance 
of  the  patient.  I think  we  have  perhaps  been  too 
intent  on  washing  our  hands,  etc.,  and  have  for- 
gotten the  patient,  and  have  not  built  up  her  re- 
sistance as  we  should. 

As  a matter  of  historical  interest,  and  without  de- 
tracting in  the  least  from  the  credit  due  either  Oliver 
Wendell  Holmes  or  Semmelweis,  we  ought  to  bear 
in  mind  that  Charles  White,  of  Manchester,  was 
probably  the  pioneer  in  this  work  of  the  prevention 
of  puerperal  sepsis.  In  1833  he  wrote  a treatise  on 
this  subject,  and  when  reading  that  treatise  now  it 
is  curious  to  find  how  little  we  have  done  except 
to  name  the  bacteria  that  cause  the  trouble.  That 
is  about  the  only  thing  we  have  done  since  Charles 
White’s  time.  You  may  remember  that  he  lived  in 
the  time  when  it  was  customary  not  to  change  the 
bed  linen,  but  to  cover  the  patient  up  with  blankets 
and  keep  the  windows  shut,  for  fear  of  the  patient’s 
catching  cold,  etc.  He  insisted  upon  fresh  air,  clean 
water,  clean  bed  linen,  nourishing  food,  and  posture. 
He  made  his  patients  sit  up  to  eat  and  sit  up  to 
nurse  their  babies,  and  got  them  out  of  bed  not 
later  than  the  second  or  third  day.  This  treatise, 
“A  Treatise  on  the  Management  of  Pregnant  and 
Lying-In  Women  and  the  Means  of  Curing,  but  More 
Especially  of  Preventing  the  Principal  Disorders  to 
Which  They  are  Subject,”  was  so  good  that  it  went 
through  several  editions,  and  was  translated  into 


several  foreign  languages.  Oliver  Wendell  Holmes 
mentions  White’s  results  in  his  classical  essay  on 
the  contagiousness  of  puerperal  fever,  citing  Dr. 
Charles  White’s  results  as  proof  that  it  is  a con- 
tagious disease.  Dr.  White’s  methods  were  taught 
rather  widely  in  England,  so  that  his  pupils  got 
similar  results.  Boer,  who  was  trained  in  England, 
had  a mortality  of  1.3  per  cent  in  the  thirty  years 
(1789-1819),  he  was  in  charge  of  the  Allgemeines 
Krankenliaus,  in  Vienna.  Under  Klein,  Boer’s  suc- 
cessor, the  mortality  rose  to  nearly  10  per  cent, 
and  it  was  not  until  Semmelweis  took  charge,  in 
1848,  that  the  mortality  fell,  his  figures  being  1.27 
per  cent  among  3,556  patients. 

In  regard  to  Dr.  Calkins’  paper,  I should  like  him, 
in  closing,  to  say  something  about  the  leucopenias 
that  some  of  these  cases  have.  From  my  experience, 
I rather  fear  the  cases  that  have,  instead  of  a leu- 
cocytosis,  a leucopenia — when  the  white  blood  cells 
drop  to  3,000  or  4,000,  or  something  like  that. 

There  is  another  type  of  puerperal  sepsis  that  I 
think  is  not  generally  recognized  as  puerperal  sepsis. 
Such  cases  as  that  Dickens  so  graphically  describes 
in  Dombey  and  Son  were  formerly  attributed  to 
exhaustion.  Fitzgibbons,  of  the  Rotunda  Hospital, 
says  you  should  not  diagnose  these  as  shock  or  ex- 
haustion until  you  have  made  a culture  from  the 
peritoneal  cavity.  He  says  you  will  often  get  a pure 
culture  of  streptococcus  from  the  peritoneal  cavity, 
even  when  macroscopically  no  lesions  are  noted.  I 
think  that  is  quite  important,  and  that  we  ought 
to  bear  it  in  mind. 

In  regard  to  the  treatment,  I feel  very  hopeful 
about  these  milk  injections  that  Dr.  Gray  empha- 
sized. Since  hearing  Gellhorn's  original  paper,  I 
have  tried  it  with  a good  deal  of  success.  It  works 
out  very  nicely.  I think  the  point  is  that  you 
should  not  wait  too  long  before  starting  the  treat- 
ment. As  Dr.  Baughman  says,  you  ought  to  make 
your  diagnosis  early,  accept  your  responsibility,  and 
start  treatment  promptly. 

Dr.  Burnley  Lankford,  Norfolk,  closing  the  dis- 
cussion: I should  like  to  say  a word  or  two  about 

drainage.  We  know  the  value  of  drainage  as  a 
broad  surgical  principle,  but  it  is  questionable  with 
me  whether  we  take  advantage  of  it  in  our  post- 
partum cases.  It  seems  to  me  that  the  head  of  the 
bed  should  be  elevated  in  every  case  as  soon  as 
the  woman  reacts  from  the  strain  of  labor.  In  ad- 
dition to  that,  several  times  during  the  twenty-four 
hours  she  should  be  turned  on  her  face  and  kept 
in  that  position  for  half  an  hour  or  an  hour.  We 
were  taught,  several  years  ago,  that  as  soon  as  the 
woman  was  delivered,  particularly  if  she  had  any 
lacerations,  she  should  have  the  knees  bound  to- 
gether. If  you  think,  you  will  see  that  if  the  woman 
keeps  her  knees  together  the  upper  part  of  her 
thighs  effectively  closes  the  vagina  and  makes  drain- 
age very  difficult,  if  not  impossible.  Another  thing 
is  that  if  the  bed  sags  a little,  the  hips,  being  the 
heaviest  part  of  the  body,  will  sink  down,  the  vagina 
will  be  higher  than  the  uterus,  and  a pocket  will 
be  formed  between  the  vagina  and  the  cul-de-sac  in 
which  the  discharges  will  be  retained. 

We  should  recognize  that  it  is  not  possible  to  pre- 
vent every  case  of  puerperal  sepsis.  I think  we 
should  do  as  Dr.  Baughman  says,  accept  every  case 
as  an  infected  case,  take  the  responsibility,  and 
treat  accordingly. 

A word  in  regard  to  pelvimetry.  I think  pelvime- 
try in  early  pregnancy  is  certainly  of  value  in  the 
preventive  treatment  of  sepsis.  I think  the  only 
pelvimetry  of  any  value  is  internal  pelvimetry  (with 
two  fingers),  and  outlet  pelvimetry.  We  can  find 
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out  the  condition  of  the  pelvic  canal  only  by  care- 
ful, gently  conducted  examination,  not  when  the 
woman  first  comes  to  you,  and  not  just  before  labor, 
but  after  Nature  has  partly  prepared  her  vagina 
for  the  labor.  The  best  time  for  internal  pelvimetry 
is  at  the  seventh  month,  and  that  should  certainly 
be  done. 

As  to  immunity,  we  should  certainly  give  more 
attention  to  the  relief  of  pain  and  of  long  drawn 
out  labors. 

Polak  has  proved  from  animal  experimentation 
that  animals,  if  given  a certain  dose  of  an  infective 
organism  after  they  have  been  subjected  to  fatigue 
or  hemorrhage,  will  succumb,  whereas  animals  not 
so  subjected  will  not  succumb.  Certainly  any  woman 
who  has  gone  through  the  fatigue  of  a long  labor 
and  suffered  with  trauma  and  hemorrhage  at  deliv- 
ery, is  in  a condition  to  become  infected.  We  should 
see  that  they  do  not  become  fatigued,  and  we  should 
repair  lacerations  immediately  afterward. 

As  one  of  the  speakers  said,  sufficient  diagnosis 
for  working  purposes  can  be  had  by  abdominal  ex- 
aminations and  rectal  examinations  in  most  cases. 

Dr.  L.  A.  Calkins,  University,  closing  the  discus- 
sion:— I want  to  indorse  the  routine  elevation  of 
the  head  of  the  bed  after  delivery,  as  soon  as  the 
first  shock  of  delivery  is  over,  and  I want  more  em- 
phatically to  indorse  having  the  patient  lie  on  her 
abdomen  as  soon  as  she  comfortably  can  for  two 
or  three  periods  during  the  twenty-four  hours.  It 
is  certainly  an  aid  in  drainage,  and  also  helps  to 
prevent  retroversion. 

As  to  Dr.  Rucker’s  question  about  leucopenia,  I 
do  not  believe  that  a leucopenia  after  delivery  means 
anything  different  from  a leucopenia  in  any  other 
kind  of  infection  in  which  you  expect  a leucocytosis. 
It  simply  means  that  the  infection,  momentarily  at 
least,  is  so  overwhelming  that  the  body  can  not  re- 
act and  produce  a leucocytosis. 

I think  if  we  carry  away  just  two  ideas  from  this 
symposium  it  will  have  been  worth  while.  The  first 
idea  is  that  we  should  be  very  active  in  our  pre- 
vention of  puerperal  infection,  and  that  we  should 
be  very  active  in  diagnosing  puerperal  infection. 
The  second  idea  is  that  we  should  be  rather  passive 
in  our  treatment  of  labor,  and  passive  in  our  treat- 
ment of  puerperal  infection.  I mean  by  that,  we 
should  not  make  too  many  manipulations,  whether 
it  be  vaginal  examinations  during  labor  or  local 
treatment  after  infection  occurs.  If  we  remember 
the  saying  of  a very  famous  teacher  and  apply  it  to 
our  practice  in  this  respect,  we  shall  get  better  re- 
sults. This  exhortation  was,  “If  you  can  not  do 
them  any  good,  don’t  do  them  any  harm.’’ 

Dr.  B.  H.  Gray,  Richmond,  closing  the  discussion: 

I tried  to  emphasize  in  my  paper  that  the  natural 
defenses  that  Nature  throws  out  in  infections  should 
be  respected.  The  least  interference  may  sometimes 
undo  these  defensive  processes.  Treat  them  con- 
servatively. 

When  infection  occurs,  get  to  work  and  try  to 
push  the  resistance.  The  greatest  good  we  can  ac- 
complish is  by  helping  out  by  those  methods  which 
will  increase  the  resistance  and  thereby  kill  out 
the  infections. 

Operative  procedures  should  be  resorted  to  only 
when  the  infection  is  localized,  and  then  drainage 
of  the  circumscribed  area  is  the  object  to  be  accom- 
plished. 

The  use  of  serum  for  the  most  part  has  to  me 
been  disappointing.  When  used,  it  should  be  given 
early  in  the  disease  and  in  larger  doses  than  have 
heretofore  been  recommended.  Sensitization  tests 


should  be  carried  out  before  using  serum,  for  by 
this  caution  fatalities  will  be  guarded  against. 

In  pelvic  thrombophlebitis,  ligation  of  the  throm- 
bosed veins,  as  advocated  by  C.  Jeff  Miller,  Turenne 
and  others,  would  seem  a rational  procedure  in 
those  cases  where  a diagnosis  can  be  arrived  at 
early. 

At  the  present  time,  the  operative  mortality  is 
about  fifty  per  cent,  which  is  little  or  no  improve- 
ment over  the  cases  treated  conservatively. 


DIAGNOSTIC  STANDARDS  OF  THE 
VIRGINIA  FIELD  CLINICS.* 


By  E.  C.  HARPER,  M.  D-, 
and 

C.  W.  SCOTT,  M.  D„ 
Richmond,  Va. 


The  diagnosis  of  tuberculosis  in  its  in- 
cipiencv  is  one  of  the  most  difficult  problems 
confronting  the  internist.  Mistakes  are  most 
frequently  made  on  children  and  in  the  adult 
non-bacillary  cases.  No  classification  or  stand- 
ardization of  methods  may  be  entirely  satisfac- 
tory. I hope,  however,  that  a discussion  of  the 
system  we  use  in  making  a diagnosis  in  our 
clinics  will  create  an  understanding  that  will 
let  us  work  together. 

Dr.  Lawrason  Brown,  of  Saranac,  suggests 
that  at  least  one  of  the  following  signs  or 
symptoms  be  present  before  a positive  diag- 
nosis is  made,  viz., 

1.  Tubercle  bacilli  in  sputum. 

2.  Moist  rales  above  level  of  second  rib. 

3.  Expectoration  of  a drachm  or  more  of 
blood. 

4 Parenchymatous  X-ray  lesion. 

5.  Pleurisy  with  effusion. 

These  have  been  generally  accepted  by  sana- 
toria throughout  the  country  as  a working 
guide  in  the  determination  of  tuberculosis.  A 
system  that  is  practical  for  a corps  of  special- 
ists with  well  equipped  laboratory  and  X-ray 
departments  is,  however,  of  little  benefit  to  the 
private  practitioner  or  dispensarv  clinician 
with  equipment  limited  to  stethoscope,  ther- 
mometer, scales,  and  fountain  pen.  We  believe, 
however,  that  even  with  this  limited  equipment 
a trained  man  will  he  able  to  diagnose  or  sus- 
pect the  earliest  exudative  lesion,  the  condition 
that  exists  before  tissue  destruction  begins.  If 
we  always  wait  to  prove  one  of  the  afore-men- 
tioned diagnostic  criteria,  we  have  in  many 
cases  allowed  our  patient  to  progress  from  the 
curable  stage  to  one  of  hopeless  chronicity,  or 
to  untimely  death. 


*Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
society  of  Virginia,  at  Richmond,  October  13-16,  1925. 
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One  of  the  most  important  steps  toward 
diagnosis  is  the  taking  of  a complete  history. 
This  is  too  frequently  ignored  or  dismissed 
with  a few  perfunctory  questions.  Phthisis  is 
no  respecter  of  persons,  yet  very  often  some 
knowledge  of  the  occupation,  home  conditions 
— domestic  tranquillity  or  incompatibility — 
kind  and  quantity  of  food,  general  surround- 
ings, and  economic  conditions,  materially  aids 
diagnosis.  Modern  science  has  proved  the 
fallacy  of  hereditary  origin  in  pulmonary  tu- 
berculosis. It  is,  however,  of  definite  import- 
ance when  we  hear  that  a parent  was  tuber- 
culous during  the  infancy  or  childhood  of  the 
patient,  or  that  some  other  kinsman  or  an  em- 
ployee of  the  household  was  known  to  have 
had  tuberculosis.  Apparently,  a child  with  a 
tuberculous  mother  is  twice  as  apt  to  become 
infected  and  break  down  with  tuberculosis  as 
if  his  contact  were  on  his  father’s  side.  The 
following  figures  taken  from  our  case  his- 
tories  indicate  that  intimacy  of  contact  is  an 
important  and  deciding  factor  in  infection: 


With  positive  parental  contact 267 

Contact  with  mother 175 

Contact  with  father 92 


Up  to  five  years  of  age,  the  child  is  a house 
animal  and  its  mother  is  its  closest  companion. 
Paternal  contact  differs  in  that  the  father 
spends  comparatively  little  of  his  time  in  his 
home.  Childhood  infections  are  held  respon- 
sible for  about  90  per  cent  of  adult  disease. 
Infection  is  usually  harbored  in  the  pulmonary 
lymph  glands,  causing  no  trouble  until  the  de- 
fensive forces  of  the  body  give  way  because  of 
unusual  physical  or  mental  strain,  or  from  mal- 
nutrition or  some  debilitating  illness. 

Among  precipitating  illnesses,  influenza 
heads  the  list.  There  can  be  no  doubt  that  the 
1918-19  pandemic  was  the  spark  that  rekindled 
the  fire  in  many  an  arrested  or  quiescent  case. 
Records  of  1,200  positive  cases  show  that  20 
per  cent  gave  influenza  as  the  exciting  cause  of 
their  illness.  Pneumonia  will  come  second,  be- 
cause of  its  high  incidence,  and  its  devitalizing 
effects  on  its  victims.  Of  childhood  diseases, 
measles  and  whooping-cough,  on  account  of 
their  catarrhal  nature  and  their  effect  on  the 
lungs  and  bronchial  tree,  most  frequently  ren- 
der children  susceptible  to  tuberculosis. 

Symptoms  immediately  preceding  the  illness 
are  of  special  importance,  and  are  for  the  most 
part  toxic  in  origin.  They  are,  in  the  order 


of  importance,  fatigue,  impaired  appetite  and 
digestion,  loss  of  weight,  and  inability  to  per- 
form with  ease  the  usual  duties.  An  unex- 
plained loss  of  weight  beyond  the  normal  sea- 
sonal variance,  accompanied  by  an  afternoon 
rise  of  temperature  and  acceleration  of  pulse, 
must  be  regarded  as  suspicious.  An  afternoon 
rise  of  temperature  has  long  been  considered 
a valuable  symptom.  Accurately  to  estimate 
its  significance,  it  is  important  to  have  the  pa- 
tient keep  a four  hour  record,  beginning  at 
8 A.  M.  A constant  rise  of  a degree  above  nor- 
mal in  the  afternoon,  or  a discrepancy  of  two 
degrees  between  morning  and  afternoon,  is  of 
strong  diagnostic  help.  Children  normally 
show  greater  susceptibility  to  external  atmos- 
phere than  do  adults.  It  is  not  unusual  to  find 
groups  of  healthy  children  on  hot  afternoons 
with  mouth  temperature  of  100°  F.  This  is 
more  frequent  in  those  who  have  not  had  their 
tonsils  and  adenoids  removed. 

I would  like  to  emphasize  the  frequency  with 
which  fatigue  is  found  to  be  first  symptom  of 
tuberculosis  among  our  clinic  patients.  I do 
not  mean  physiological  tiredness  that  follows 
mental  or  manual  work,  but  an  over-powering 
sense  of  weariness  that  makes  the  unhappy  vic- 
tim feel  as  though  further  exertion  were  im- 
possible. There  are  other  chronic  debilitating 
diseases  which  produce  this  symptom,  but  none 
so  frequently  or  so  profoundly  as  tuberculosis. 
Generally  associated  with  it  is  impairment  of 
appetite  and  distaste  for  articles  of  food 
formerly  enjoyed,  with  a special  aversion  for 
fats.  Gastric  disturbances  are  common,  with 
flatulence  and  hyperacidity. 

A close  analysis  of  the  patient’s  history  on 
the  preceding  points  is  preliminary  to  the  ex- 
amination. The  first  essential  in  the  latter  is 
to  have  the  patient  stripped  to  the  waist.  The 
practice  of  examining  men  with  their  shirts  on 
and  women  through  their  shirt-waists  is  men- 
tioned only  to  be  condemned.  It  will  take  all 
your  faculties  to  discover  the  earliest  lung 
changes  with  only  the  soft  tissues  and  bone  be- 
tween you  and  the  lesion.  Why  add  to  your 
.difficulties  layers  of  calico  or  madras? 

It  is  best  to  seat  the  patient  on  a revolving 
stool  facing  a good  light  in  a comfortable 
room.  Inspection  of  chest  configuration  is  use- 
ful in  directing  our  suspicions;  but  tuberculo- 
sis may  be  present  in  any  type  of  chest.  The 
long  flat  phthisical  chest  of  Hippocrates  fre- 
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quently  waits  to  make  its  appearance  until 
after  even  the  neighbors  have  made  a diagno- 
sis; but  we  must  look  for  the  early  lesion. 
Asymmetry  of  form  seen  in  unilateral  deepen- 
ing above  the  clavicle  or  a flattening  or  retrac- 
tion in  the  second  or  third  interspace,  the  so- 
called  hilus  dimple,  or  restricted  expansion, 
give  us  valuable  information  to  underlying  pul- 
monary disease. 

Palpation  is  of  little  help,  as  vocal  fremitus 
is  apt  to  be  confusing  in  early  cases.  It  is. 
however,  of  value  in  locating  the  apex  beat  of 
the  heart  and  in  determining  muscular  rigidity. 

Light  percussion  is  of  value  in  bringing  out 
differences  of  resonance  at  apices.  It  must  be 
borne  in  mind  that  the  note  at  the  right  apex 
is  normally  less  resonant  and  is  higher  pitched 
than  at  the  left.  The  earliest  demonstrable 
changes  are  impaired  resonance  and  narrowing 
of  the  normal  strip  of  resonance  across  the 
shoulder,  the  so-called  Krfinig’s  isthmus.  Per- 
cussion should  be  carried  from  below  upward, 
for  the  lesion  of  tuberculosis  is  most  often  at 
the  apices;  and  minor  shades  of  impairment 
are  best  recognized  when  o-oino-  from  normal  to 
abnormal. 

Tuberculosis  should  be  diagnosed  before 
there  are  anjr  rales.  This  may  sound  like  a 
radical  statement,  but  it  is  perfectly  possible 
to  make  diagnosis  on  changes  in  breath  sounds 
and  other  signs  previously  mentioned.  If  we 
wait  for  rales,  we  in  too  many  cases  allow  our 
patient  to  progress  into  the  moderately  ad- 
vanced class,  with  the  odds  greatly  increased 
against  permanent  cure.  What,  then,  are  the 
earliest  auditor  changes?  The  inspiratory 
murmur  is  feeble  or  rough  in  quality,  the  so- 
called  granular  t}rpe  of  breathing;  the  ex- 
piratory phase,  which  is  normally  very  short 
and  barely  audible,  is  prolonged  and  high 
pitched,  and  simulates  very  closely  broncho- 
vesicular  breathing;  the  voice  sounds  may  be 
increased  or  diminished  depending  on  the  air 
content  of  underlying  tissues.  In  order  to  bring 
out  the  fine  rales  and  mucous  clicks  inaudible 
in  ordinary  or  deep  breathing,  have  the  pa- 
tient exhale,  cough  and  draw  a deep  breath, 
repeating  the  procedure  while  you  carefully 
listen  to  every  portion  of  the  chest.  In  no 
other  way  can  you  so  readily  bring  out  the 
earliest  positive  diagnostic  signs. 

Cases  that  show  any  of  the  absolute  signs 
are  without  a doubt  tuberculosis.  But  there 


are  many  patients  with  histories  of  slight 
streaks,  persistent  cough,  bronchitis,  asthma, 
under-weight,  fatigue,  failing  appetite,  dry 
pleurisy,  fistula  in  ano,  or  prolonged  exposure 
in  childhood  or  after  maturity.  These  pa- 
tients. even  though  definite  physical  findings 
are  absent,  should  be  kept  under  constant 
supervision  while  every  effort  is  made  to  build 
up  their  defensive  forces  by  rest,  hygienic  sur- 
roundings, and  correction  of  any  obvious  de- 
fects, such  as  bad  tonsils  and  carious  teeth. 

The  stumbling  blocks  in  the  differential  diag- 
nosis of  tuberculosis  are  syphilis,  myocarditis, 
hyperthyroidism,  and  focal  infections.  The 
patient  with  syphilis  will  often  give  a history 
of  initial  lesions ; will  be  more  apt  to  complain 
of  dizziness,  darting  pains  in  limbs  and  bones, 
confused  mental  states  and  neuralgias.  On  ex- 
amination, any  one  of  the  following  will  sug- 
gest syphilis:  enlarged  epitrochlear  glands, 
perforated  palate  or  septum,  old  tibia  scars, 
fixed,  irregular,  or  unequal  pupils,  irregular 
knee  jerks,  and  unsteady  gait,  with  little  or 
no  loss  of  nutrition.  The  presence  of  Hutchin- 
son’s teeth  in  children  is  very  suggestive  of 
congenital  lues.  Routine  Wassermann  exami- 
nations should  be  made  where  any  of  the 
syphilitic  signs  exist. 

A great  many  cases  of  sub-acute  or  chronic 
myocarditis  have  followed  the  influenza  epi- 
demic. Many  of  these  people  are  suspected  of 
beino'  tuberculous.  We  find  among  them  his- 
tories  of  slow  convalescence  following  influenza 
or  pneumonia,  chronic  tonsillitis,  or  recurrent 
attacks  of  arthritis  with  indefinite  precordial 
pain,  palpitation,  varying  degress  of  d}rspnoea, 
and  inability  to  do  any  physical  work  without 
exhaustion.  In  this  last  respect  they  differ 
from  the  tuberculous,  whose  fatigue  follows 
and  does  not  accompany  the  exertion.  Exami- 
nation shows  disturbed  rhythm,  low  blood  pres- 
sure, and  functional  murmurs,  with  little  or  no 
disturbance  of  temperature. 

Mild  hyperthyroidism  is  very  difficult  to 
differentiate  from  early  tuberculosis,  since  the 
symptoms  may  be  identical.  Extreme  nervous- 
ness with  a pulse  rate  of  130  or  more,  slight 
enlargement  of  the  thyroid  gland,  full  eyes, 
fine  digital  tremor,  and  a relatively  high  pulse 
pressure,  with  negative  lung  findings  would  not 
justify  a positive  diagnosis  of  tuberculosis, 
although  it  is  necessary  to  keep  the  patient  un- 
der observation  for  many  months.  High  meta- 
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bolic  rate  may  be  a diagnostic  indication  in 
some  cases,  although  many  thyrotoxicosis  cases 
are  reported  to  give  normal  readings. 

Focal  infections  in  the  facial  sinuses  give 
the  differential  symptoms  of  unilateral  head- 
aches, areas  of  tenderness  over  the  infected 
sinus,  and  a copious  muco-purulent  or  blood- 
streaked  discharge  from  the  nose.  Such  symp- 
toms would  call  for  transillumination  of  the 
sinuses.  The  presence  of  crowned  teeth,  Riggs’ 
disease,  or  unerupted  wisdom  teeth  in  people 
suffering  from  chronic  toxemia,  would  indicate 
special  diagnostic  measures  to  eliminate  these 
as  causative  factors.  Realizing  that  even  the 
earliest  symptoms  of  tuberculosis  are  toxic  in 
origin,  we  follow  the  practice  in  the  clinic  of 
making  a tentative  diagnosis  in  all  cases  of 
focal  infections,  thus  placing  the  patient  in 
the  hands  of  his  physician  for  further  study. 

Tuberculosis  in  children  produces  a different 
clinical  picture  from  that  seen  in  adults,  and 
constitutes  an  entirely  different  and  more  diffi- 
cult diagnostic  problem.  The  disease  is  es- 
sentially and  primarily  lymphatic,  whether  the 
manifestation  is  osseous,  articular,  abdominal, 
or  pulmonary.  In  infants  under  three  years, 
the  process  is  usually  an  acute  infection  of  a 
generalized  miliary  tuberculosis,  with  menin- 
gitis practically  always  fatal,  or  the  abdominal 
form  with  symptoms  of  pyemia,  and  a mor- 
tality of  80  per  cent.  In  the  childhood  forms, 
the  glandular  system  is  most  often  affected 
with  the  greatest  incidence  of  infection  in  the 
tracheo-bronchial  and  cervical  glands.  Sixty 
per  cent  of  the  children  between  the  ages  of 
seven  to  fourteen  who  have  visited  the  clinic  in 
Virginia,  have  had  palpable  cervical  glands. 
The  majority  of  these  are  due  to  infections  in 
the  teeth,  throat,  and  post-nasal  space.  We  do 
not  diagnose  them  as  scrofula  unless  they  are 
unusually  large,  have  become  matted,  or  have 
suppurated,  and  appear  in  children  who  are 
mal-nourished,  anemic,  and  febrile.  When  per- 
sistent enlargement  continues  after  all  possible 
foci  in  the  throat  and  nose  have  been  removed, 
it  should  be  accepted  as  tuberculous  in  origin. 
Enlarged  glands  posterior  to  the  sterno-cleido- 
mastoid  muscle  are  rarely  tuberculous.  In 
children  under  five  years  of  age,  a positive  von 
Pirquet  may  be  indicative  of  tuberculosis,  but 
is  not  conclusive  evidence,  for  tests  made  on 
large  groups  of  children  showed  a high  per- 
centage of  positive  re-actors. 


The  physical  sign  of  enlarged  tracfieo-bron- 
chial  glands  is  depression  in  the  second  inter- 
space near  the  sternum  when  the  breath  is  held 
after  inspiration.  This  dimpling,  with  para- 
vertebral and  para-sternal  dullness  and  in- 
creased transmission  of  whispered  voice  from 
the  seventh  cervical  to  the  fourth  dorsal  verte- 
bra, when  the  bell  of  the  stethoscope  is  placed 
directly  over  the  tip  of  the  spinous  process,  ac- 
companied by  more  or  less  harshness  over  the 
balance  of  the  lungs,  is  indicative  of  childhood 
tuberculosis  of  the  hilus  region.  Rales  are  sel- 
dom heard  unless  there  is  an  associated  bron- 
chitis, and  they  have  a tendency  to  disappear 
after  deep  breathing  and  cough.  If  persistent 
rales  are  heard  over  the  upper  lobes,  the  case 
is  no  longer  of  the  juvenile  type  and  the  prog- 
nosis is  exceedingly  grave. 

Children  10  to  15  per  cent  underweight,  with 
a constantly  recurring  evening  fever,  fickle  ap- 
petite, aversion  to  milk,  undue  fatigue,  mental 
depression  or  anemia  should  be  considered  po- 
tentially tuberculous  and  be  treated  as  such. 
Careful  laboratory  work  should  exclude  in- 
testinal parasites,  kidney  involvement,  and 
other  probable  causes.  While  the  study  pro- 
ceeds, the  child  should  be  put  on  the  cure  at 
home.  X-ray  examinations  are  very  useful  in 
determining  hilus  thickening  and  parenchy- 
matous lesions.  It  cannot,  however,  be  used  as 
an  index  of  activity,  as  the  symptoms  and  ap- 
pearance of  the  child  alone  can  do  that.  Spu- 
tum examinations  are  of  no  service — small  chil- 
dren practically  always  swallow  their  sputum, 
and  among  older  children  the  sputum  is  sel- 
dom positive. 

In  all  our  clinic  work,  we  realize  that  we 
must  depend  upon  the  patient’s  physician  to 
follow  our  tentative  diagnosis  with  a more 
careful  study  of  the  case.  In  the  brief  time  at 
our  disposal,  it  would  be  impossible  to  make 
even  a tentative  diagnosis  of  the  early  case, 
unless  we  could  count  upon  the  co-operation 
of  the  local  physicians.  Since,  however,  the 
object  of  the  clinic  is  to  find  the  hitherto  un- 
suspected case  and  to  place  him  under  the  care 
of  his  own. doctor,  we  give  the  doctor  full  in- 
formation of  our  tentative  findings  on  the  diag- 
nostic slip  which  is  carried  to  him  by  the  nurse 
immediately  after  the  clinic. 

We  class  patients  as  positive  who  give  a 
sufficient  number  of  the  following  symptoms 
or  signs : 
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1.  Fatigue,  slight  afternoon  temperature, 
impaired  digestion,  loss  of  appetite  and  weight. 

2.  History  of  contact  in  childhood. 

3.  History  of  hemorrhage  of  a drachm  or 
more. 

4.  Asymmetry  of  form,  or  restricted  expan- 
sion. 

5.  Impaired  resonance  and  narrowing  of  the 
normal  strip  of  resonance  across  the  shoulders. 

6.  Barely  preceptible  fine  rales  and  mucous 
clicks. 

In  the  “suspicious”  group  we  place  all  pa- 
tients who  give  a history  of  fatigue,  contact  in 
childhood,  or  “streaks,”  when  even  the  slightest 
change  of  chest  form  or  sounds  make  us  sus- 
pect underlying  disease.  It  is  to  this  group 
that  the  clinic  is  of  most  service.  These  pa- 
tients have  ordinarily  not  considered  them- 
selves sick  enough  to  go  to  their  own  physi- 
cians. They  frequently  come  to  us  out  of  curi- 
osity. Among  them  are  to  be  found  many  of 
the  earliest  and  most  curable  cases.  Their  cure 
depends  upon  the  patience  and  sympathy  with 
which  their  own  doctors  continue  our  initial 
examination.  Could  we  not  count  upon  help 
of  the  local  doctor,  we  should  feel  ourselves  no 
longer  of  service.  This  is  true  of  the  whole 
field  of  our  work.  Our  clinic  physicians  never 
see  the  patients  after  the  examination.  We 
place  them  in  hands  of  the  practicing  physi- 
cians, together  with  a report  of  our  findings 
and  our  recommendations.  Through  the  clinic 
propaganda,  we  endeavor  to  teach  the  people 
to  go  to  their  doctors  before  they  feel  seriously 
ill.  We  hope  in  this  way  to  insure  a diagno- 
sis of  tuberculosis  in  the  earliest  stages.  Here, 
again,  our  succcess  depends  upon  the  co-opera- 
tion of  the  doctors. 

During  the  past  nine  years  the  death  rate 
from  tuberculosis  in  Virginia  has  fallen  a little 
over  33  1/3  per  cent — from  185  per  hundred 
thousand  to  112  per  hundred  thousand.  It  can 
only  fall  rapidly  where  the  people  are  educated 
in  earty  sj^mptoms  and  in  methods  of  cure.  It 
is  because  of  this  that  we  make  tentative  diag- 
noses under  clinic  conditions.  Through  your 
co-operation  in  the  further  care  of  the  patients 
thus  found,  we  will  together  attain  the  object 
of  our  work — the  control  of  the  scourge  which 
even  now  is  taking  an  annual  toll  of  2,700  lives 
in  Virginia. 


INDICATIONS  FOR  AND  AGAINST 
ABDOMINAL  DRAINAGE.* 

By  W.  DENNIS  KENDIG,  M.  D„  Kenbridge,  Va. 

Drainage  of  the  abdominal  cavity  presents 
certain  definite  problems.  The  most  important 
of  these  is  whether  in  some  cases  to  leave  in 
drainage  or  close  the  abdomen  without  drain- 
age. In  a large  number  of  cases  there  is,  with- 
out question,  no  indication  for  drainage.  In 
others,  drainage  is  most  clearly  indicated.  It 
is  in  the  border-line  cases  that  Ave  are  con- 
fronted with  some  uncertainty.  Here,  authori- 
ties differ,  without  giving  Arery  definite  reasons 
for  the  faith  that  is  within  them,  except  that 
the  surgeon  should  exercise  good  judgment. 
There  should  be  something  more  definite.  For 
this  reason,  I am  presenting  this  paper,  Avith 
the  hope  that  a free  and  full  discussion  will 
tend  to  clarify  the  question. 

In  the  consideration  of  this  subject  it  would 
be  well  to  review  briefly  some  of  the  principles 
involved  in  abdominal  drainage. 

A feAv  years  ago  the  peritoneum  was  con- 
sidered an  absorbing  membrane  only,  but  iioav 
it  is  recognized  that  this  membrane  has  a re- 
sisting power  and  that  it  is  capable  of  over- 
coming, by  this  power,  many  abdominal  in- 
fections. since  the  resisting  poAver  of  the  peri- 
toneum for  re-absorption  and  its  power  of  de- 
fense has  been  recognized,  less  abdominal 
drainage  is  now  being  used  than  formerly.  It 
is  a fact,  however,  although  the  peritoneum  has 
this  natural  protecttee  quality,  that  drainage 
should  be  employed  in  some  instances  to  assist 
the  membrane  in  its  fight  to  OA^ercome  bacterial 
invasion. 

The  principles  of  peritoneal  drainage  have 
been  thoroughly  discussed  bv  Horsley,  Lahey, 
Payne  and  others. 

The  peritoneal  cavity  is  an  enormous  lymph 
space,  and,  under  altered  physiological  condi- 
tions, is  capable  of  supplying  a great  amount 
of  exudate  or  transudate,  Avhich  is  made  up  of 
serum  and  lymph,  rich  in  phagocytic  cells. 
The  presence  of  drainage  material  in  the  peri- 
toneal cavity,  through  irritation,  alters  the 
physiology  of  the  parts  adjacent  to  this  foreign 
body,  and  causes  an  out-pouring  of  this  exu- 
date or  transudate.  Thus,  drainage  material 
after  being  placed  in  the  peritoneal  cavity,  be- 
comes completely  enmeshed  or  walled-off  Avith 
a dense  layer  of  fibrin,  which  is  impervious  to 

*Read  before  the  fifty-sixth  annual  meeting:  of  the  Medical 
Society  of  Virginia,  at  Richmond,  October  13-16,  1925. 
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the  passage  of  fluids.  The  drainage  material 
is  usually  thus  walled-off  within  six  to  twelve 
hours  or  more,  the  time  being  determined  by 
the  defensive  reaction  of  the  tissue  and  the 
kind  of  drainage  material  used.  The  result 
obtained  is  the  formation  of  an  impervious 
sinus  around  the  drainage  material  from  the 
area  at  the  end  in  the  abdomen  to  the  point 
of  exit.  This  would  indicate  that  the  peri- 
toneum does  not  drain  in  the  general  accept- 
ance of  the  term.  Also,  it  shows,  as  stated  by 
Lahey,  that  a drain,  to  be  of  value,  must  be 
placed  within  one  or  two  inches  of  the  point 
of  origin  of  the  infection.  One  exception  to 
this  is  the  use  of  a drain  in  cases  of  considera- 
ble abdominal  pressure.  Here  the  large  quan- 
tity of  exudate  and  complicating  peristaltic 
paralysis  brings  about  abdominal  pressure,  and 
the  abdominal  pressure  weakens  the  tissue  re- 
sistance by  a severe  toxemia  and  by  diminish- 
ing the  blood  supply  to  the  parts.  It  is  a 
vicious  cycle,  which  is  temporarily  relieved  by 
opening  the  abdomen.  The  use  of  a drain  in 
* this  instance  during  the  first  few  hours  after 
operation  before  impervious  adhesions  are 
formed  about  the  tube,  will  materially  assist 
in  preventing  an  immediate  return  of  the  pres- 
sure condition. 

It  is  obvious,  therefore,  that  the  use  of  a 
drain  in  the  abdomen  is  limited. 

The  general  advantages  and  disadvantages 
of  the  abdominal  drain  should  be  given  con- 
sideration. 

A fecal  fistula  may  follow  the  use  of  a drain, 
especially  if  the  material  is  placed  adjacent  to 
an  injured  intestine.  A secondary  infection 
may  follow  the  drain  from  the  outside.  The 
use  of  the  drain  unquestionably  promotes  the 
formation  of  adhesions,  prolongs  convales- 
cence, is  conducive  to  operative  ileus,  and  may 
weaken  the  abdominal  Avail  so  as  to  make  a 
post-operative  hernia  more  probable.  Willis, 
in  his  experimentation  on  dogs  Avith  abdominal 
drainage,  reports  that,  in  addition  to  other  re- 
sults, the  omentum  may  become  attached  to  the 
adhesions  around  the  drain.  In  vieAV  of  these 
disadvantages,  abdominal  drainage  should  be 
used  only  Avhen  needed.  In  primary  closure, 
the  after-treatment  is  less  painful,  shock  is 
diminished,  and  the  time  of  convalescence  is 
shortened.  There  are  fewer  complicating  f's- 
tulas,  a smaller  number  of  post-operative  her- 
nias, and  less  extensive  resulting  adhesions. 


Primary  closure  of  the  abdomen  is,  therefore, 
the  method  of  choice,  unless  there  is  a specific 
indication  for  drainage. 

Authorities  differ  about  the  use  of  drainage 
in  border-line  cases,  without  being  definite. 
Some  say,  “When  in  doubt,  drain.”  An  eA7en 
larger  number  say,  “When  in  doubt,  do  not 
drain.”  The  use  of  either  expression  suggests 
that  there  is  an  acknowledged  doubt  in  regards 
to  drainage  in  many  of  these  cases,  and  tends 
to  the  acceptance  of  the  fact  that  there  is  such 
a doubt,  without  trying  to  determine  definitely 
which  cases  will  do  better  with  drainage,  and 
Avhich  Avill  do  better  without  it. 

In  determining  the  origin  and  extent  of  an 
abdominal  infection,  I might  call  attention  to 
the  suction  apparatus.  The  use  of  this  pro- 
cedure removes  the  exudate,  and  thereby  not 
only  assists  in  a curative  way,  but  enables  the 
operator,  through  inspection,  to  better  judge 
the  case.  I avouIcI  like,  however,  to  mention 
one  element  of  danger  in  the  use  of  suction. 
The  suction  tube  should  not  be  carried  from 
an  infected  area  in  the  abdomen  to  other  parts 
Avhich  do  not  show  signs  of  infection.  If  this 
caution  is  not  observed,  infection  may  be 
spread  instead  of  controlled. 

Wilenskv  and  Berg  claim  that  the  advisa- 
bility for  or  against  drainage  in  doubtful  cases 
can  be  determined  by  taking  smears  dii’ect 
from  the  infected  peritoneal  surfaces,  and 
making  a hasty  examination  of  them.  This  is 
open  to  criticism  because  it  is  hard  to  estimate 
the  virulence  of  the  infection  and  the  resist- 
ance of  the  patient.  It  Avould  be  a questionable 
guide,  eA7en  when  the  examination  Avas  made 
by  a trained  bacteriologist. 

Drainage  of  the  abdomen  principally  ac- 
complishes three  objects:  first,  establishment 
of  a sinus  doAvn  to  some  one  small  area;  second, 
production  of  Avalling-off  adhesions;  and, 
third,  relief  of  abdominal  pressure.  Drainage, 
when  used,  should  have  for  its  object  one  or 
more  of  these  purposes. 

From  the  results  of  our  work  and  the  reports 
of  the  authorities  referred  to  in  this  paper,  Ave 
believe  that  drainage  should  only  be  used  in 
those  cases  which  A\7onld  be  benefited  bv  a sinus 
down  to  a certain  area,  in  those  cases  where 
Avalling-off  adhesions  Avould  localize  the  infec- 
tion, and  in  cases  of  considerable  abdominal 
pressure. 

From  a clinical  standpoint,  therefore,  drain- 


VIRGINIA  MEDICAL  MONTHLY. 


639 


age  would  be  limited  practically  to  abdomens 
exhibiting  the  presence,  or  symptoms  indicat- 
ing the  development  of,  the  following  condi- 
tions : 

1.  Necrotic  tissue,  or  localized  focus  of  in- 
fection. 

2.  Intra-abdominal  pressure. 

3.  Exposed  extra-peritoneal  or  oozing  spaces. 

4.  Intra-abdominal  abscesses. 

From  these  facts  it  is  evident  also  that  all 
abdominal  conditions,  other  than  those  speci- 
fically indicating  drainage,  will  give  the  best 
results  with  primary  closure. 
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CUTANEOUS  TESTS  IN  THE  DIAGNOSIS 
OF  SYPHILIS.* 

By  DUDLEY  C.  SMITH,  B.  S.,  M.  D.,  University,  Va. 
From  the  Division  of  Dermatology  and  Syphilology,  University 
of  Virginia. 

Cutaneous  tests  are  being  used  frequently  to 
determine  the  specific  etiology  of  numerous  af- 
fections. The  causative  agents  may  be  bac- 
teria, fungi,  protozoa,  drugs,  and  various  vege- 
table or  animal  products.  Jenner  was  the  first 
to  describe  cutaneous  hypersensitiveness.  He 
noticed  that  when  a person,  who  had  prev- 
iously had  smallpox  or  cowpox,  was  vaccinated 
there  soon  appeared  a local  reaction  in  the 
form  of  “cuticular  inflammation,”  and  that  the 
vaccination  in  these  cases  ended  unsuccess- 
fully. It  is  now  known  that  this  phenomenon 
is  related  to  the  individual’s  specific  immunity 
to  the  vaccine  virus.  This  hypersensitiveness 
is  allergic  or  anaphjdactic  in  nature.  The  cells 
of  the  skin  share  in  the  general  protective  pro- 
cesses and  thus  become  sensitized.  When  the 
antigen,  called  allergen,  is  applied  intraderm- 
ally,  a localized  shock  is  produced.  The  exact 
mechanism  of  this  reaction  is  no  better  under- 
stood than  allergy  in  general. 

Yon  Pirquet’s  discovery  that  tuberculin  gave 
a specific  cutaneous  reaction  in  tuberculosis  di- 
rected attention  to  this  type  of  diagnostic  pro- 
cedure in  infectious  diseases.  Tests  performed 
with  allergen  prepared  from  the  protein  of 
various  bacterial  and  protozoan  parasites  have 
given  definite  and  specific  reactions.  It  is  not 
surprising,  when  one  considers  the  dermophy- 
lic  tendencies  of  the  treponema  pallidum,  that 
soon  after  its  detection  cutaneous  tests  were 
attempted  in  the  diagnosis  of  syphilis. 

The  first  attempts  to  use  cutaneous  tests  for 
syphilis  were  made  with  extracts  of  tissue  con- 
taining treponema  pallidum.  The  results  were 
contradictory  and  not  satisfactory. 

In  1911  Noguchi1  proposed  the  name  luetin 
for  an  emulsion  of  pure  cultures  of  treponema 
pallidum,  which  he  employed  for  obtaining  a 
skin  reaction  in  syphilis.  He  concluded  that 
“luetin  produces  a cutaneous  reaction  in  syphi- 
litic and  parasyphilitic  patients  that  is  most 
constant  and  severe  in  the  tertiary  and  heredi- 
tary affections.”  It  was  usually  positive  in  ani- 
mals which  had  been  inoculated  with  cultures 
of  treponema  pallidum,  but  it  was  rarely  posi- 
tive in  animals  with  active  syphilis  or  in  early 

*Read  before  the  fifty-sixth  annual  meeting:  of  the  Medical 
Society  of  Virginia,  at  Richmond,  October  13-16,  1925. 
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stages  of  human  syphilis.  The  test  was  posi- 
tive in  a higher  percentage  of  treated  cases 
than  in  untreated  cases,  and  it  was  sometimes 
positive  in  non-syphilitic  patients. 

Following  the  introduction  of  Noguchi’s 
luetin  test,  a number  of  workers  reported 
favorably  on  its  application.  Sherrick,2  in 
1915,  and  Cole  and  Paryzek3,  in  1917,  demon- 
strated that,  following  the  ingestion  of  iodides 
and  certain  other  salts,  postive  luetin  reactions 
were  obtained  in  non-syphilitics;  also  that 
starch  and  agar  would  give  similar  results  in 
patients  receiving  iodine-containing  drugs. 
Other  investigators  reported  similar  results. 
In  spite  of  the  doubt  which  these  facts  threw 
on  the  specificity  of  the  test,  a few  continued 
to  use  this  method  in  the  diagnosis  of  syphilis. 
Also,  Noguchi4  recently  reiterated  his  former 
claim  in  regard  to  the  reliability  of  the  test. 

Kolmer  and  Greenbaum5,  in  1922,  found  that 
luetin  and  ascites  agar  yielded  reactions  in 
syphilitic  subjects  of  the  same  kind  and  de- 
gree. They  also  found  that  intracutaneous  in- 
jection of  a vaccine  of  washed  treponema  pal- 
lidum suspended  in  saline  solution  did  not 
yield  specific  allergic  reactions. 

Recently6-7,  at  the  University  of  Virginia 
Hospital,  the  work  of  Kolmer  and  Greenbaum 
was  repeated  and  results  similar  to  theirs  were 
obtained.  Eighty-five  subjects  were  tested 
with  luetin  and  luetin  control.  The  test  was 
positive  in  only  41  per  cent  of  the  cases  of 
syphilis,  and  was  positive  in  6 per  cent  of  non- 
syphilitics. The  control  was  positive  in  59  per 
cent  of  the  syphilitics  and  31  per  cent  of  the 
non-syphilitics.  The  contradictions  between 
the  test  and  diagnosis,  between  control  and 
diagnosis,  and  between  test  and  control  clearly 
indicated  that  the  luetin  test  is  not  specific  and 
is  not  a reliable  diagnostic  procedure. 

A series  of  139  patients  were  tested  with 
saline  suspension  of  treponema  pallidum  free 
from  culture  media  and  also  a similar  suspen- 
sion in  one-twentieth  normal  sodium  hydrox- 
ide. It  was  thought  that  dissolving  the  pro- 
tein of  the  organism  in  the  alkali  might  cause 
it  to  produce  a specific  reaction.  The  tests  were 
positive  in  only  a small  percentage  of  the 
syphilitics  and  a relatively  large  percentage  of 
false  positives  Avere  obtained  in  non-syphilitics. 

Another  series  of  twelve  syphilitic  patients 
was  tested  with  a defatted  vaccine  of  trepo- 
nema pallidum.  The  organisms  free  of  culture 


media  Avere  extracted  with  toluol  before  the 
suspension  Avas  prepared.  In  none  of  these 
cases  Avas  a positive  skin  reaction  elicited. 

The  explanation  of  the  negative  results  in 
these  experiments  is  either  that  there  is  no 
cutaneous  hypersentiveness  produced  by  a 
syphilitic  infection,  or  that  the  parasite  when 
groAvn  on  culture  media  loses  its  allergic  pro- 
ducing property. 
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THE  CHALLENGE  OF  THE  PATIENT 
WITH  CHRONIC  DISEASE.* 

By  R.  L.  RAIFORD,  M.  D„  Sedley,  Va. 

In  looking  through  the  advertising  pages  of 
one  of  our  leading  medical  journals  recently, 
I Avas  impressed  with  the  number  of  hospitals 
and  institutions  stressing  their  desire  to  treat 
chronic  cases,  and  especially  those  with  a 
nervous  or  mental  bent.  For  this  there  can  be 
only  one  fundamental  reason  and  that  the  fact 
that  there  are  so  many  of  this  class  of  patients 
needing  treatment. 

The  average  doctor  is  pretty  AATell  qualified 
and  equipped  for  treating  acute  cases,  but  his 
relations  towards  the  old  chronic  are  such  as 
to  repel  rather  than  attract.  In  fact,  he  just 
naturally  hates  to  see  them  come  in.  Conse- 
quently. these  unfortunates,  being  little  satis- 
fied with  treatment  by  the  legitimate  profes- 
sion, gradually  gravitate  towards  the  quack 
and  fakir,  and  the  more  blatantly  they  are 
promised  impossible  cures,  the  more  persist- 
ently they  flock  in  this  direction.  They  are 
desperate  in  their  efforts  to  get  relief  and  are 
Avilling  to  try  most  anything  once  and,  conse- 
quently, they  keep  up  their  trying  first  one 
Avorthless  cure  and  then  another,  enriching  the 
quack  but  getting  little  or  no  real  benefit  in 
return  for  their  effort  and  money. 

I feel  safe  in  the  statement  that  the  patient 
practically  always  seeks  aid  from  his  family 
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physician  first,  and  it  is  only  when  he  fails 
to  get  relief  that  he  goes  to  the  quack.  The 
quack,  furthermore,  sees  very  few  acute  cases. 
It  is  always  the  old  chronic  whom  we  have 
failed  to  relieve  that  enriches  his  coffers.  To 
“cuss”  him  out  for  his  ability  to  attract  and 
get  rich  out  of  our  failures  will  never  get  us 
anywhere  in  the  solution  of  this  problem.  To 
fight  him  openly  in  the  courts  is  often  one  of 
his  best  advertisements.  If  we  ever  hope  to 
stop  the  iniquitous  and  detestable  inroads  these 
charlatans  make  on  legitimate  medicine,  it  must 
be  done  by  a better  and  more  effectual  program 
in  the  treatment  of  our  chronic  patients. 

Many  of  our  leading  men  are  cognizant  of 
this  fact,  and  are  urging  that  we  take  every 
possible  step  to  remedy  the  situation.  The  fol- 
lowing comment  in  a recent  issue  of  the  Jour- 
nal  of  the  American  Medical  Association 
shows  the  need  alono-  this  line  and  the  trend 
of  our  foremost  thinkers  in  working1  out  its 
solution : 

“In  the  last  quarter  of  a century,  the  span  of 
life  has  been  lengthened  and  certain  infectious 
diseases  have  been  eliminated  from  vast  areas. 
The  greatest  obstacle  now  to  further  progress 
comprises  the  group  of  afflictions  generally  re- 
ferred to  as  chronic  disease.  Seventy  years 
ago  such  conditions  caused  one-fifteenth  of  the 
total  number  of  deaths;  today  they  are  respon- 
sible for  one-half  of  all  deaths.  Opportunity 
to  observe  and  study  the  cause  of  chronic  ail- 
ments and  to  render  a much  needed  service  is 
available  in  the  homes  of  the  incurable  and 
almshouses  throughout  the  country.  In  a re- 
cent study  of  the  leading  institutions  of  this 
nature,  one  observer  found  that  the  scientific 
study  of  disease  in  such  homes  is  almost 
ignored.  Inmates  are  looked  on  in  general  as 
beyond  rehabilitation.  The  1910  census  showed 
that  nearly  two-thirds  of  84,000  paupers  in 
almshouses  su  tiered  from  physical  or  mental 
defects  and  that  the  death  rate  among  them  was 
20T.7  per  thousand  enumerated.  This  condi- 
tion apparently  did  not  improve  in  the  next 
ten  years.  In  New  4 ork,  in  1921,  67  per  cent 
of  nearly  9,000  inmates  of  almshouses  were  sick 
or  infirm.  The  few  large  institutions  that  have 
attempted  to  rehabilitate  their  inmates  have 
been  handicapped  by  inadequate  appropria- 
tions. Some  inmates  need  only  custodial  care; 
some  need  only  nursing  care;  others  require 
the  facilities  of  a well-organized  hospital.  The 


individual  patient  changes  from  one  class  to 
another  on  account  of  acute  attacks  of  disease, 
exacei’bations  of  chronic  ailments,  or  accidents. 
Obviously,  therefore,  it  is  poor  management  to 
maintain  an  institution  on  the  basis  that  every 
inmate  needs  at  all  times  only  one  kind  of  care. 
Boas  asserts  that  buildings  designed  at  mini- 
mal expense  for  those  who  need  a home  should 
be  provided,  but  the  main  building  should  be 
reserved  for  those  who  need  hospital  care  and 
for  whom  there  is  hope  of  rehabilitation. 
County  almshouses  cannot  be  organized  in  this 
manner.  The  counties  should  pay  a propor- 
tionate share  in  the  maintenance  by  the  state 
of  large  central  institutions,  which  would  give 
better  service.  The  small  homes  for  the  in- 
curable and  the  small  almshouse  have  no  place 
for  an  independent  existence  without  hospital 
facilities.” 

But  as  important  as  it  is  to  have  proper  in- 
stitutions in  which  to  care  for  this  class  of 
patients,  it  is  far  more  important  that  we 
adopt  a more  practicable  and  effectual  method 
of  treatment  than  we  have  been  employing  in 
the  past.  We  must  learn  to  recognize  the  dif- 
ference between  symptoms  and  actual  disease 
entities.  The  secondary  condition  may  and 
often  does  need  treatment,  but  little  permanent 
improvement  may  be  expected  unless  we  locate 
and  correct  the  primary  cause  of  the  trouble. 
It  will  do  little  permanent  good  to  treat  a di- 
gestive or  nervous  disorder  until  we  correct  the 
tonsil  or  dental  condition  causing  it.  Little 
real  benefit  may  be  expected  from  the  type  of 
pelvic  surgery  that  leaves  the  original  cause  of 
the  trouble  in  the  shape  of  an  old  infected  cer- 
vix to  continuously  spread  disease  and  in- 
flammation to  the  adjacent  organs  and  through- 
out the  system.  The  patient  with  an  ailing  eye 
will  continue  to  harass  us  or  our  fellow  prac- 
titioner with  urgent  requests  for  relief  and  res- 
toration of  better  vision  unless  we  locate  and 
treat  properly  the  old  painlessly  infected  sinus 
that  is  causing  it.  Our  neurasthenic  or  men- 
tally deranged  patient  may  be  doomed  to  a life 
of  bromides,  luminal,  etc.,  or  to  permanent  in- 
stitutional care  if  we  fail  to  discover  and  re- 
move the  old  impacted  teeth  causing  the  trou- 
ble. It  will  often  be  of  little  or  no  permanent 
benefit  to  treat  your  cases  of  constipation  along 
old  lines  alone  and  leave  a tight  sphincter  or 
hemorrhoids  or  both  as  an  obstruction  to  the 
easy  emptying  of  the  bowel. 


G42 

The  scientific  study  of  the  motor  pheno- 
mena of  the  stomach,  the  chemical  study  of 
its  contents  or  of  its  digestive  capabilities,  a 
cardiographic  study  of  the  heart  or  an  elabo- 
rate functional  test  of  the  kidneys  are  all  most 
interesting;  and  instructive  and  more  of  this 
type  of  work  should  be  encouraged.  However, 
it  Avould  seem  that  there  is  sometimes  an  in- 
clination after  working  out  elaborate  ultra- 
scientific  diagnostic  findings  of  symptoms  in 
a given  case  to  completely  ignore  the  focus  of 
infection  that  lies  back  of  the  origin  of  this 
physical  disturbance,  and  let  the  patient  slip 
by  without  getting  any  real  and  lasting  benefit 
from  the  exhaustive  study  that  has  been  made 
of  his  case. 

We  must  learn  humilitj^  of  thought  to  the  ex- 
tent that,  just  as  the  expert  mechanic  will  tell 
you  that  the  smallest  piece  of  trash  in  the 
needle  valve  of  the  carburetor  may  put  your 
car  completely  out  of  commission,  just  so  may 
a small  focus  of  disease  in  the  human  system 
give  rise  to  such  an  annoying  chain  of  symp- 
toms that  such  a person  is  rendered  unfit  for 
a happy  and  useful  existence.  In  fact,  I be- 
lieve, that  a large  per  cent  of  our  unrelieved 
chronic  diseases  are  caused  by  such  trivial 
things  that  in  themselves  seem  innocent  enough 
and  that  are  being  overlooked  by  the  best  men 
in  our  profession. 

With  this  idea  in  view,  I have  made  a very 
careful  and  intensive  study  of  a large  number 
of  chronic  cases  and  have  been  more  than  sur- 
prised at  the  way,  for  instance,  that  an  old 
long  standing  stomach  disorder  will  clear  up 
when  the  causative  infection  was  located  and 
corrected.  In  fact,  so  often  and  so  readily  do 
the  most  distressing  digestive  troubles  improve 
from  this  line  of  treatment,  even  after  symp- 
toms had  persisted  for  many  years,  that  one  is 
impressed  with  the  conclusion  that  the  stom- 
ach. contrary  to  the  usual  idea  that  it  is  easy  to 
go  bad,  is  in  itself  a most  resistive  organ 
against  disease. 

These  deductions  also  hold  true  in  the  case 
of  children.  It  is  a most  common  occurrence 
to  see  a child  who  has  been  subject  to  repeated 
and  persistent  stomach  upsets  that  have  been 
diagnosed  everything  coming  under  the  head- 
ing of  stomach  diseases,  completely  clear  up 
after  the  removal  of  some  bad  teeth  or  tonsils 
and  adenoids,  or  even  small  fragments  of  the 
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latter  which  had  been  left  over  from  some 
former  operation. 

Some  of  the  best  men  in  our  nervous  and 
mental  institutions,  both  private  and  state,  are 
too  prone  to  class  many  of  these  diseases  as 
functional,  and  relegate  the  case  to  a life  of 
hopeless  mental  imbalance,  when  a more  care- 
ful study  from  the  standpoint  of  some  hidden 
chronic  infection  would  help  restore  the  patient 
to  a self-sustaining  and  useful  life. 

The  field  for  the  man  interested  in  a better 
treatment  for  those  suffering  with  some  form 
of  chronic  ailment  is  unlimited.  In  fact,  the 
world  is  full  of  this  class  of  patients. 

The  challenge  for  a more  beneficial  handling 
of  these  cases  is  big  enough  and  difficult  enough 
to  engage  the  best  thought  of  the  foremost 
minds  of  our  profession. 

The  change  in  our  attitude  towards  and  our 
treatment  of  the  chronic  patient  is  destined  to 
be  revolutionary  in  its  extent  during  the  next 
few  years,  and  he  who  fails  to  hear  the  call  of 
a better  day  for  these  unfortunates  must  in- 
deed be  slow  to  discard  that  which  is  useless  in 
the  old  method  of  drug  treatment  alone  and  to 
adopt  that  which  is  best  in  the  newer  method 
of  looking  for  and  correcting  the  underlying 
cause. 


A GRAPHIC  PRESENTATION  OF  NUTRI- 
TIONAL DISTURBANCES  OF 
INFANCY.* 

By  SAMUEL  NEWMAN,  M.  D„  Danville,  Va. 

The  great  mortality  and  morbidity  during 
infancy  are  due  mainly  to  nutritional  and  di- 
gestive disturbances.  Of  every  hundred  deaths 
during  the  first  year  of  life,  three-fourths  are 
due  directly  or  indirectly  to  disturbances  cen- 
tering about  the  digestive  system1.  The  heavi- 
est mortality  is  among  the  artificially  fed  in- 
fants. 

No  chapter  in  pediatrics  is  as  important  and 
at  the  same  time  so  difficult  as  that  dealing 
with  nutritional  disturbances  of  infancy.  The 
various  and  conflicting  schools  of  pediatrics 
and  the  lack  of  a uniform  terminology  prove  a 
baffling  problem  to  the  pediatrician. 

In  the  main  there  are  two  systems  of  classi- 
fication of  nutritional  disturbances  of  the 
bottle-fed  infants.  The  first  system  classifies 
nutritional  disturbances  on  the  basis  of 
etiology;  the  second,  on  the  basis  of  the 

♦Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Richmond,  October  13-16,  1925, 
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analysis  of  the  clinical  picture,  and  is  essen- 
tially a clinical  classification. 

The  etiological  classification  presents  many 
difficulties.  In  the  first  place,  it  is  seldom  pos- 
sible from  a study  of  the  case  to  reason  back 
to  the  cause  of  the  disturbance.  In  a majority 
of  cases  it  takes  a combination  of  causes  to 
produce  a clinical  entity  or  complex.  In  the 
second  place,  a definite  etiologic  factor  will 
cause  a nutritional  disturbance  of  varying  de- 
grees and  stages,  each  of  which  will  require 
a different  treatment.  Hence,  treatment  is  not 
based  on  etiology  mainly  but  on  the  analysis 
of  the  clinical  condition  at  hand. 

The  clinical  system  of  classification  of  nu- 
tritional disturbances  of  infancy  is  based  on 
the  analysis  of  the  clinical  features  of  the  case 
and  it  is  at  once  valuable  to  the  practitioner  in 
suggesting  the  therapeutic  procedure.  How- 
ever. the  chief  difficulty  does  not  lie  in  the 
recognition  of  the  various  clinical  conditions 
or  entities  that  go  to  make  up  the  difficult  chap- 
ter of  nutritional  disturbances,  but  in  the 
grasping  of  their  interrelations  and  transitions 
from  one  clinical  phase  into  another.  This,  as 
it  actually  occurs  in  practice,  is  through  a 
tortuous  course,  and  is  bewildering  even  to  the 
expert. 

In  order  to  clarify  this  subject,  I wish  to 
present  briefly  the  classification  of  nutritional 
disturbances  by  Goepert  and  Langstein2,  and 
show  graphically  the  interrelation  of  the  vari- 
ous clinical  pictures  as  we  meet  them  in  prac- 
tice. 

Nutritional  disturbances  in  .the  artificiall}- 
fed  infant  present  themselves  in  acute,  chronic 
and  mixed  forms.  In  acute  forms  the  picture 
is  dominated  by  manifestations  on  the  part  of 
the  digesive  system  with  more  or  less  partic- 
ipation of  the  general  well-being  of  the  or- 
ganism. Diarrhea,  with  or  without  vomiting, 
gives  the  condition  a characteristic  picture. 
This  we  shall  designate  (for  want  of  a better 
term)  dyspepsia  A (Stage  II). 

The  chronic  nutritional  disturbances  are  met 
with  in  two  forms.  One  form  is  a condition  of 
non-thriving  without  any  digestive  disturb- 
ances. Infants  in  such  a condition  will  appear 
pale,  under-sized  and  with  flabby  musculature. 
The  essential  featui’e  of  this  form  of  disturb- 
ance is  that  there  is  no  tissue  waste  or  loss  of 
weight,  but  a failure  to  acquire  new  tissue  at  a 
rate  considered  normal.  This  clinical  condi- 


tion is  designated  lwpotrophy,  or  disturbance 
of  nutritional  balance  (Stage  III). 

Another  form  of  chronic  nutritional  disturb- 
ance is  a loss  of  weight  of  varying  degree  with 
the  participation  of  the  whole  system.  In  this 
condition  we  find  changes  in  the  water  content 
of  the  skin,  its  tone  and  color  are  changed  and 
the  temperature  regulatory  mechanism  is  im- 
paired, the  tendency  being  to  subnormal  tem- 
perature. The  essential  feature  of  this  condi- 
tion, according  to  Marriot,  is  an  atrophy  of  the 
blood.  This  condition  is  designated  as  atrophy, 
marasmus,  athrepsia,  pedati’ophy,  decomposi- 
tion (Stage  V). 

A diarrhea  or  gastro-intestinal  disturbance 
may  befall  a child  that  is  in  perfect  condition 
of  nutrition  and  development  (dyspepsia  a) ; 
one  that  is  in  a condition  of  hypotrophy 
(dyspepsia  b) ; and,  finally,  one  that  is  in  a 
condition  of  atrophy  (dyspepsia  c).  These 
three  varieties  of  o-astro-intestinal  disturbances 
are  to  be  understood  as  distinct  clinical  enti- 
ties and  are  to  be  treated  differently.  The  kind 
of  dyspeptic  disturbance  we  are  dealing  with 
is  easily  divined  from  the  history  and  exami- 
nation of  the  case. 

The  important  clinical  picture  described  in 
the  older  literature  as  cholera  infantum , but 
now  designated  as  acute  alimentary  intoxica- 
tion, is  a condition  easily  brought  about 
through  dyspeptic  disturbances  in  atrophic 
children.  The  essential  features  of  this  condi- 
tion are  a distui'bance  of  water  metabolism, 
rapid  loss  of  weight,  heart  weakness,  and 
clouded  sensorium.  The  older  designation, 
cholera  infantum , is  inadequate  for  the  reason 
that  not  the  gastro-intestinal  manifestations, 
such  as  diarrhea  and  vomiting,  are  the  main 
features  of  the  condition,  but  a vital  meta- 
bolic disturbance  of  which  diarrhea  and  vomit- 
ing are  only  some  of  its  manifestations. 

AVe  have  thus  far  outlined  the  various  clini- 
cal conditions  that  come  under  the  heading  of 
nutritional  disturbances  of  infancy  (bottle- 
fed).  However,  the  nutritional  disturbances 
are  to  be  conceived  of  as  a unity,  and  the  transi- 
tion from  one  condition  into  another  should  be 
clearly  visualized.  The  overwhelming  major- 
ity of  disturbances  centering  about  the  gastro- 
intestinal tract  of  the  infant  are  not  localized 
conditions  but  merely  manifestations  of  nutri- 
tional disturbances  which  must  be  properly 
designated  and  viewed  in  the  larger  perspective 
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of  nutrition  and  metabolism.  A diagnosis  of 
liver  trouble,  diarrhea,  gastritis,  colitis,  or 
even  dysentery  (unless  it  be  identified  bac- 
teriologically)  is  not  a tenable  diagnosis  in  in- 
fancy,  unless  the  localized  etiologic  or  patho- 
logic process  can  be  convincingly  proved. 

This  shifting  clinical  picture  of  nutritional 
disturbances  of  infancy  can  best  be  understood 
as  clinical  entities,  and  at  the  same  time  as 
stages  of  a larger  whole  or  unity,  by  means  of 
the  accompanying  diagram3. 


An  infant  in  normal  nutritional  condition 
or  balance  we  may  conceive  of  as  being  in 
Stage  I,  or  stage  of  normal  health.  A normal 
infant,  through  a variety  of  causes,  may  be- 
come acutely  ill  with  gastro-intestinal  symp- 
toms, such  as  vomiting,  diarrhea  and  fever 
(Stage  II,  dyspepsia  a).  The  same  or  another 
etiologic  cause  may  lead  to  Stage  III,  hypo- 
trophy. A condition  of  hypotrophy  may  also 
develop  in  a round-about  way  by  passing 
through  an  acute  dyspepsia  or  an  intoxication 
(Stage  VII)  after  either  of  these  conditions 
have  been  cured. 

The  hypotrophic  child,  because  of  a continu- 
ation of  the  cause  or  causes  which  brought  on 
this  condition,  or  because  of  additional  noxa, 
may  also  suffer  from  a dyspeptic  disturbance 
(Stage  IV,  dyspepsia  b).  A continuation  of 
the  harmful  influence  or  irrational  treatment 
of  dyspepsia  b will  usher  in  the  condition  of 
atrophy  (Stage  V).  However,  a condition  of 
atrophy  (marasmus)  may  come  about  without 
any  intervention  of  dyspeptic  disturbances.  A 
child  will  land  into  atrophy  straight  from  a 
condition  of  hypotrophy.  Pylorospasm  or 


pyloric  stenosis,  for  instance,  may  result  in 
marasmus  without  any  accompanying  gastro- 
intestinal disturbances,  the  chronic  condition 
of  inanition  being  sufficient  to  result  in 
atrophy. 

In  the  stage  of  atrophy  the  child  is  very 
liable  to  dyspeptic  disturbances  due  to  his  very 
low  resistance.  Such  an  upset  (Stage  VI, 
dyspepsia  c)  in  a marantic  child  is  of  grave 
consequence,  as  it  may  easily  push  it  down  to 
a condition  of  intoxication  (Stage  VII). 

Stage  VII,  intoxication,  results  most  easily 
from  dyspeptic  disturbances  in  atrophic  chil- 
dren. In  the  diagram  this  fact  is  represented 
by  a short  line.  But  a condition  of  intoxica- 
tion may  come  about  in  other  ways.  The  com- 
monest ways  will  be  through  the  dyspepsias, 
a,  b , and  c , and  atrophy.  More  rarely  a case 
of  intoxication  will  befall  a child  in  a condi- 
tion of  hypotroph}7  or  even  in  normal  health. 
During  the  hot  summer  spell  we  may  see  cases 
of  intoxication  even  among  healthy  breast-fed 
infants.  The  relative  rarity  of  such  possibili- 
ties is  graphically  represented  by  the  dotted 
lines  and  their  relative  length. 

In  this  discussion  we  limited  ourselves  to  a 
definition  and  designation  of  the  various  clini- 
cal entities  that  fall  into  the  chapter  of  nutri- 
tional disturbances  of  infancy  in  the  bottle  fed, 
and  to  a presentation  of  their  relationships  and 
transitions.  Etiology  and  treatment  of  these 
conditions  have  not  been  touched  upon. 
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AN  EXCUSE  FOR  ONLY  ONE  ATTEND- 
ANCE UPON  THE  MEDICAL  SOCIETY 
OF  VIRGINIA  IN  TWENTY-SEVEN 
YEARS  — GOOD  AND  BAD  YEARS. 
WILL  AN  ATHEROMATOUS  HEART  IN 
THE  FINAL  STAGES  OF  DECOMPEN- 
SATION COME  BACK?  HOW  MAY  WE 
PERSUADE  IT?* 

By  A.  F.  WOOD,  M.  D„  Parksley,  Va. 

Thinking  that  I held  a record  of  the  poorest 
attendance  in  twenty-seven  years  of  member- 
ship in  this  Society — (a  record  in  which  I take 
no  pride)  and  after  consuming  thirteen  years 
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(since  the  meeting  I did  attend  in  Lynchburg) 
in  bolstering  up  my  courage  to  the  point  where, 
in  September,  I decided  I ought  to  attend  an- 
other meeting  before  I came  into  Dr.  Osier's 
age  limit,  it  occurred  to  me  that  my  plain 
duty  was  to  face  the  crowd  and  give  some  rea- 
son for  such  a flagrant  violation  of  the  ethics 
of  a Virginia  physician,  viz.,  to  get  in  every 
crowd  he  has  a chance  to  join  and  talk  his 
head  off. 

So.  havino-  o-otten  Mrs.  Wood’s  consent  to 
come,  under  her  chaperonage,  I sent  the  title 
of  my  talk  or  paper  to  our  estimable  secretary, 
Miss  Edwards.  She  wrote  me  that  the  title 
was  quite  long  and  that  members  were  only 
allowed  twenty  minutes  to  deliver  themselves 
of  all  they  knew  on  any  or  all  subjects.  That 
information  struck  me  right  at  home,  so  I 
answered.  “All  right,  I can  tell  all  I know  about 
medicine  and  all  foreign  subjects  in  less  than 
five  minutes,  and  the  title  might  be  longer 
than  the  text.”  My  main  excuse  is  the  kaleidos- 
copic changes  in  progress  of  modern  therapy. 

Many,  many  times  I have  prepared  papers, 
several  weeks  previous  to  meetings  of  Medical 
cal  Societjr  of  Virginia,  on  subjects  I imagined 
I knew  something  about,  only  to  pick  up  a cur- 
rent journal  and  to  be  confronted  by  a learned 
discourse  on  the  same  subject  by  a more  imagi- 
native physician,  which  forced  upon  me  the 
conclusion  that  I knew  less  about  that  parti- 
cular branch  of  medicine  than  any  other  in 
the  curriculum.  There  would  not  be  time  for 
writing  on  another  subject;  therefore,  another 
meeting  would  be  missed.  That,  ladies  and 
gentlemen,  constitutes  my  most  salient  “ex- 
cuse,” as  Miss  Edwards  would  put  it,  although 
I used  the  word  “reason.” 

A general  practitioner  is  kept  so  active  in  his 
endeavor  to  manage  the  ills  of  the  entire  body 
that  he  has  scant  time  to  concentrate  on  iso- 
lated spots  or  organs,  as  has  the  specialist.  The 
specialist  concentrates  his  fire  on  a particular 
and  limited  sector ; the  practitioner  must  cover 
the  entire  field  of  operations. 

However,  all  through  my  twenty-seven  years 
of  variegated  practice,  I have  been  scourged 
with  an  unending  stream  of  so-called  Bright’s 
disease  in  elderly  people;  you  know  the  symp- 
toms— kidneys,  liver  and  heart.  These  cases 
come  in  different  stages  of  albumen,  casts, 
liver  hypertrophy,  and  heart  dilatation  or  hy- 
pertrophy, and  have  all  been  drilled  in  a meat- 
free  diet,  and  95  per  cent  of  them,  on  such  diet, 


and  in  spite  of  medication,  gone  to  the  same  end 
— uremia,  heart  failure,  dropsy  (drown  in  their 
own  fluids).  In  the  last  twelve  years  I have 
been  impressed  by  the  great  number  of  such 
cases  on  the  Eastern  Shore  of  Virginia,  where 
many  residents  of  communities  close  to  water 
front  live  on  oysters  and  duck  in  winter,  and 
crabs,  clams,  and  fish  in  summer.  From  child- 
hood they  get  a too  small  per  cent  of  other 
meats,  their  diet,  besides  seafood,  consisting 
of  vegetables,  such  as  are  raised  in  their 
gardens,  mainly  spuds.  So  I was  forced 
to  theorize  to  myself,  and  I have  called  this 
condition  “red  meat”  or  “proteid  starvation.” 
The  lack  of  this  protied  disturbed  metabolism 
and  brought  about  these  various  symptoms, 
which  progress  toward  voluntary  and  involun- 
tary  muscular  weakness  and,  finally,  relaxation 
of  all  vital  muscular  organs.  Acting  on  this 
theory,  I have  fed  these  cases  fresh  red  meat, 
contrary  to  early  teaching,  and  have  seen 
albumen  clear  up,  casts  disappear,  dropsical 
effusion  absorb,  digestive  organs  go  to  work 
normally,  and  heart  murmurs  cease.  In  a 
word,  “back  to  the  constitution”  in  diet  bene- 
fits many,  and  not  a few  become  normal.  But, 
bear  in  mind,  many  have  developed  complica- 
tions during  this  muscular  destruction,  and 
these  cases  try  our  patience  and  ingenuity. 

This  brings  me  to  the  second  part  of  my 
title,  “Will  an  Atheromatous  Heart  in  Final 
Stages  of  Decompensation  Come  Back?  How 
May  We  Persuade  It?” 

We  have  all  sat  by  the  bedside  of  some  old 
friend  who  has  gone  the  inevitable  route.  Past 
sixty  years,  he  or  she  has  experienced  all  the 
symptoms  mentioned  before,  with  hardening  of 
blood  vessels,  high  blood  pressure  and  a legion 
of  other  catabolic  changes.  Then  follows  a 
stage  of  stertorous  coma,  general  relaxation 
with  dropsical  effusion,  the  radial  pidse  is  gone, 
the  vessels  of  the  neck  are  dilated  and  en- 
gorged, and  the  patient  becomes  barrel  chested 
and  emphysematous.  Our  stethoscope  fails  to 
recognize  the  old  familiar  lubb-dupp  in  the 
confused  medley  of  abnormal  sounds  which 
constitute  the  heart’s  last  weakened  efforts. 
Will  such  a heart  come  back?  We  have  used 
various  stimulants  and  tonics,  hypodermically 
and  intravenously,  without  staying  the  catas- 
trophe; and  now,  to  what  plan  may  we  turn 
with  hope? 

In  my  hands,  strophanthin,  injected  into  the 
muscles  of  the  1*'JU  ventricle,  will  cause  instant 
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contraction  of  the  entire  heart,  and,  remarkable 
to  state,  in  less  than  a minute,  the  heart  valves 
work  smoothly  and  without  a murmur.  But, 
the  drug  must  be  injected  into  the  muscle,  and 
not  the  cavity  of  the  ventricle,  for  we  have  al- 
l'eady,  earl}-  in  the  dilatation,  failed  through 
the  blood  stream.  This  injection  is  a trifle  diffi- 
cult, as  the  heart  walls  are  extremely  thin. 
Briefly,  the  technique  in  three  cases  was  as  fol- 
lows : Use  a sterilized  syringe,  with  a 1)4  inch 
needle  of  small  caliber  loaded  with  a solution 
of  strophanthin  1/100  grain  from  sterile  am- 
poule ; a spot  over  the  fourth  interspace  having 
been  painted  with  acriflavin,  direct  the  neeclle 
obliquely  from  left  to  right,  aiming  to  go  the 
longest  distance  through  the  heart  wall;  the 
point  of  needle  comes  out  into  the  cavity  of 
ventricle,  indicated  by  a distinct  tremor  felt  as 
the  barrel  la}’  on  inside  of  the  index  finger.  Do 
not  inject  now,  but  slowly  withdraw  your 
needle,  and,  as  you  feel  a tug  at  point  of 
needle,  indicating  the  point  is  within  the  mus- 
cular wall,  begin  slowly  to  inject  as  you  gradu- 
ally withdraw.  The  muscle  may  not  get  the 
entire  dose,  but  it  gets  enough,  and  before  you 
lajr  the  syringe  down  and  get  in  place  your 
stethoscope  (which  hangs  from  your  ears), 
your  old  friend  “Lubb  Dupp,”  has  returned. 

TUBERCULOSIS  OF  THE  WEIGHT-BEAR- 
4 ING  JOINTS.* 

By  R.  M.  HOOVER,  M.  D„  Roanoke,  Va. 

The  weight-bearing  joints  are  naturally 
grouped  together,  because  their  symptoms  and 
signs  are  in  general  very  similar,  the  prognosis 
is  the  same,  and  the  principles  of  treatment  are 
identical. 

Before  treatment  is  instituted,  a diagnosis  is 
necessary.  It  has  always  been  difficult  to  make 
a definite  diagnosis  early  in  the  course  of  the 
disease,  before  marked  structural  changes  have 
occurred  in  the  joint  with  their  increased  prob- 
ability of  permanent  deformity.  Yet  in  this, 
more  than  almost  any  other  pathological  con- 
dition. an  early  diagnosis  is  desirable  because 
of  the  good  prognosis  in  early  cases  properly 
treated,  and  the  danger  to  life  or  normal  ac- 
tivity in  neglected  cases. 

The  ordinarily  accepted  symptoms  and  signs 
of  joint  tuberculosis  are  pain,  swelling,  local 
heat,  atrophy  of  muscles  and  bone,  muscle 
spasm,  night  cries,  and  afternoon  elevation  of 

♦Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 


temperature.  These,  along  with  the  blood  pic- 
ture, a positive  Von  Pirquet  or  intradermal  test 
in  children  under  twelve  years  of  age,  and  the 
X-ray  picture,  have  been  considered  sufficient 
to  warrant  a diagnosis  of  tuberculosis.  How- 
ever, an  absolute  diagnosis  of  tuberculosis  on 
these  alone  is  as  unjustifiable  as  a diagnosis  of 
diphtheria  without  a culture,  or  typhoid  with- 
out a Widal  or  blood  culture. 

Pain,  swelling,  heat,  atrophy,  muscle  spasm 
and  loss  of  function  may  be  present  with  any 
joint  infection.  Temperature  ' and  blood  pic- 
ture are  inconstant  and  will  not  differentiate 
from  other  infections.  The  tuberculin  skin 
tests  are  of  little  value  unless  negative,  and,  if 
positive,  are  useless  except  in  children  under 
twelve.  X-ray  shows  no  change  early  in  the 
disease,  the  first  thing  being  bone  atrophy,  fol- 
lowed by  hazing,  fuzziness  of  the  cartilage  out- 
line, and  later  destruction  of  cartilage  and 
bone.  However,  all  of  these  are  late  in  the 
course  of  the  disease. 

Among  the  pathological  processes  which  af- 
fect bones  and  joints,  tuberculosis  is,  according 
to  Jones  and  Lovett,  the  most  purely  destruc- 
tive, almost  never  showing  any  tendency  to 
bone  proliferation.  Its  reaction  of  repair  is 
fibrous  tissue  formation,  which  eliminates  the 
useful  motion  of  a joint,  yet  does  not  give  the 
absolute  immobility  necessary  for  the  perma- 
nent arrest  of  the  disease  process.  This  is  seen 
clearly  in  a majority  of  cases  of  some  stand- 
ing, as  they  have  recurring  flare-ups,  and  are 
only  well  when  there  has  been  such  complete 
destruction  of  cartilage  as  to  allow  bony  anky- 
losis, usually  in  bad  position.  Unfortunately, 
this  process  usually  takes  from  six  months  to 
many  years,  and  many  cases  die  in  the  mean- 
time of  pulmonary  or  miliary  tuberculosis, 
tuberculous  meningitis,  or  amyloid  disease 
from  long  continued  suppuration. 

It  is  very  essential  that  an  early  diagnosis 
be  made,  for  in  tuberculosis  the  joint  must  be 
immobilized;  in  other  conditions,  mobilization 
is  essential  to  maintain  joint  function. 

We  have  seen  that  in  tuberculosis  the  dis- 
ease is  only  finally  arrested  by  bony  ankylosis, 
so  an  earty  ankylosis  in  good  position  is  the 
thing  to  be  desired,  while  in  other  conditions 
free  motion  is  the  object  of  treatment.  A 
pyogenic  infection  should  be  drained  at  once 
before  cartilage  is  destroyed,  followed  by  ac- 
tive and  passive  motion  in  order  to  restore 
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good  functon.  A tuberculous  joint  should  not 
be  drained  unless  there  is  mixed  infection,  and 
cold  abscesses  should  be  treated  by  rest,  or,  if 
they  become  too  large,  by  aspiration. 

A number  of  conditions  so  closely  simulate 
this  that  the};'  are  indistinguishable  unless  one 
of  the  following  has  been  done : 

1.  Demonstration  of  the  organism  in  ma- 
terial from  abscess  or  abscess-wall. 

2.  Microscopical  examination  of  tissue  re- 
moved at  operation. 

3.  Demonstration  of  the  organism  by  animal 
inoculation  of  material  removed  from  the  af- 
fected joint.  A positive  diagnosis  of  tubercu- 
losis can  not  be  made  without  one  of  these. 

Some  years  ago  it  was  considered  very 
dangerous  to  explore  a joint,  but  with  present 
technique  and  methods  of  approach,  a joint 
may  be  explored  with  just  as  much  propriety 
as  the  abdomen,  and  the  leading-  men  in  the 
field,  as  Dr.  Nathaniel  Allisson  and  Dr.  Russell 
Llibbs  are  advocating  exploration  in  any 
strongly  suggestive  case,  for  only  by  such 
means  can  an  absolute  diagnosis  be  made,  and 
treatment  be  directed  intelligently. 

The  treatment  of  this  condition  follows 
logically  the  picture  of  repair.  Thirty  3^ears 
ago  very  radical  operations  were  done  with 
the  idea  of  removing  all  diseased  tissue,  but 
healthy  bone  was  infected  in  the  process,  and 
the  results  in  most  cases  were  poor,  if  not  fatal. 

Following  this,  operative  treatment  was 
abandoned,  and  braces  and  plaster  used  with 
about  as  poor  results. 

In  recent  years,  operative  procedures  have 
been  developed  by  which  ankylosis  can  be  pro- 
duced in  a minimum  length  of  time  with  a 
minimum  of  operative  risk.  Since  ankylosis  is 
the  only  method  of  cure  in  this  condition,  why 
not  obtain  this  in  the  shortest  time,  with  the 
least  risk,  and  get  the  patient  back  into  normal 
active  life  as  quickly  as  possible? 


STATISTICAL  STUDY  OF  DEATHS  FOL- 
LOWING PROSTATECTOMY.* 

By  R.  M.  LeCOMTE,  M.  D.,  F.  A.  C.  S.,  Washington,  D.  C. 
Associate  Professor  of  Genito-Urinary  Surgery,  Georgetown 
University  School  of  Medicine  ; Associate  in  Genitro-Urinary 
Surgery,  Georgetown  University  Hospital  ; Attending  Urolo- 
gist, Gallinger  Hospital. 

With  a view  of  ascertaining  the  relative 
frequency  of  the  different  factors  which  de- 
feat the  genito-urinary  surgeon  in  his  en- 

*Read before  the  Medical  Society  of  the  District  of  Columbia, 
Washington,  October  14,  1925. 


deavors  to  bring  his  patient  safely  through 
prostatectomy,  a search  was  made  for  re- 
ported cases  in  which  sufficient  information 
was  set  down  to  give  the  data  desired.  Since 
single  cases  are  ordinarily  reported  only  be- 
cause of  the  rarity  of  some  condition  observed 
and  a small  number  of  cases  would  not  be 
comprehensive  enough  to  show  the  true  in- 
cidence of  each  condition  that  had  occurred, 
it  was  thought  that  only  series  of  at  least 
twenty- five  fatalities  occurring  in  the  prac- 
tice of  one  surgeon  should  be  included  in 
the  study.  The  search  brought  to  light  only 
live  articlesf  adequate  for  the  purpose  out- 
lined. 

The  material  includes  reports  from  1906  to 
date,  practically  two  decades  and  a period  dur- 
ing which  practice  in  treating  prostatism  has 
changed  markedly.  With  the  exception  of  the 
series  reported  by  Deaver,  in  which  the  mode 
of  operation  was  not  stated  for  the  individual 
case,  the  reports  included  only  deaths  follow- 
ing the  supra-pubic  operation.  So  far  as 
could  be  determined,  cases  of  prostatic  car- 
cinoma were  not  included  in  the  reports. 

A compilation  of  the  one  hundred  and 
ninety-six  fatalities  thus  reported  and  a group- 
ing of  them  according  to  the  relation  that  the 
cause  given  in  each  bore  to  the  disease  and 
the  operation,  gave  four  main  headings: 

1.  A miscellaneous  group,  comprising 
twenty-five  cases,  or  12.75  per  cent,  in  which 
the  cause  given  bore  no  definite  relation  to 
either  disease  or  operation  or  was  described 
bjr  so  indefinite  a term  as  not  to  admit  of  ac- 
curate classification.  They  have  been  included 
in  the  study  only  so  that  other  causes  might 
not  gain  undue  importance  because  of  their 
omission. 

2.  A second  group,  in  which  the  cause  might 
easily  have  caused  death  had  no  operation  been 
done  to  relieve  the  urinary  obstruction.  This 
group  numbers  thirty-one  cases,  15.81  per  cent, 
and  cannot  be  charged  to  the  operation.  Of 
this  number,  eight  cases,  4.08  per  cent,  were 
due  to  generalized  infection,  sepsis  or  pyemia, 
and  the  remainder,  twenty-three  cases,  11.73 
per  cent,  to  infection  of  some  part  of  the 
urinary  tract.  Those  set  down  as  clue  to  pyelo- 
nephritis, eight  cases,  4.08  per  cent,  have  also 

tTenny  and  Chase:  Jour.  A.  M.  A.,  1906,  46  p.,  1429. 

Freyer:  Brit.  Med.  Jour..  1912,  (2)  Oct.  5,  868. 

Deaver:  Arch,  of  Surg:.,  1921,  II,  2 (Mar.),  231. 

Marion:  Encyc.  Francaise  d’Urol.,  Paris,  1923,  Vol.  VI,  242. 

MacDonald : Cited  by  Marion,  1.  c. 
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been  included  as  though  due  to  renal  insuffi- 
ciency, since  persistent  or  severe  kidney  infec- 
tions commonly  produce  death  in  that  way. 
Nine  cases,  4.59  per  cent,  in  which  the  loca- 
tion of  the  urinary  infection  was  not  stated, 
have  also  been  ascribed  to  renal  insufficiency 
since  the  reporter,  Marion,  included  the  six 
cases  of  perivesical  infection  in  his  series,  and 
it  is  reasonable  to  suppose  that,  had  the  cases 
in  question  been  bladder  infections,  he  would 
have  specified. 

3.  A third  group  was  due  to  incidents  or 
accidents  occurring  during  or  resulting  from 
the  operation.  These  include  thirty-four 
deaths,  or  17.35  per  cent.  In  this  group,  shock 
and  hemorrhage  hold  the  greatest  number — 
twenty-live  cases,  or  12.76  per  cent.  Hemor- 
rhage alone  is  given  as  the  cause  in  only  a 
small  number — three  cases,  or  1.53  per  cent. 
Study  of  the  original  reports  leads  to  the 
belief  that  the  reporters  were  either  doubtful 
as  to  the  extent  to  which  the  shock  encountered 
might  have  been  due  to  the  bleeding  that  had 
taken  place  or  had  disregarded  the  hemor- 
rhage factor  altogether.  Tenny  and  Chase 
group  them  together ; Marion  reports  onty 
hemorrhage,  while  Freyer,  MacDonald,  and 
Deaver  report  shock  deaths  but  none  from 
hemorrhage.  It  is  believed  that  the  figure 
given  for  hemorrhage,  1.53  per  cent,  is  much 
below  the  actual  incidence  and  that  even  slight 
or  moderate  bleeding  may  have  considerable 
bearing  in  producing  shock  or  even  more  re- 
mote complications,  such  as  kidney  insufficiency 
or  circulatory  embarrassment. 

4.  The  fourth  group  includes  deaths  that 
were  set  down  as  due  to  disease  of  the  kidneys, 
heart  or  lungs.  While  some  of  these  deaths 
undoubtedly  came  from  deficiencies  due  to  the 
advanced  age  at  which  prostatism  occurs,  some 
to  the  secondary  effects  of  urinary  obstruc- 
tion, some  to  the  operation  done,  and  others 
to  a combination  of  these,  the  information 
at  hand  is  not  sufficient  to  make  a satisfactory 
separation  on  etiological  grounds  and  they 
have  been  grouped  according  to  the  organ  af- 
fected. This  group  is  the  largest  of  the  four 
and  comprises  one  hundred  and  twenty-three 
cases,  or  62.73  per  cent. 

In  dealing  with  prostatism,  prostatectomy  is 
seldom  forced  upon  us:  a very  ill  patient,  even 
with  complete  retention,  can  generally  be  tem- 
porarily relieved  by  catheterization  and,  if 


this  is  impossible  or  impracticable,  a cystot- 
omy may  be  done.  The  patient  is  usually  im- 
proved by  either  of  these  procedures,  but  if  he 
does  not  regain  sufficient  strength  to  undergo 
prostatectomy,  life  with  a suprapubic  drain 
and  bag  is  not  unsupportable.  Failure  to  im- 
prove after  drainage  has  been  established  is 
generally  due  to  irremediable  damage  of  the 
vital  organs. 

Since  the  greatest  proportion  of  prostatec- 
tomy deaths  come  from  definite  disease  of  these 
vital  organs,  reduction  in  mortality  rates  will 
largely  depend  upon  the  accuracy  with  which 
their  functional  capacity  can  be  established. 
But  it  is  not  sufficient  to  estimate  the  actual 
functional  capacity;  experiments  have  shown 
that  three-fourths  of  the  kidney  substance  of 
an  animal  may  be  removed  without  causing 
death ; it  has  been  estimated  that  life  may  be 
sustained  with  but  one-fifth  of  the  normal 
aeration  area  of  the  lungs  functioning  and 
it  is  a matter  of  common  clinical  experience 
that  patients  with  severe  and  extensive  lesions 
of  the  circulatory  apparatus  may  live  for  a 
long  time  only  to  succumb  to  some  slight  strain 
which  would  not  in  the  least  affect  a normal 
individual.  For  these  reasons,  in  establishing 
a prognosis  for  prostatectomy,  it  is  necessary 
that  the  reserve  power  be  accurately  estimated. 
LTnfortunately,  we  have  no  method  by  which 
this  can  be  done  and  the  subject  of  the  experi- 
ment survive  so  that  we  can  only  reach  an 
approximate  conclusion  by  analysis  of  data 
obtained  before  operation  and  a checking  up 
of  it  with  the  post-operative  result. 

Renal  insufficiency  or  uremia  accounts  for 
eighty  cases,  or  40.80  per  cent  of  the  whole. 
Anatomically  the  only  constant  feature  of  this 
condition  is  some  form  or  other  of  destructive 
kidney  lesion.  Clinically  it  serves  to  account 
for  various  symptoms  and  signs  from  cramps 
in  the  calves  of  the  legs  and  cold  feet  to  anuria 
and  sudden  death;  the  constant  clinical  fea- 
ture is  a deficiency  in  the  quantity  or  quality 
of  the  urine  excreted.  From  the  viewpoint  of 
pathological  physiology,  the  most  constant 
finding  is  an  increase  in  the  various  elements 
which  go  to  make  up  the  non-protein  nitrogen 
of  the  blood;  yet  cases  that  are  anatomically 
and  clinically  uremia  occur  without  any  change 
in  these  constituents,  so  that,  while  the  cause 
evidently  lies  in  a kidney  lesion,  the  actual 
mechanism  by  which  illness  and  death  are 
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produced  is  still  unknown.  The  present  idea 
is  that  it  is  due  to  retention  of  a toxin  which 
makes  up  a part  of  the  undetermined  nitro- 
gen of  the  blood,  but  we  have  no  more  exact 
idea  than  this,  as  to  what  this  toxin  is,  whether 
it  is  a normal  product  of  metabolism  which 
fails  of  excretion  or  whether  it  is  an  abnor- 
mal one  generated  quickly  just  before  the  de- 
velopment of  grievous  symptoms.  V hatever 
it  may  be  and  whatever  its  origin  the  toxin  is 
probably  eliminated  by  the  kidneys  and,  if 
we  are  to  avoid  operative  deaths  from 
uremia,  the  function  of  the  kidney  must  be 
carefidly  estimated  and  due  consideration  be 
given  to  any  deficiency  that  is  found. 

The  function  of  the  kidney  is  complex  and, 
despite  the  hypotheses  that  have  been  formu- 
lated and  the  experimental  work  that  has  been 
done,  the  details  are  still  largely  a matter  for 
conjecture.  In  brief,  it  subserves  five  major 
functions : 

1.  An  important  part  in  the  maintainance 
of  the  fluid  equilibrium  of  the  bod}r. 

2.  An  important  part  in  the  maintainance 
of  the  salt  concentration  of  the  fluids  of  the 
body. 

3.  An  important  part  in  the  removal  of  the 
acid  waste  products  of  metabolism,  perhaps 
the  most  important  part  in  the  maintainance 
of  the  normal  H-ion  concentration  of  the 
blood. 

4.  The  most  important  avenue  for  the  re- 
moval of  the  waste  products  of  protein  meta- 
bolism. 

5.  The  excretion  of  certain  toxic  and  non- 
toxic substances  when  these  occur  in  the  blood 
at  all  or  in  excess  of  a certain  amount. 

If  the  fluid  or  salt  equilibrium  of  the  body 
tissues  or  fluids  is  changed,  illness  marked  by 
the  presence  of  subcutaneous  edema  quickly 
results. 

Some  degree  of  acidosis  probably  occurs  in 
all  severe  kidney  disease,  but  it  may  occur  in 
the  absence  of  any  kidney  lesion;  and  the 
measurable  margins  between  the  normal  and 
absolutely  fatal  limits  of  it  are  too  narrow  and 
may  be  too  quickly  traversed  for  its  measure- 
ment to  be  taken  as  a test  of  kidney  function. 

Estimation  of  kidney  function  by  measuring 
the  products  normally  excreted  in  the  urine  is 
not  a satisfactory  method  because  it  can  give 
only  an  idea  of  the  material  removed  and 
leaves  us  in  ignorance  of  the  amounts  retained. 


Clinical  study  of  the  retention  of  the  end  prod- 
ucts of  nitrogenous  metabolism  has  been  prac- 
ticable for  only  a short  time  and  has  been  made 
possible  by  simplification  of  the  technique  of 
estimation  by  Myers,  Marshall,  Folin  and 
others  since  1910. 

'Without  reviewing  in  detail  the  work  that 
has  been  done,  our  present  view  is  that  the 
non-protein  nitrogen  of  the  blood  comprises 
an  excretory  portion  consisting  of  urea,  uric 
acid,  creatinin,  creatine  and  ammonia,  an  in- 
termediate portion  made  up  of  amino  acids 
and  an  undetermined  portion  which  is  com- 
puted by  subtraction. 

Study  of  kidney  disease  on  the  basis  of  blood 
nitrogen  retention  indicates  that  there  are  two 
types  of  nephritis  with  such  retention,— the 
nephritic,  in  which  the  retained  urea  is  more 
than  50  per  cent-  of  the  total  non-protein  nitro- 
gen, and  the  toxemic,  which  is  well  illustrated 
by  the  findings  in  eclampsia,  in  which  the  urea 
is  less  than  one-half  of  the  non-protein  nitro- 
gen content.  Clinical  experience  indicates 
that  for  practical  purposes  the  determination 
of  the  urea  ratio  is  as  satisfactory  as  the  more 
laborious  and  detailed  estimation  of  the  other 
elements  which  make  up  the  non-protein  nitro- 
gen and  that,  if  the  urea  content  is  not 
markedly  increased  and  represents  more  than 
one-half  of  the  non-protein  nitrogen,  the  toxic 
element  is  low  enough  to  be  considered  normal. 

Following  the  course  of  prostatism  by  blood 
nitrogen  studies,  it  is  learned  that  the  nitro- 
gen content  is  ordinarily  high  but  that  after 
the  back  pressure  has  been  relieved  and  the 
diet  and  hygiene  of  the  patient  regulated,  it 
sinks  to  a point  the  absolute  level  of  which 
depends  upon  the  amount  of  permanent  dam- 
age that  the  kidneys  have  sustained. 

Myers  (Jour,  A.  M.  A .,  Oct,,  1922,  79,  17, 
p.  1,386)  states  that  with  a blood  urea  nitro- 
gen of  below  twenty  milligrams  per  hundred 
cubic  centimeters  of  blood,  the  renal  factor 
may  be  disregarded.  With  retention  up  to 
twenty- five  milligrams,  operation  should  be 
undertaken  with  considerable  caution,  and  if 
it  is  above  that  amount,  only  after  considera- 
ble treatment. 

Estimation  of  kidney  function  by  the 
measurement  of  the  various  toxic  and  non-toxic, 
substances  excreted  in  the  urine  has  attracted 
many  workers;  thus,  the  phloridzin  test  was 
used  for  a while  and  was  followed  by  the  use 


650 


VIRGINIA  MEDICAL  MONTHLY. 


[January, 


of  different  dyes.  The  acme  of  this  method 
has  been  reached  in  the  phenolsulphoneph- 
thalein  test,  the  use  of  which  is  almost  uni- 
versal, although  methods  of  interpretation  dif- 
fer. Definite  figures  as  to  the  lower  limits  at 
which  operation  is  safe  are  seldom  given; 
custom  is  to  require  an  elimination  of  over 
20  per  cent  for  two  hours  following  injection, 
either  intravenous  or  intramuscular,  of  six 
milligrams  of  the  drug.  The  amount  excreted 
during  the  first  hour  should  be  greater  than 
that  returned  during  the  second  and  the  test 
should  be  repeated  with  approximately  the 
same  result  several  daj^s  apart. 

Diseases  of  the  lung,  mainly  pneumonia  and 
broncho-pneumonia,  account  for  the  next 
highest  number  of  organic  deaths — twenty - 
three,  or  11.72  per  cent.  Apart  from  a careful 
physical  examination  which  ordinarily  indi- 
cates only  actual  disease,  nothing  can  be  done 
to  estimate  what  the  performance  of  the  lungs 
will  be  under  the  stress  of  anesthesia  and 
operation.  The  effects  of  lung  lesions  are  gen- 
erally felt  in  other  organs,  principally  the 
heart  and  the  lesions  encountered  are  mainly 
infectious,  so  that  knowledge  of  their  func- 
tional capacity  is  not  so  important  as  it  is  in 
other  organs.  Adequate  nursing  and  operat- 
ing-room care,  with  careful  inhalation  anes- 
thesia for  as  brief  a time  as  is  practicable,  will 
do  much  to  minimize  the  lung  hazard.  Many 
of  us  believe  that  spinal  and  regional  anes- 
thesia lessen  the  lung  hazard  and  are  superior 
to  inhalation  anesthesia  for  other  reasons. 

Heart  deaths  account  for  twenty  cases,  or 
10.20  per  cent  of  the  fatalities  studied.  In 
elderly  men,  the  heart  and  kidneys  are  fre- 
quently damaged  simultaneously,  so  that  it 
is  rather  surprising  that  a larger  number  have 
not  been  set  down  as  due  to  heart  disease. 

Normal 


Mg.  per  100  cc 

Per  cent 

Urea  _ 

. _ 12 

40 

Uric  Acid 

. __  3 

10 

Creatinin  __  _ _ . . 

1 

3.3 

Amino  Acids  - . _ . 

6 

20 

Rest  Nitrogen 

8 

26.6 

Non-protein  Nitrogen  . 

30 

99.9 

. Miscellaneous: 

Cases 

Per  cent 

Progressive  cachexia 

7 

3.57 

Progressive  weakness  --- 

3 

1.53 

Asthenia _ 

3 

1.53 

Mania  ..  ... 

2 

1.02 

Cancer  of  liver 

2 

1.02 

Cerebral  hemorrhage 

2 

1.02 

Cachexia  

1 

.51 

Only  one  of  the  reporters  (Deaver,  in  four 
cases)  uses  the  term  myocarditis  to  describe 
the  cause  of  his  heart  deaths.  It  is  reasonable 
to  suppose  that  others  were  due  to  this  little 
appreciated  form  of  cardiac  disease.  The  ex- 
pression of  the  cardiovascular  power  in  a 
single  figure  for  operative  prognosis  seems  to 
have  been  accomplished  by  Moots  (Moots, 
C.  W.,  Interstate  Med.  Jour.,  1916,  23,  p. 
887).  He  applied  the  rule  devised  by  Stone 
(Stone,  W.  J.,  Jour.  A.  M.  A.,  Oct.  4,  1913, 
61,  14,  p.  1,256)  for  determining  the  relation 
between  the  work  done  by  the  cardiac  muscle 
and  the  potential  energy  stored  in  the  arterial 
walls  and  the  column  of  blood  that  they  con- 
tain to  his  surgical  cases.  This  factor  is  ob- 
tained by  reducing  the  diastolic  pressure  as 
compared  with  the  pidse  pressure  to  terms  of 
percentage.  Patients  with  a factor  between 
twenty-five  a n cl  seventy-five  are  probably 
operable, — outside  these  limits,  probably  in- 
operable. Of  one  thousand  cases  checked  up 
by  this  rule  by  Miller  ( Boston  Med.  & Surg. 
Jour.,  Jan.  2,  1919,  180,  1),  3.23  per  cent  of 
the  operable  and  23.07  per  cent  of  the  inopera- 
ble died.  To  his  report,  Miller  appends  the 
following  note : “Some  of  the  cases  classed  as 
inoperable  underwent  minor  operations  safely 
and  some  of  those  classed  as  operable  died 
after  very  serious  operations,  but  under  cir- 
cumstances which  could  not  have  been  readily 
predicted.”  This  rule  has  been  further  modi- 
fied for  major  operations  by  Dr.  Frank  Dueli- 
ring,  who  brought  it  to  my  attention.  Accord- 
ing to  his  experience,  factors  between  thirty- 
five  and  sixty-five  are  good  risks ; between 
twenty-five  and  thirty-five,  and  between  sixty- 
five  and  seventy-five  poor  risks,  while  below 
twenty-five  and'  above  seventj'-five  are  almost 
certain  fatalities. 


Nephritic  Toxemic 


. per  100  g.c.  Per  cent 

Mg.  per  100  c.c. 

Per  cent 

100 

71.0 

16.0 

32 

15 

10.8 

8.3 

16 

13 

9.4 

1.8 

4 

4 

2.9 

6.0 

12 

8 

5.8 

18.0 

36 

140 

99.9 

50.1 

100 

Cases 

Per  cent 

Collapse  — 

1 

.51 

Acute  pancreatitis  — 

1 

.51 

Heat  stroke  - 

1 

.51 

Meningitis 

1 

.51 

Gastroenteritis 

...  1 

.51 

Total  miscellaneous- 25 

12.75 
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Cases  Per  cent 


II.  Incident  to  Prostatism: 

Urinary  infection: 

Location  not  stated 9 4.59 

Pyelonephritis 8 4.08 

Perivesical  6 3.06 

Total  urinary  infection 23  11.73 

Sepsis  and  pyemia 8 4.08 

Total  incident  to  prostatism  31  15.81 

III.  Operative  Incidents  or 

Accidents: 

Shock 14  7.14 

Shock  and  hemorrhage 8 4.08 

Hemorrhage  3 1.53 

Total  shock  & hemorrhage-  25  12.76 

Embolism  5 2.55 

Peritonitis  3 1.53 

Anesthesia  1 .51 

Total  operative 34  17.35 

IV.  Organic  Diseases: 

Kidney.  Uremia,  anuria  or 

renal  insufficiency 63  32.13 

Pyelonephritis 17  8.67 

Total  kidney  80  40.80 

Lung.  Bronchitis,  pneumonia, 
broncho-pneumonia  or  not 

stated  23  11.73 

Heart.  Heart  disease,  cardiac 
lesion,  myocarditis  or  not 
stated  20  10.20 

Total  organic  123  62.73 


Washington  Medical  Building , 
1801  Eye  Street , Northwest. 


PRESENT  STATUS  OF  ANTILUETIC 
TREATMENT.* 

By  T.  LATANE  DRISCOLL.  M.  D„  Richmond,  Va. 

Associate  in  Syphilology,  Medical  College  of  Virginia. 

Ehrlich’s  chemoceptor  and  side-chain  theory 
still  holds  good  in  the  determination  of  the 
therapeutic  applicability  of  drugs.  In  other 
words,  the  ratio  between  the  parasitotropy,  and 
organotropy  proportion,  determines  the  safety 
index  of  drugs.  So  it  is  important  to  bear 
this  in  mind  in  the  selection  of  arsenicals,  and 
to  have  a fixed  mental  attitude  as  to  the  ob- 
ject sought,  together  with  a definite  knowledge 
of  the  relative  efficacy  of  the  different  forms. 

It  is  possible  to  discuss  but  briefly  the  anti- 
luetic  drugs  now  available.  To  preface  these 
remarks,  it  should  be  stated  that  at  present 
no  single  drug  is  at  our  disposal  that  will  dis- 
pense with  the  others.  Intramuscular  injec- 
tion of  mercury  finds  preference  in  the  hands 
of  the  largest  dispensers  of  this  drug.  Phy- 
siologically, it  seems  preferable  to  use  the  solu- 
ble form  of  mercury,  prepared  in  a suitable 

*Read  before  the  Ex-Internes  Association  of  St.  Elizabeth’s 
Hospital. 


manner  to  eliminate  pain  to  the  greatest  de- 
gree. The  salicylates  and  benzoates  find  ap- 
plication in  the  hands  of  those  who  prefer  the 
insoluble  salts  of  mercury. 

At  the  present  time  bismuth  is  receiving 
considerable  attention  among  syphilologists 
and  many  very  satisfactory  reports  have  ap- 
peared, darkened  by  the  usual  bismuth  forms 
of  acute  intoxication,  such  as  convulsions, 
dyspnea,  lassitude,  albuminuria,  and  ulcerative 
stomatitis. 

Bismuth  preparations  may  probably  find  a 
place  in  antiluetic  therapy,  replacing  mercury 
in  some  instances  where  the  patient  has  shown 
a drug  fastness  or  possibly  an  intolerance  to 
mercury  medication.  Bismuth  has  the  advant- 
age of  possessing  both  acid  and  basic  proper- 
ties, thereby  adapting  it  to  cases  where  there 
is  need  for  an  amphoteric  condition. 

There  are  three  distinct  tjqies  of  bismuth 
compounds  available.  Bismuth  quinine  iodide, 
bismuth  oxybenzoate,  and  the  alkali  salts  of 
tartrobismuthate  comprise  the  group  now  being 
utilized. 

Bismuth  is  entirely  too  toxic  for  intravenous 
use,  and  finds  application  only  in  intramuscu- 
lar therap}".  Oily  suspensions  of  the  soluble 
and  the  insoluble  tartrobismuthates  have  been 
used,  but  in  most  instances  they  have  been 
accompanied  by  considerable  pain. 

Bismuth  alone,  like  mercury,  shows  prac- 
tically no  tiypanocidal  activity  in  sublethal 
doses,  as  pointed  out  bv  Myers  and  Corbitt 
(1923). 

In  the  fields  of  arsenicals  a much  greater 
variety  of  research  has  been  carried  out. 
Ehrlich’s  “606,”  salvarsan,  or,  in  official  terms, 
arsphenamine,  without  doubt  continues  to  be 
the  most  potent  drug  in  the  series.  To  this 
group  has  been  added  a variety  of  neoarsphe- 
namines  differing  from  the  original  in  physi- 
cal, chemical  and  therapeutic  characteristics. 

If  only  one  drug  were  available,  I believe 
that  I would  select  salvarsan,  or  silver  salvar- 
san, as  the  most  satisfactory  from  the  point 
of  view  of  clearing  up  lesions,  causing  the 
disappearance  of  organisms  and  giving  an 
ultimate  serological  result  that  woidd  be  sat- 
isfactory to  the  clinician  as  well  as  to  the  pa- 
tient. Of  all  the  drugs  available,  salvarsan 
and  silver  salvarsan  are  the  most  potent.  This 
is  proved  bjr  the  fact  that  these  two  drugs 
show  the  most  satisfactory  ratio  from  the  point 
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of  view  of  the  trypanosome  test.  This  is  a 
fairly  good  means  of  evaluating  these  drugs  in 
a comparative  manner.  I am  making  this 
statement  notwithstanding  some  of  the  com- 
mercialized  advertising  literature  that  is  avail- 
able,  but  I defy  any  academic  investigator  to 
confirm  the  alleged  potency  of  neoarsphena- 
mine  when  it  is  tried  out  according  to  the 
methods  employed  by  the  II.  S.  Public  Health 
Service.  From  a toxicological  point  of  view, 
salvarsan  will  pass  a test  on  white  rats  at 
about  200  mg.  per  kilo.  The  present  clinical 
application  is  about  400  mg.  per  60  kilo  pa- 
tient, or  about  6 mg.  per  kilo.  Therefore, 
you  see  that  the  safety  margin  is  the  ratio 
6:200  or  approximately  1:30. 

In  the  case  of  salvarsan  or  arsphenamine, 
careful  technique  in  the  preparation  of  the 
solution  must  be  carried  out,  otherwise  reac- 
tions will  result.  There  are  three  prime  fac- 
tors that  must  be  considered  in  intravenous 
injection : 

1.  Concentration  of  the  solution. 

2.  Alkalinity  of  the  solution. 

3.  The  rate  of  injection. 

Salvarsan  does  not  act  quite  as  quickly  as 
silver  salvarsan  in  clearing  up  lesions,  but  it 
produces  a more  uniform  action,  together  with 
an  exceptional  serological  effect. 

If  at  the  present  time  we  could  depend  upon 
the  doctor  to  give  the  proper  amount  of  time 
and  consideration  to  the  patient,  the  use  of 
salvarsan  would  undoubtedly  supei’sede  the 
use  of  all  other  drugs,  but  unfortunately  the 
doctor  of  the  present  day  is  looking  for  a 
“short  method”  of  treating  the  patient,  giving 
no  consideration  to  the  physiological  action 
and  the  futixre  results  that  should  be  expected 
in  the  treatment  of  syphilis.  You  will  find 
many  instances  in  which  general  practitioners 
are  empkmng  intramuscular  arsenical  treat- 
ment because  they  find  that  it  is  an  easy  way 
to  carry  out  the  task  which  really  should  be 
given  more  consideration. 

You  are  well  aware  that  arsenic  acts  par- 
ticularly upon  the  organisms  which  are  in  the 
blood  vessels  and,  therefore,  in  order  to  ob- 
tain an  abortive  treatment  before  a too  great 
invasion  of  spirochetes  has  taken  place,  in- 
travenous use  of  the  drug  is  more  desirable. 
In  this  way  the  organisms  come  directly  in 
contact  with  the  dynamic  drug  used  for  this 
purpose.  From  a serological  point  of  view  I 


believe  there  is  no  drug  superior  to  salvarsan, 
bxxt,  as  I have  pointed  out  earlier,  it  is  neces- 
sary to  administer  the  drug  in  the  proper  man- 
ner or  difficidties  will  arise.  You  would  be 
surprised  to  learn  of  the  large  number  of  men 
who  forget  to  add  alkali  to  the  solution  and 
give  the  patient  an  acid  solution  of  salvarsan, 
in  many  instances  resulting  in  death. 

In  discussing  salvarsan,  there  is  one  other 
precaution  that  should  be  noted,  namely,  that 
during  the  early  stages  of  the  disease  the  drug 
should  be  administered  frequently.  Therefore, 
it  is  believed  advisable  to  give  a 0.4  gm.  dose 
of  salvarsan  every  other  day  for  three  to  five 
injections,  so  that  a maximum  saturation  of 
the  tissues  and  the  blood  stream  may  be  ob- 
tained. Too  frequently  the  mistake  is  made 
of  delaying  the  administration  of  the  drug, 
and  also  many  times  the  injections  are  given 
a week  or  two  weeks  apart.  This  is  unsatis- 
factory in  the  primary  and  early  secondary 
stages. 

Silvar  salvarsan  will  undoubtedly  produce 
the  same  effects  as  salvarsan,  except  that  the 
serology,  dose  for  dose,  will  not  be  quite  as 
good.  In  other  words,  if  you  have  a patient, 
with  mucous  patches  or  early  secondary 
lesions,  such  as  cxitaneous  manifestations,  you 
can  remove  these  conditions  more  rapidly  with 
silver  salvarsan  than  with  any  other  drug' 
now  available.  From  a social  point  of  view 
this  is  extremely  important  because  your  pa- 
tient can  be  rendered  noninfective  in  a very 
short  time.  Actual  dark  field  examinations 
have  shown  that  the  organisms  disappear  from 
the  lesions  quickly.  Silver  salvarsan  is  ex- 
tremety  valuable  in  cases  where  a drug  fast- 
ness has  developed.  It  has  been  shown  by  a 
fairly  large  group  of  individuals  that  in  these 
old  cases  of  drug  fast  syphilis,  the  employ- 
ment of  silver  salvarsan  has  pxwluced  remark- 
able serological  effects,  changing  positive 
serums  to  negative  and  keeping  them  so  for 
periods  of  one  and  two  years. 

Silver  salvarsan  from  a toxicological  point 
of  view  is  tolerated  in  doses  of  200  to  250  mg, 
per  kilo,  and  its  trypanosome  action  is  about 
twice  that  of  salvarsan.  Hence,  the  use  of  a 
smaller  dosage  is  possible  in  the  Case  of  silver 
salvarsan. 

The  use  of  neosalvarsan  is  indicated  in 
cases  where  the  patient  does  not  tolerate  sal- 
varsan well.  We  know  that  there  are  certain 
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individuals  who  show  a marked  tendency  to- 
ward intoxication  of  the  autonomic  nervous 
system,  and  in  that  type  of  case  it  is  suggested 
that  neosalvarsan  be  tried.  Futhermore,  neo- 
-salvarsan  possesses  the  advantage  of  con- 
venience of  administration  in  that  product  is 
already  nearly  neutral. 

Neosalvarsan  is  well  tolerated  by  most  pa- 
tients. It  has  a low  toxicity  in  keeping  with 
a high  therapeutic  activity.  I think  that  it 
is  fully  established  that  neosalvarsan  corre- 
sponds very  well  with  the  high  ideals  sug- 
gested by  Paul  Ehrlich  in  his  original  investi- 
gations in  chemotherapy. 

It  is  noted  for  the  fact  that  it  is  almost  en- 
tirely a mono-substituted  product,  thereby 
possessing  a higher  therapeutic  activity  than 
those  products  which  are  di-substituted  or  con- 
tain a large  quantity  of  sulpharsphenamine  as 
an  impurity.  Please  understand  that  all  neo- 
arsphenamines  are  not  the  same  in  regard  to 
toxicity  or  therapeutic  activity  and  that  there 
is  a marked  difference  in  the  uniformity  of 
the  products. 

Sulpharsphenamine  is  a modification  of  neo- 
salvarsan which  was  tried  out  by  Paul  Ehrlich 
in  1912  and  for  some  reason  or  other  dropped 
by  him  at  that  time.  It  was  later  revived  by 
the  French  under  the  name  of  sulfarsenol. 
More  recently  some  American  investigators 
have  re-discovered  these  results  and  some  agi- 
tation in  its  favor  has  been  advanced.  Sul- 
pharsphenamine is  two  and  one-half  times  less 
active  than  neosalvarsan..  This  statement  is 
made  irrespective  of  who  may  manufacture 
the  sulpharsphenamine.  It  has  the  very  un- 
favorable property  of  producing  anemia  and 
also  a hemorrhagica  purpura  with  a profuse 
bleeding  from  the  mucous  membrane  surfaces. 
This  bleeding  cannot  be  stopped  even  by  the 
use  of  thromboplastin. 

As  far  as  I am  aware  there  is  no  real  excuse 
for  the  use  of  sulpharsphenamine,  and  per- 
sonally I regard  the  dangers  as  extremely  great 
in  its  use.  Its  toxicity  is  about  the  same  as 
that  of  neosalvarsan;  its  therapeutic  activity, 
as  I have  stated  above,  is  two  and  one-half 
times  less  than  neosalvarsan.  The  responses 
of  the  Wassermann  and  the  cutaneous  lesions 
are  not  as  good  as  those  from  arsphenamine. 

Tryparsamide  represents  a pentavalent  type 
of  arsenical.  It  is  excreted  rapidly  and  almost 
entirely  by  the  kidney.  Ninety,  per  cent  of 


it  may  be  recovered  from  the  urine  unchanged 
during  the  first  twenty-four  hours.  Its  pene- 
trability into  the  central  nervous  system  is 
very  slow.  It  has  no  spirocheticidal  action. 
During  the  first  few  weeks  after  its  applica- 
tion there  is  a remarkable  improvement  in  the 
physical  condition  of  the  patients,  but  its  later 
effects,  according  to  the  observations  made  by 
excellent  investigators  are  not  so  good.  It  un- 
doubtedly has  a very  definite  use  in  the  treat- 
ment of  human  trypanosomiasis.  Its  value  in 
the  treatment  of  neuro-syphilis  cannot  be 
definitely  stated  at  the  present  time  because 
careful  observers  realize  that  no  statements  can 
be  made  about  drugs  in  the  treatment  of  neuro- 
syphilis  inside  of  five  years  of  actual  and  con- 
tinuous observation. 

In  your  interpretation  of  the  statements 
made  above  in  regard  to  the  various  drugs, 
please  do  not  overlook  the  fact  that  I am  re- 
ferring to  uncomplicated  conditions  of 
syphilis.  If  we  have  aortic  lues  to  deal  with 
or  a very  sudden  involvement  of  the  central 
nervous  system  which  has  taken  place  only  a 
few  months  after  the  primary  infection,  vari- 
ous modifications  in  the  treatment  must  be 
made,  and  in  all  of  the  statements  that  I am 
making,  I have  certain  mental  reservations  in 
regard  to  modifications  in  the  manner  in  which 
these  drugs  may  be  used.  I am  just  making 
this  statement  because  there  are  always  certain 
exceptions  which  come  up  in  the  treatment  of 
syphilis  in  which  the  course  of  treatment  is  not 
one  of  routine.  In  fact,  as  you  have  un- 
doubtedly long  ago  realized,  the  treatment  of 
syphilis  is  one  of  individualization,  and  when- 
ever a firm  and  fast  ride  is  laid  down,  some  of 
the  patients  suffer  as  a result  of  this  scheme. 

Reference. 

C.  N.  Meyers,  Personal  Communication. 

ELECTRO  THERAPY  AS  AN  EXACT 
SCIENCE.* 

By  C.  E.  BOWLES,  M.  D.,  Pulaski,  Va. 

The  treatment  of  disease  of  the  human  body 
with  electricity  has  for  a long  time  absorbed 
the  attention  of  some  of  our  leading  men,  yet 
I,  like  most  medical  practitioners,  have  looked 
upon  it  with  much  skepticism  and  incredibility, 
often  attributing  the  favorable  results  obtained 
to  its  psychological  effect  or  the  kind  assist- 
ance of  Nature.  However,  after  considerable 

*Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Mountain  Lake,  Va.,  August  27-28,  1925. 
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study  and  research,  I became  profoundly  im- 
pressed with  the  sound  scientific  principles  un- 
derlying electrical  phenomena  and  especially 
those  occurring  as  a result  of  its  application 
to  the  body  tissues.  So  firmly  convinced  did  I 
become,  that  I had  an  electrical  equipment  in- 
stalled in  my  office  for  experimental  purposes; 
and  it  is  now  my  desire  to  make  known  to  you 
the  methods  used  and  the  results  obtained. 

Like  most  of  us  with  a new  toy,  I began  try- 
ing it  on  everything,  and  was  much  discour- 
aged to  find  that  only  occasionally  did  I ap- 
parently get  any  beneficial  results,  although  I 
followed  the  technique  of  some  very  able  men. 
I then  set  about  to  find  the  cause  of  my  fail- 
ures, which  were  more  real  than  apparent,  and 
much  to  my  surprise,  it  became  evident  that  I 
was  working  in  the  dark,  so  to  speak.  I was 
simply  applying  first  one  current  and  then 
another,  and  allowing  them  to  flow  from  five 
to  twenty  minutes,  according  to  directions, 
without  having  the  faintest  ideas  as  to  what  I 
expected  it  to  do.  I was  using  the  old  shot-gun 
prescription,  and  destroying  that  which  I had 
hoped  to  cure.  I then  worked  out  a chart  by 
which  I could  ascertain  the  current  to  be  used 
for  a definite  result,  and  a formula  to  deter- 
mine the  actual  measurements  of  the  work 
being  done,  whether  mechanical,  thermal  or 
chemical. 

I found  the  high  frequency  machine  to  be 
fitted  with  a milliampere  meter,  which  simply 
informs  us  of  the  amount  of  current  flowing, 
while  ignoring  two  very  valuable  qualities  of 
the  current — the  voltage  and  the  resistance 
met  in  its  passage  through  the  tissues.  No 
volt  meter  having  been  devised  which  is  prac- 
tical for  high  frequency,  it  was  necessary  for 
me  to  find  this  quality  with  a Wheatstone 
bridge,  or  a galvanic  current  with  a volt-  and 
ampere-meter  in  circuit.  With  either  of  these 
machines,  I was  able  to  find  the  body  tissue 
resistance,  but  with  the  galvanic  current  it  was 
necessary  to  apply  Ohms  law.  According  to 
this  law,  the  current  is  directly  proportional 
to  the  voltage,  and  inversely  proportional  to 
the  resistance;  therefore,  by  dividing  the  volt- 
meter reading  by  the  ampere-meter  reading,  we 
arrive  at  the  resistance.  Then,  by  applying 
the  high  frequency  current  to  the  tissue  of 
known  resistance  and  multiplying  the  known 
resistance  by  the  milliampere  reading  of  the 
high  frequency  current  in  fractions  of  the 
ampere,  I was  able  to  find  the  high  frequency 


voltage.  This  gave  me  accurate  measurement 
of  the  current  in  amperes,  of  the  pressure  in 
voltage,  and  of  the  tissue  resistance  in  Ohms. 

My  next  problem  was  to  determine  what  I 
desired  the  current  to  do,  for  electric  energy  is 
cajDable  of  being  transformed  in  three  ways: 
thermal,  mechanical  or  chemical.  Every  current 
has  these  three  qualities,  but  anyone  or  two  of 
them  may  be  intensified  at  the  expense  of  the 
other  by  following  definite  electro-magnetic 
laws.  This  is  done  in  the  various  makes  of 
electric  machines,  which  deliver  a definite  cur- 
rent at  the  electrodes,  but  if  any  one  of  the 
conditions,  voltage  or  resistance,  be  changed, 
as  in  applying  the  electrodes  to  the  body,  the 
amount  of  current  flow  is  also  changed  and 
the  ell’ect  of  the  current  is  modified  as  to  its 
thermal,  mechanical  or  chemical  action.  This 
feature  probably  accounts  for  much  of  the 
skepticism  among  physicians  who  are  not  well- 
grounded  in  the  fundamental  laws  of  physics. 

There  are  two  principal  currents,  alternat- 
ing and  direct,  both  of  which  are  capable  of 
many  modifications,  each  accomplishing  a 
definite  result.  The  alternating  current  flows 
first  one  way  and  then  reverses,  with  each 
make  and  break  of  the  current,  and,  therefore, 
has  practically  no  chemical  effect  of  its  own. 

The  high  frequency  is  a alternating  current, 
with  from  60,000  oscillations  per  second  up. 
The  oscillations  are  so  rapid  that  the  muscle 
can  not  respond  to  each  oscillation.  It  pro- 
duces, therefore,  a cellular  bombardment,  with 
mechanical  work  of  a molecular  nature,  and 
also  sets  up  heat  waves.  The  D’Arsonval,  or 
bipolar  high  frequency,  is  so  arranged  that 
these  effects  may  be  modified,  the  effect  vary- 
ing from  intense  molecular  work  to  intense  heat 
production.  This  current  has  practically  no 
chemical  effect  of  its  own,  although  chemical 
reactions  in  the  tissues  probabty  occur  as  a 
result  of  the  increased  cellular  temperature. 

The  Tesla  is  a high  frequency  current  with 
a very  high  voltage  and  medium  amperage, 
while  the  Oudin  has  an  extremely  high  volt- 
age and  very  low  amperage.  These  two  cur- 
rents have  very  little  heating  effect,  and  their 
principal  action  is  cellular  bombardment  and 
molecular  mechanical  work,  although  the  re- 
verse is  true  when  the  resistance  is  lowered 
and  the  voltage  is  greatly  increased.  The  modi- 
fied effect,  due  to  changes  in  amperage,  volt- 
age and  resistance,  is  true  of  both  the  alter- 
nating and  direct  currents.  The  direct,  con- 
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tinuous,  or  galvanic  current,  is  of  low  tension, 
and  flows  only  in  one  direction,  that  is,  the 
positive  flows  one  way  and  the  negative  in  the 
opposite  direction.  Therefore,  the  chemical 
constituents  of  the  electrodes  are  driven  into 
the  tissues  and  produce  anabolic  or  katabolie 
changes.  This  current  has  marked  polarity 
and,  if  suddenly  switched  on  or  oft',  produces 
mechanical  work  in  the  form  of  muscular  con- 
tractions. 

J.  J.  Thompson,  in  his  series  of  investiga- 
tions of  the  cathode  discharge,  was  able  to 
make  measurements  of  the  ratio  of  the  electric 
charge  to  the  mass  of  particles  of  matter  pro- 
jected from  the  cathode,  and  to  show  that  this 
electric  charge  was  identical  with  the  atomic 
electric  charge  carried  by  the  hydrogen  atom 
in  the  act  of  electrolysis,  but  that  the  mass  of 
the  cathode  particles  was  only  one  two-thou- 
sands part  of  the  mass  of  the  Iwdrogen  atom; 
and  Prof.  J.  Larmon  has  shown  the  chemical 
atoms  to  be  collections  of  positive  and  negative 
electrons.  This  has  been  sustained  by  many 
others,  and  the  experiments  of  Madam  Curie 
seem  to  settle  the  matter.  She  found  the 
radium  radiations  to  consist  of  three  kinds — 
alpha,  beta  and  gamma — the  alpha  rays  being 
positive,  the  beta  rays  negative,  and  the  gamma 
rays  neither  positive  or  negative  and  therefore 
neutral. 

The  force  of  these  experiments  has  caused  us 
to  look  upon  electricity  as  a collective  name 
for  electrons  in  flow,  which  in  turn  must  be 
considered  as  constituents  of  the  chemical 
atoms.  This  point  was  given  particular  em- 
phasis by  me  at  the  Roanoke  meeting  of  the 
State  Society.  It  brings  us  to  a consciousness 
of  the  fact  that,  since  atoms  of  matter  are  com- 
posed of  congeries  of  electrons,  the  inertia  of 
matter  means  the  inertia  of  the  electro-mag- 
netic media,  and  the  operation  of  the  electric 
current  consist  of  a diffusion  or  movement  of 
these  electrons  through  matter,  and  is  con- 
trolled by  the  laws  of  diffusion,  which  are 
similar  to  those  of  diffusion  of  liquids  and 
gasses.  This  is  particularly  true  in  using  the 
direct  current,  but  another  important  factor 
comes  into  prominence  in  using  the  alternating- 
current,  for,  whenever  the  electrons  or  current 
are  accelerated  or  retarded,  that  is,  whenever 
the  velocity  of  the  electron  is  changed,  electric 
or  heat  waves  are  produced.  Heat  being  one 
of  the  forms  of  motion,  as  the  heating  effect 
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increases,  the  mechanical  work  decreases,  but 
the  more  resistance  that  is  met,  the  more  is 
the  mechanical  work  done  relatively  increased 
and  the  heat  diminished.  These  facts  are  sus- 
tained by  the  experiments  of  Hermann,  Ray- 
mond and  Sanderson,  and  are  applicable  to  the 
alternating  current,  of  which  there  are  many 
varieties,  as  the  Tesla,  Oudin,  diathermy,  sinu- 
soidal, etc.,  each  varying  in  its  proportion  of 
thermal,  mechanical  and  chemical  action. 
These  same  phenomena  occur  when  the  direct 
or  galvanic  current  is  used,  but  when  used  as 
a continuous  current  of  medium  voltage,  its 
effect  is  almost  purely  chemical.  This  being 
the  case,  we  find  that  tiny  particles,  or  elec- 
trons, are  projected  from  both  electrodes  and 
diffused  into  the  tissues.  From  experiments, 
we  know  that  this  diffusion  is  not  only  inter- 
cellular but  intracellular  as  well,  so  that  chemi- 
cals are  actually  driven  into  the  cell  proto- 
plasm, from  which  they  may  be  recovered. 
Thus,  the  positive  pole  is  used  to  introduce  the 
metal  ions  and  bases,  while  the  negative  pole 
introduces  acid  radicals  and  the  halogens,  in 
conformity  to  the  magnetic  law  of  attraction 
and  repulsion.  Wm,  Morton,  Benton  Massie, 
Sir  Lewis  Jones  and  R.  W.  MacKenna  have 
recorded  some  very  interesting  experiments 
along  this  line,  the  principal  conclusion  being 
that  foreign  ions  are  diffused  into  the  body 
tissues  in  direct  proportion  to  the  milliamper- 
age  of  the  current  and  the  time  of  its  flow. 

Massie,  in  Practical  Electro-Therapeu- 
tics and  Diatherm37,  gives  a long  list  of  the 
quantity  of  ions  diffused  by  a given  current 
and  the  relative  velocity  of  the  ions,  of  which 
I shall  mention  only  two.  He  shows  that  the 
an-ion  chlorine  and  cat-ion  potassium  both 
have  a relative  velocity  of  one,  and  flow  into 
the  tissues  at  the  rate  of  practicalty  0.4  milli- 
grams per  coulomb  of  current.  A coulomb  is 
the  measure  of  one  ampere  of  current  flowing 
for  one  second.  The  an-ion  iodine  has  a 
velocity  one-half  faster  than  the  cat-ion 
mercury,  yet  both  flow  into  the  tissues  at  the 
rate  of  practically  1.2  milligrams  per  coulomb 
of  current.  As  a practical  illustration,  sup- 
pose we  apply  a continous  or  galvanic  current 
of  y2  ampere,  with  a pressure  of  10  volts,  and 
allow  the  current  to  flow  for  five  minutes  or 
300  seconds,  using  a solution  of  potassium 
chloride  as  the  electrodes.  This  would  be  150 
coulombs  of  current,  which,  multiplied  b}7  the 
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0.4  milligrams  of  potassium  and  chlorine, 
would  show  that  60  grains  each  had  been  in- 
jected into  the  tissues,  while  the  same  current 
would  inject  180  grams  each  of  iodine  and 
mercury.  Since  these  chemicals  are  diffused 
into  the  cell  protoplasm,  it  is  evident  that  the 
local  effect  would  be  more  rapid  and  powerful 
and  the  systemic  effect  greatly  prolonged.  I 
have  found  this  true  in  the  application  of 
cocaine  and  silver  solutions  to  the  nose  and 
throat.  Cocaine  is  diffused  at  the  rate  of  3. 
milligrams  per  coulomb  of  current  and  pene- 
trates to  a depth  of  2 millimeters  in  five 
minutes,  according-  to  Leduc,  while  silver  is  in- 
jected  at  the  rate  of  1.1  milligrams  per  coulomb 
of  current  and  penetrates  to  the  same  depth,  in 
granulation  tissue  the  penetration  being  much 
greater. 

It  may  be  of  interest  to  side-track  for  a 
moment  and  apply  this  to  our  food  values  in 
calories.  The  human  organism  requires  2,281,- 
400  calories  of  heat  every  twenty-four  hours 
to  maintain  equilibrium.  Of  this,  the  intake 
consists,  according  to  Ivirke.  of  protein  400,- 
000  calories,  fats  906.900  calories,  and  carbohy- 
drates 974,500.  To  furnish  this  electrically 
would  require  814,385  calories  of  carbon,  481,- 
798  calories  of  oxygen,  1,014,045  calories  of 
hydrogen,  64,000  calories  of  nitrogen,  and 
4.000  calories  of  sulphur.  This  would  require 
three  daily  applications,  as  follows:  carbon  66 
minutes,  hydrogen  96  minutes,  oxygen  62 
minutes,  etc.  This  does  not  concern  us  so  much 
at  this  time,  and  is  only  mentioned  as  a pos- 
sible therapeutic  measure  to  be  utilized  in  the 
future  in  maintaining  body  equilibrium  where 
the  normal  digestive  functions  are  in  abeyance, 
but  it  does  illustrate  the  mathematical  exact- 
ness as  applied  to  the  direct  current.  The  work 
of  Prof.  Baly,  Heilbron,  and  Dr.  Coward  with 
the  ultraviolet  ray  leads  to  the  conclusion 
that  the  carbolwdrates  and  protein,  as  well  as 
the  vitamines,  are  a result  of  the  chlorophyl 
or  carotin  being  built  up  into  formaldehyde 
and  later  into  these  substances,  through  the 
chemical  action  of  the  ultraviolet  ray,  and, 
since  the  action  of  the  ultraviolet  ray  and 
the  electric  current  are  identical  from  a chemi- 
cal standpoint,  it  is -evident  that  a considera- 
tion of  the  individual  part  to  be  treated  is 
necessary  before  we  can  know  the  chemical  re- 
actions taking  place  in  the  tissues,  for  the 
chemical  ions  injected  would  react  with  the 


chemicals  of  the  tissue  in  accordance  with 
definite  electro-chemical  laws.  This  particu- 
lar phase  exposes  our  ignorance  of  the  chemi- 
cal composition  of  man,  but,  from  what  we  do 
know,  fair  calculations  may  be  made  and  will 
at  least  be  as  accurate  as  the  administration  of 
drugs  by  mouth  or  hypodermically.  We  know 
that  the  carbohydrates,  fats  and  their  deriva- 
tives are  composed  of  carbon,  hydrogen  and 
oxygen  and  that  from  76  to  84  per  cent  of  pro- 
tein is  carbon,  hydrogen  and  oxygen,  leaving 
from  16  to  24  per  cent  of  the  protein  to  be 
formed  by  nitrogen,  sulphur,  sodium,  potas- 
sium, iron,  chlorine,  etc.  We  have  reason, 
therefore,  to  believe  that  the  C H O groups 
are  responsible  for  most  of  the  reactions,  es- 
pecially in  the  incipient  stage.  Of  these,  the 
elements  of  the  lowest  atomic  weight,  as  hydro- 
gen and  oxygen,  are  probably  most  affected  by 
the  current.  According  to  Thompson,  the  only 
difference  between  the  elements  is  the  number 
of  atoms  and  electrons,  and,  as  he  has  shown, 
the  electron  is  ony  1/2000  part  of  the  hydrogen 
atom,  while  the  oxygen  atom  has  been  found 
to  contain  32,000  electrons.  From  this  it  is 
evident  that,  if  we  can  inject  30,000  additional 
electrons  into  the  hydrogen  atom,  the  result 
will  be  oxygen.  We  would  then  have  an  excess 
of  oxygen  in  the  tissue,  which  would  react 
with  hydrogen  to  form  water,  and  with  car- 
bon to  form  carbonic  acid.  While  this  is  a 
speculative  reaction,  yet  we  do  know  that 
sweating  under  the  cathode  is  the  rule,  and 
that  muscle  tissue  can  be  made  to  react  and 
produce  oxidation  products,  like  carbonic  acid, 
in  at  atmosphere  containing  no  oxygen.  Oxy- 
gen is  not  free  in  muscle  tissue,  but  enters  into 
a complex  hypothetical  compound  called  i no- 
gen. On  the  muscle  contracting,  this  is  broken 
up  into  carbonic  acid,  sacro-lactic  acid,  and  a 
protein  called  myosin.  It  would  seem  that 
this  knowledge  makes  our  electrical  calcula- 
tions fairly  accurate  as  to  the  chemical  changes 
occurring  in  the  tissues,  while  it  also  helps  to 
explain  its  action  on  uric  acid  deposits.  The 
formula  of  uric  acid  being  Cs  H4  N.j  O3,  on  hav- 
ing one  hydrogen  atom  converted  into  oxygen, 
and  taking  up  one  sodium  atom,  it  becomes 
C5  H3  Na  N4  03  or  acid  sodium  urate,  in  which 
form  it  is  excreted  in  the  urine.  We  would 
naturally  expect  different  results  from  tissues 
of  different  chemical  composition,  many  of 
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which  will  be  known  only  after  careful  analy- 
sis. 

The  Alternating  or  High  Frequency 
Current. 

Time  will  not  permit  me  to  go  into  this 
type  of  current  very  fully,  but  the  tjqie  of 
current  desired  can  be  readily  selected  from 
the  electrical  chart,  and  one  example  will 
demonstrate  the  accuracy  with  which  it  may 
be  applied.  This  is  a variable  current,  with 
from  60,000  oscillations  per  second  up,  and 
has  practically  no  chemical  effect  of  its  own, 
although  chemical  tissue  changes  take  place  as 
a result  of  the  increased  cellular  temperature. 
If  Ave  apply  this  current  to  a body  of  800  ohms 
resistance  and  let  y2  ampere  flow  for  five 
minutes  or  300  seconds,  with  a pressure  of  400 
volts,  our  result  will  be  quite  different.  There 
is  no  chemical  effect,  its  action  being  of  a molec- 
ular mechanical  nature  and  heat  production. 
In  order  to  measure  this,  we  multiply  the 
voltage  400  b}T  the  y2  ampere  and  this  by  the 
300  seconds,  which  gives  us  60,000  joules  of 
molecular  mechanical  work  done.  Then  to  find 
the  amount  of  heat  produced  in  the  tissues,  we 
multiply  this  product  by  .24,  as  this  is  the  heat 
equivalent  of  joules  in  calories,  and  we  find 
that  14,400  calories  of  heat  is  produced  in  the 
tissues.  As  before  stated,  any  change  in  one 
or  two  qualities  of  the  current  modifies  its 
effect,  and  as  the  resistance  decreases,  the  heat 
increases.  Suppose,  now,  we  apply  the  same 
current  to  the  wrist  of  100  ohms  resistance; 
then,  to  find  the  amount  of  current  flowing, 
with  a given  pressure  of  400  volts,  we  divide 
the  resistance  into  the  voltage,  which  gives  us 
4 amperes.  This  would  produce  considerable 
destruction  of  the  tissues.  The  resistance  hav- 
ing been  decreased,  the  mechanical  work  neces- 
sary to  overcome  this  is  decreased,  while  the 
heat  is  increased,  so  it  becomes  necessary  for 
us  to  reduce  the  current.  The  amperage  being 
directly  proportional  to  the  voltage  and  in- 
versely proportional  to  the  resistance,  it  is 
necessary  either  to  reduce  the  voltage  or  in- 
crease the  resistance  by  artificial  means. 

Most  electric  machines  have  a fixed  voltage, 
and  it  is  necessary,  therefore,  for  us  to  add 
additional  resistance  in  the  form  of  wire  coils, 
in  order  to  have  the  same  amperage.  This  is 


readily  accomplished  with  the  Wheatstone 
bridge,  which  contains  coils  of  definite  resist- 
ance, usually  of  10,  100  and  1,000  ohms  resist- 
ance, etc.  The  results  obtained  in  following 
this  technic  have  been  very  gratifying  to  me, 
and  it  seems  evident  that  its  therapeutic  value 
in  the  treatment  of  disease  is  not  only  practi- 
cal, but  accurate  and  scientific,  when  admin- 
istered by  those  well-grounded  in  the  funda- 
mental sciences. 

Case  Reports. 

No.  1. — This  consists  of  nine  cases  of  acute 
dacryocystitis  of  from  two  days  to  three  weeks’ 
standing,  about  one-third  of  them  having  re- 
ceived previous  treatment  from  their  physi- 
cians. The  symptoms  varied  from  mild  in- 
flammation in  the  region  of  the  tear  sac  to 
marked  inflammatory  involvement  of  the  lids 
and  conjuctiva.  Treatment  consisted  of  cellu- 
lar bombardment  and  molecular  massage  with 
cathode  rays,  using  the  Soule  eye  vacuum  elec- 
trode once  daily  for  four  days. 

Results : In  four  cases  the  inflammatory 
symptoms  were  relieved  in  twenty-four  hours, 
at  which  time  there  was  every  appearance  of 
a normal  condition.  Three  more  treatments 
were  given,  and  argyrol  dropped  into  the  eye 
passed  readily  into  the  inferior  meatus.  Four 
weeks  later,  one  of  these  cases  returned,  and  I 
found  the  tear  sac  greatly  distended  but  not 
tender.  Another  treatment  was  given  and  pa- 
tient returned  the  next  day  apparently  nor- 
mal. I gave  him  four  more  treatments.  The 
other  cases  responded  after  four  treatments. 

No.  2.  Mrs.  — , age  twenty-six,  was  a case 
of  chronic  lacunar  tonsillitis,  preceded  by  an 
acute  attack  of  three  weeks’  duration.  Re- 
ferred to  me  by  Dr.  G.,  who  had  been  treating 
her.  The  symptoms  complained  of  by  the  pa- 
tient were  severe  sore  throat  and  great  pain 
on  swallowing.  Her  voice  was  husky  and 
even  speaking  caused  considerable  pain.  I 
found  the  tonsils  full  of  ulcers  and  almost 
touching.  There  Avere  about  fifty  sores  on 
her  face,  arms  and  body,  about  the  size  of  my 
little  finger  nail.  She  had  lost  considerable 
weight  and  was  doAvn  and  out.  Treatment  con- 
sisted of  fulguration  with  a 10  m.m.  spark  every 
third  day  for  three  treatments,  a copper  elec- 
trode being  used.  A fourth  treatment  was 
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given  after  the  lapse  of  one  week.  S.  F.  I. 
mixture  was  also  administered  three  times 
daily. 

Residts : At  the  end  of  sixteen  days,  patient 
had  gained  fifteen  pounds  and  said  she  never 
felt  better.  There  had  been  no  discomfort  from 
treatments,  although  the  tonsils  were  reduced 
to  the  size  of  a small  lima  bean.  One  almost 
disappeared.  There  was  nothing  abnormal 
left,  except  some  adhesion  to  the  pillows.  Every 
sore  had  disappeared. 

No.  3.  Mr.  U—  was  referred  to  me  by  Dr. 
W,  a dentist,  for  antrum  trouble.  For  two 
years  he  had  been  suffering  with  pain  in  the 
region  of  the  left  antrum.  He  had  not  been 
free  from  pain  during  this  time,  although  at 
times  it  was  no  worse  than  a mild  toothache. 
His  teeth  from  the  lateral  incisor  back  had 
been  removed  but  pain  continued.  I found  no 
trouble  with  the  antrum,  transillumination 
showing  clear.  A diagnosis  of  trifacial  neural- 
gia, involving  the  maxillary  branch,  was  made, 
and  later  sustained  by  two  physicians.  I 


advised  alehohol  injections  or  operation,  but 
he  was  not  inclined  to  follow  this  advice.  I 
then  suggested  we  might  experiment  with  the 
current,  to  which  he  readily  agreed.  Molecu- 
lar massage  to  the  extent  of  6,000  joules,  to- 
gether with  1,440  calories  of  heat  was  used, 
and  eight  treatments  were  given  before  abso- 
lute relief  was  obtained,  although  he  reported 
considerable  improvement  after  each  treat- 
ment. Two  months  later  he  returned  with  pain 
in  the  lower  jaw,  after  having  had  all  lower 
teeth  on  that  side  removed  without  relief.  I 
followed  the  same  treatment  I had  formerly 
used,  with  the  same  results,  but  gave  him 
twelve  treatments  this  time.  Since  then  he 
has  taken  several  treatments  at  varying  inter- 
vals, but  has  had  no  return  of  the  trouble. 
Six  months  have  elapsed  since  his  last  attack. 
I do  not  report  this  as  a cure,  for  it  may  re- 
turn, but  simply  give  it  to  you  for  what  it  is 
worth.  The  fact  that  he  obtained  this  amount 
of  relief,  after  suffering  continually  for  two 
years,  certainly  makes  it  worth  while. 


ELECTRICAL  CHART 


Alternating 

current. 


Rapid  Sinusoidal  _.•{ 

I 

Non  galvanic I 


Thermal — M ild. 

Mechanical — Stimulates  relaxed  or  atonic  muscle  with- 
out reaction  of  degeneration. 

Chemical — None. 


High  frequency 


Tesla 


Oudin 


Thermal — Medium. 

Mechanical — Principal  effect. 

Molecular  nature. 

Chemical — None  of  its  own. 

Tissue  chemical 
changes. 

Thermal — Very  little.  Hot 

spark  for  fulguration. 

Mechanical — Principal  effect. 

Molecular  type. 

Chemical — None  of  its  own. 

Tissue  chemical 
changes. 


f Thermal — Principal  effect. 

D’Arsonval j Mechanical — Molecular  type. 

I Chemical — None  of  its  own. 

Tissue  chemical 
changes. 
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Thermal..,. 


Direct  current.. 


Mechanical. 


Anode — Dry  heat,  sedative,  vaso-constrictor,  acid,  co- 
agulation. 

Cathode — Moist  heat,  liquefies,  vaso-dilator,  alkaline, 
increases  blood  supply. 


Make. 

Galvanic. 

Break. 


Anode — ACC  obtained  first  and 
with  less  current“Re- 
ac.ion  of  degeneration. 

Cathode — CCC  more  prominent 
“Normal. 


Even. 

Make. 

Slow  Sinusoidal — Stimulates  atonic  muscle  with  reac- 
Break  galvanic  tion  of  degeneration 


Chemical. 


Make. 

Faradic — Loss  of  response Reaction  of  degeneration. 

Break.  Acts  through  nerve. 

Anode — Drives  in  metal  ions  and  bases. 

Cathode — Drives  in  acid  ions  and  halogens. 


Electrical  Rules  and  Formulae. 

1st.  Changing  the  resistance  changes  the  voltage 
or  amperage. 

2nd.  Amperage  is  directly  proportional  to  the  volt- 
age and  inversely  proportional  to  the  resist- 
ance (Ohm’s  law). 

3rd.  Mechanical  work  decreases  as  the  heating 
effect  increases. 

4th.  Voltage  is  usually  a fixed  quality. 

5th.  Body  resistance  is  a fixed  quality  in  each  por- 
tion. 

6th.  Amperage  is  controlled  by  voltage  and  resist- 
ance. 

Formula. 

Amperage=  Volt  Resistance=  Volts 

Resistance.  Amperage 

Volts  = Amperdge  X Resistance 
Table. 

Amperage  X Seconds  = Coulombs  — Amount  of  cur- 
rent. 

Amperage  X Seconds  X Volts  — Joules  — Amount  of 
work. 

Amperage  X Seconds  X Volts  X .24  = Calories  — 
Amount  of  heat. 


COMPLICATIONS  INCIDENT  TO  THE 
OPERATIVE  TREATMENT  OF 
SIMPLE  GOITER. 

By  AIME  PAUL  HEINECK,  M.  D„  Chicago,  111. 

Surgeon  to  the  Frances  Willard,  St.  Paul,  Lakeside  and 
Washington  Park  Hospitals. 

The  causes,  the  prevention  and  the  treatment 
of  the  operative  and  postoperative  accidents 
incident  to  the  surgical  treatment  of  simple 
goiter  are  well  worthy  of  study. 

Goiters  associated  with  hyperthyroidism, 
primary  or  secondary,  the  various  types  of 


suppurative  and  malignant  neoplastic  disease 
of  the  thyroid  gland  differ  so  much  from 
simple  goiter  in  etiology,  pathology,  clinical 
manifestations  and  therapeutic  indications  that 
they  are  outside  of  the  scope  of  this  paper. 
Aberrant  goiters,  cervical,  lingual,  endothora- 
cic,  etc.,  presenting  additional  and  special  dan- 
gers by  virtue  of  their  anatomical  relation- 
ships, are  likewise  excluded. 

A simple  goiter  may,  at  any  time,  become 
the  seat  of:  (a)  hemorrhage.  This  may  lead 
to  a sudden  and  marked  increase  in  the  volume 
of  the  goiter,  to  cyst-formation  or  to  extrava- 
sation of  blood  into  the  paratracheal,  medias- 
tinal and  other  neighboring  regions.  Any  of 
these  conditions,  singly  or  collectively,  can  de- 
termine tracheal  compression,  obstructive 
dyspnea1, 19  and  necessitate  immediate  surgical 
relief,  (b)  Abscess  formation  or  diffuse  sup- 
puration. This  may  occur  in  the  course  of,  or 
after,  any  of  the  infectious  diseases;  it  may  oc- 
cur in  the  absence  of  any  other  evident  con- 
stitutional disturbance2.  The  advent  of  infec- 
tion increases  the  pressure  s3miptoms.  (c) 
Malignant  disease 3/  sarcomatous  or  carcino- 
matous. Malignant  disease  occurs  more  fre- 
quently in  goitrous  than  in  normal  thyroid 
glands3”,  (d)  Degenerative  structural  changes , 
provocative  of  hyperthyroidism,  hypothy- 
roidism or  dysthyroidism4.  (e)  Inflammation. 
The  processes  of  degeneration  present  in  goi- 
ters lower  the  local  tissue  resistance  and  pre- 
dispose to  inflammation.  The  swelling  in- 
herent to  inflammatory,  neoplastic  and  other 
degenerative  processes  of  the  thyroid  gland 
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exerts  nefarious  pressure  on  the  trachea  and 
esophagus.  The  severity  of  this  pressure  is 
determined  largely  by  the  size  and  location  of 
the  swelling,  tumor  or  cyst. 

The  operative  removal  of  goiters  eliminates 
these  potential  dangers  and  has  further  ad- 
vantages. It  can  and  should  be  strongly  em- 
phasized that  intraglandular  enucleation  and 
subtotal  thyroidectomy  each  gives  extremely 
good  immediate  and  remote  functional  results. 
The  trachea  is  freed  from  all  abnormal  pres- 
sure. Many  of  the  disturbances  of  phonation 
and  respiration  occurring  immediately  after 
operation  are  temporary,  normal  function 
being  restored  in  from  a few  days  to  several 
weeks.  Operations  for  simple  goiter,  for  goiter 
unassociated  with  hyperthyroidism,  are  not  at- 
tended with  more  than  the  usual  risks  incident 
to  all  major  surgical  operations.  They  give 
highly  satisfactory  cosmetic,  functional  and 
curative  results,  especially  if  surgical  relief  is 
sought  before  the  patient  has  been  subjected  to 
repeated  courses  of  iodine  therapy  and  before 
the  occurrence  of  degenerative  visceral 
changes. 

De  Quervain5  reports  2,200  operations  for 
simple  goiter  with  a mortality  rate  of  0.86  per 
cent.  For  all  patients  up  to  forty  years  (1,682 
cases) , the  mortality  Avas  only  0.06  per  cent.  In 
patients  under  the  fortieth  year,  these  opera- 
tions, performed  according  to  the  approved 
present-day  technic,  are  practically  devoid  of 
risks.  The  risks  increase  rapidly  thereafter; 
after  the  sixtieth  year,  in  the  absence  of  ur- 
gent indications,  it  is  preferable  not  to  oper- 
ate. 

Operative  treatment  is  indicated  in  all  forms 
of  simple  goiter,  the  goiter  of  adolescence,  of 
pregnancy  and  of  the  menopause  being  ex- 
cepted, if  the  goiter,  by  its  pressure,  causes: 
(a)  Respiratory  disturbances  (bronchitis,  pul- 
monary emphysema,  obstructive  dyspnea,  as- 
phyxia, etc.)  In  all  patients  presenting  symp- 
toms of  obstructive  dyspnea,  early  intervention 
is  urgently  indicated,  (b)  Circulatory  dis- 
turbances. Many  goitrous  patients  are  cardio- 
A^ascular,  cardio-renal  defectives.  “E\rery  goi- 
trous patient  is  exposed  to  asphyxia  and  to 
cardiovascular  accidents”11.  “A  goitrous  pa- 
tient is  predisposed  to  myocardial  disease”12, 
(c)  Nervous  disturbances.  “The  paralysis  of 
the  recurrent  laryngeal  nerve  which  antedated 
the  operation,  in  ten  cases  Avas  not  improved 


by  the  operation”4,  (d)  Difficulty  in  degluti- 
tion. (e)  In  the  presence  of  severe  pain,  of 
unsightly  deformity,  of  rapid  groAvth  of  the 
goiter,  (f)  If  the  goiter  becomes  excessively 
large,  interfering  with  the  patient’s  work, 
with  his  sleep  in  the  recumbent  posture,  (g) 
If  the  goiter  does  not  respond  to  medication. 
One  should  not  lose  sight  of  the  dangers  of 
non-operative  methods.  Hyperthyroidism  has 
followed  treatment  by  radium,  bv  serum,  by 
injections  of  boiling  water,  etc.  As  adenomata 
of  the  thyroid  gland  do  not  respond  to  medica- 
tion, they  should  always  be  remoA^ed.  Opera- 
tion reA^eals  the  relation  of  the  goiter  to  the 
other  cervical  structures,  shoAvs  whether  the 
goiter  extends  into  the  thoracic  cage,  around 
the  trachea  to  the  esophagus,  etc. 

Accurate  and  detailed  knowledge  of  the 
origin  and  nature  of  the  operath'e  and  post- 
operative dangers  incident  to  intraglandular 
enucleation  and  to  siibtotal  thyroidectomy  acts 
as  an  incentve  to  early,  to  more  timely  opera- 
tions and  to  the  institution  of  surgical  relief 
previous  to  the  advent  of  local  complications 
and  previous  to  the  development  of  degenera- 
te Ausceral  changes.  The  earlier  the  opera- 
tion, the  less  the  risks,  the  better  the  end-re- 
sults. Timely  operations  skillfully  performed 
will  lessen  the  frequency  and  the  morbidity  of 
the  accidents  herein  considered,  will  reduce  the 
operative  mortality  and  improve  the  end-re- 
sults. 

These  surgical  complications,  avoidable  or 
unavoidable,  of  minor  or  major  importance, 
are  due,  in  part,  to  the  patient’s  unfavorable 
physical  condition  at  the  time  of  operation,  to 
the  use  of  a method  of  anesthesia  not  adapted 
to  the  case  at  hand,  to  lack  of  proper  correla- 
tion of  the  anesthetic  to  the  technic,  to  the 
operator’s  lack  of  technical  skill,  experience 
and  judgment  in  surgery  of  the  neck,  etc. 
Owing  to  the  study  given  to  diseases  of  the 
thyroid  in  recent  years,  these  accidents  are  now 
better  recognized,  better  understood  and  bet- 
ter managed.  The  main  conditions  that  may 
confront  the  operator  are:  hemorrhage,  pri- 
mary or  secondary;  injuries  to  the  recurrent 
laryngeal  nerve  or  nerves  (compression,  con- 
tusion, laceration,  division)  ; injuries  to,  or 
partial  or  complete  removal  of,  the  parathy- 
roid glands  (tetany)  ; postoperative  hyper- 
thyroidism ; excessive  removal  of  thyroid  tis- 
sue (myxedema) ; and  postoperati\’e  infections. 
Chief  among  the  uncommon  complications  are: 
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air  embolism,  collapse  of  the  trachea,  esopha- 
geal injuries,  pneumonia  ancl  recurrence  of  the 
goiter.  Complications,  such  as  unilateral  or 
bilateral  division  of  the  sympathetic  and  vagus 
nerves,  injury  to  the  pleura,  etc.,  which  we 
have  not  met  in  our  private  or  hospital  prac- 
tice, we  refrain  from  discussing. 

Hemorrhage. — This  is  of  arterial,  venous, 
capillary  or  mixed  origin.  In  operating  on 
goiters,  we  are  operating  in  a very  vascular 
region,  on  a vascular  organ,  an  abnormally 
vascular  organ.  The  thyroid  gland  presents 
extensive  anastomoses  not  only  between  the 
vessels  of  the  same  lobe,  but  also  between  those 
of  the  different  lobes.  After  ligation  of  the 
four  thyroid  vessels,  the  circulation  is  re-estab- 
lished through  extraglandular  anastomoses16. 
Serious  hemorrhage  may  occur  at  the  time  of 
operation,  immediately  after  the  patient  has 
been  conveyed  to  bed  or  during  the  postopera- 
tive period. 

At  the  time  of  operation,  some  hemorrhage 
is  unavoidable.  Profuse  hemorrhage5  must  be 
guarded  against ; it  is  alarming  and,  if  not 
controlled,  may  prove  fatal.  The  vessels  of  a 
goitrous  thyroid  gland  show  a marked  tend- 
ency to  degeneration.  They  are  dilated,  their 
elasticity  is  impaired,  they  tear  easily.  In 
some  cases,  the  cervical  veins,  especially  those 
located  at  the  lower  part  of  neck,  are  dilated 
tremendous^.  The  arteries  show  a thickening 
of  the  intima  and  degeneration  of  the  elastic 
fibrillae.  Care  must  be  taken  not  to  injure  the 
internal  jugular  veins  or  the  carotid  arteries. 
During  the  operation,  owing  to  the  lowered 
blood  pressure,  small  arterioles  and  vemdes 
may  not  bleed  and  thereby  escape  ligation  or 
suturing.  With  the  return  of  consciousness, 
the  blood  pressure  rises  and  hemorrhage  may 
occur.  Immobilization  of  the  operative  region 
not  being  feasible  for  the  first  two  days  fol- 
lowing the  operation,  the  patient  is  to  be 
closely  watched,  as  violent  coughing,  violent 
retching,  vomiting,  too  frequent  change  of  po- 
sition and  undue  activity  can  bring  on  abnor- 
mal intravenous  pressure,  followed  by  hemor- 
rhage. 

Secondary  hemorrhage,  following  thyroidec- 
tomy, may  be  sufficiently  serious  to  cause  death. 
Chief  among  its  causes  are  premature  absorp- 
tion, slipping  or  unknotting  of  unsecurely  tied 
ligatures,  erosion  of  vessel-walls,  errors  of 
technic  such  as  faulty  asepsis,  overlooking  of 


bleeding  points  at  time  of  operation,  delayed 
removal  of  drains,  etc. 

Hemorrhage  manifests  itself  by  pallor, 
rapid  and  superficial  breathing,  rapid  and 
weak  pulse;  the  dressings  may  be  saturated 
with  blood.  If  the  hemorrhage  be  not  checked, 
it  leads  to  obstructive  dyspnea,  to  asphyxia; 
it  may  result  in  collapse.  The  loss  of  blood 
in  itself  is  a danger.  Furthermore,  the  extra- 
vasated  blood  may  exert  dangerous  compres- 
sion on  the  trachea,  thereby  giving  rise  to  seri- 
ous respiratory  disturbances. 

In  cases  of  secondary  hemorrhage,  reopen 
the  wound  widely  and  carefully  and  rapidly 
remove  all  the  blood  clots.  Locate  the  bleed- 
ing  points  and  ligate  the  bleeding  vessels  at 
their  divided  ends;  reunite  the  wound  edges 
and  apply  appropriate  dressings.  After  the 
hemorrhage  has  been  controlled,  if  the  pulse 
be  alarmingly  weak,  give  normal  salt  solution 
subcutaneously  and  rectally  and  also  such 
medicinal  agents  as  are  indicated. 

To  lessen  hemorrhage,  primary  or  secondary, 
operative  or  postoperative,  always:  (a)  Oper- 
ate in  suitable  surroundings,  aided  by  compe- 
tent assistants,  and  as  rapidly  as  is  consistent 
with  the  indications,  with  the  patient’s  safety. 
It  is  needless  to  employ  a long  and  laborious 
technic.  Celerity  is  an  element  of  success,  (b) 
Use  an  incision  that  gives  an  adequate  expo- 
sure of  the  goiter,  (c)  Be  gentle  in  all  opera- 
tive maneuvers.  There  should  not  be  any 
needless  traumatizing  of  tissues,  any  avoidable 
tearing  of  vessels,  etc.  The  rupture  of  a large 
deep-seated  vein  leads  to  troublesome  hemor- 
rhage and  to  an  obscured  operative  field,  (d) 
Secure  thorough  hemostasis.  Keep  the  opera- 
tive field  as  dry  as  possible  from  start  to  fin- 
ish. Every  bleeding  point  should  be  tied 
with  catgut  before  the  wound  is  closed,  (e) 
Follow  standard  operative  technic:  knot  all 
ligatures  carefully,  grasp  and  ligate  veins  as 
they  are  divided.  It  is  not  necessary  to  place 
a cartload  of  hemostatic  forceps  on  the  pa- 
tient’s neck.  In  goiter  operations,  attempts  to 
permanently  control  hemorrhage  bv  compres- 
sion are  unreliable.  In  the  enucleation  of  ade- 
nomata, all  dead  spaces  are  to  be  obliterated 
by  suturing. 

Recurrent  Laryngeal  Xerve  Injuries. — The 
recurrent  laryngeal  nerves2  are  more  commonly 
injured  than  is  believed.  They  supply  all  the 
muscles  of  the  larynx  except  the  cricothyroid. 
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Dubs21,  in  840  goiter  operations,  reports 
twenty-six  cases  of  recurrent  nerve  injury. 
Capelle17,  in  1,700  bilateral  resections,  had  1.3 
per  cent  permanent  injuries  of  the  recurrent 
laryngeal  nerve.  In  operations  on  goiters,  the 
branches  or  trunk26  of  one  or  both  nerves  may 
be  clamped,  compressed,  contused,  stretched, 
lacerated,  torn,  included  in  a ligature  or  di- 
vided. Postoperative  paralyses  of  these  nerves 
are  occasionally  due  to  their  inclusion  in  scar 
tissue,  to  their  compression  by  inflammatory 
exudates  or  to  the  retraction  of  cicatricial  tis- 
sue. The  pareses  or  paralyses  caused  by  in- 
juries of  the  superior  laryngeal  nerve  are  not  so 
manifest,  not  so  significant  as  those  due  to  re- 
current nerve  injuries  and  will  receive  here  no 
further  mention.  An  injury  of  the  recurrent 
laryngeal  nerve  may  be  symptomless,  may  es- 
cape detection.  It  may  first  be  detected  by 
mirror  examination  of  the  larynx  and  may 
have  only  slight  appreciable  effect : a change 
in  the  pitch  of  the  voice,  more  or  less  perma- 
nent hoarseness,  slight  difficulty  in  breathing, 
etc.  When  a unilateral  nerve  injury  is  not 
compensated  by  the  uninjured  vocal  cord, 
aphonia,  obstructive  dyspnea  and  other  symp- 
toms result.  “The  complete  restoration  of 
phonation  and  respiration  to  normal  occurs 
with  restoration  to  normal  of  the  muscles  and 
cord  on  one  side”8.  Normal  voice  is  restored 
through  compensatory  efforts  of  the  normal 
cord. 

Vocal  cord  paralyses  of  operative  origin  re- 
sult from  stretching,  clamping,  tying,  or  di- 
vision of  recurrent  laryngeal  nerve  or  nerves. 
Traumatic  injuries  unassociated  with  complete 
nerve  division  produce  symptoms  of  a tempo- 
rary character,  symptoms  which  in  time  dis- 
appear13. Injuries  involving  both  recurrent 
nerves  constitute  a serious  complication.  If 
both  cords  assume  the  cadaveric  position,  there 
follows  a permanent  aphonia  and  later  an  ob- 
structive dsypnea  which,  if  unrelieved,  may  be 
a contributing  or  decisive  factor  in  the  pa- 
tient’s death.  Complete  division  of  both 
nerves  has  resulted  in  death  from  deglutition 
pneumonia. 

Preoperative  mirror  examination  of  the 
larynx  gives  the  examiner  exact  and  positive 
information  concerning  the  state  of  the  vocal 
cords9;  it  is  a protection  to  the  physician  and 
to  the  patient.  Previous  to  operation,  one  cord 
may  be  found  to  be  motionless.  When  one 
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nerve  is  paralyzed,  the  patient  depends  solely 
on  one  cord  for  phonation  and  normal  respira- 
tion; in  these  cases  it  behooves  the  operator  to 
be  most  careful  not  to  injure  the  opposite  and 
unaffected  nerve. 

The  recurrent  laryngeal  nerves  are  found 
posterior  to  the  capsule  of  the  thyroid  gland, 
along  the  side  of  the  trachea  and  in  the  groove 
between  it  and  the  esophagus.  By  scrupulously 
respecting  the  posterior  capsule  with  which  the 
nerves  are  intimately  associated,  the  recurrent 
laryngeal  nerves,  always,  and  the  parathyroid 
glands,  almost  always,  will  remain  uninjured. 
The  recurrent  laryngeal  nerves  and  the  para- 
thyroid glands  are  most  surely  avoided  by 
leaving  the  region  they  traverse  entirely  un- 
molested and  by  not  removing  the  posterior 
mesial  lower  part  of  each  lobe  of  the  thyroid 
gland.  Gentleness  in  the  use  of  hemostatic  for- 
ceps, in  the  insertion  of  sutures  and  in  the 
handling  of  tissues  tends  to  lessen  the  inci- 
dence  of  nerve  injury.  Rough  attempts  to 
shell  out,  to  drag  out  a deep  seated  goitrous 
gland  may  so  stretch  the  recurrent  laryngeal 
nerves  as  to  cause  paralysis  of  both  vocal  cords. 
The  nerves  may  be  pinched  by  a hemostat  with 
other  tissue,  may  be  included  in  a ligature. 
Some  operators,  in  resecting  the  lobes  of  the 
thyroid  gland,  proceed  from  within  out.  At 
the  time  of  the  patient’s  discharge  from  the 
hospital,  re-examine  the  larynx  and  determine 
the  presence  or  absence  of  any  incompetency 
of  the  vocal  cords. 

After  subtotal  thyroidectomy,  loss  of  voice 
of  varying  degrees8  is  due  to  one  or  more  of 
the  following  factors:  (a)  Change  in  position 
of  the  laryngeal  muscles  and  cartilages,  due  to 
the  removal  of  the  goiter  and  the  consequent 
shifting  of  the  displaced  larynx  back  into  its 
normal  place,  (b)  Edema,  obstructive  or  in- 
flammatory, of  the  laryngeal  and  perilaryn- 
geal tissues.  Keep  the  line  of  dissection  away 
from  the  trachea  and  larynx,  thereby  saving 
more  tissues  about  these  structures  and  pre- 
venting the  swelling  from  extending  to  the 
mucous  membrane.  The  laying  bare,  the  denu- 
dation of  the  trachea  predisposes  to  severe 
bronchitis  and  endangers  somewhat  the  recur- 
rent laryngeal  nerves.  In  catching  bleedimr 
vessels  on  the  surface  of  the  trachea,  include 
in  the  ligatures  as  little  as  possible  of  the  peri- 
vascular tissues.  These  tissues  contain  the 
sensorv  nerves  to  the  trachea  and  their  irri- 
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tation  causes  cough  and  increased  secretion  of 
mucus,  (c)  A true  myositis,  (d)  Trauma  of 
the  recurrent  laryngeal  nerve,  (e)  Prolonged 
interference  with  function. 

Pemberton,  in  discussing  postoperative  ob- 
structive dyspnea,  says : “The  routine  laryn- 
geal examination  of  all  patients  before  and 
after  operation  and  the  careful  search  for  a 
traumatized  recurrent  laryngeal  nerve  in  all 
cases  of  obstructive  dyspnea  coming  to  ne- 
cropsy, has  clearly  demonstrated  that  the  cause 
of  fully  90  per  cent  of  all  cases  of  marked  post- 
operative obstructive  dyspnea  is  due  to  a 
paralysis  of  one  or  both  vocal  cords,  the  result 
of  an  injured  inferior  laryngeal  nerve.” 

If  the  vocal  cords  be  in  the  middle  line  po- 
sition, the  same  author  suggests  one  of  the  fol- 
lowing three  procedures:  (a)  Permanent  tra- 
cheotomj'.  This  has  obvious  disadvantages. 

(b)  Removal  of  a portion  of  one  vocal  cord 
and  of  part  of  the  ventricle.  This  may  result 
in  aphonia;  it  may  give  only  partial  relief. 

(c)  The  descending  branch  of  the  hypoglossal 
nerve  has  been  anastomosed  to  the  inferior 
laryngeal  nerve  (Frazier).  This  procedure  is 
difhcidt  and  is,  as  yet,  only  in  the  experimental 
stage.  Crile14  advises  that  the  vocal  cords  be 
clipped  in  the  center  of  their  free  margins, 
leaving  a free  space  for  the  passage  of  air. 

Postoperative  Tetany.  — The  parathyroid 
glands,  four  in  number,  tAvo  on  each  side,  are, 
as  a rule,  located  posterior  to  the  capsule  of 
the  thyroid  gland  and  lateral  to  the  esopha- 
gus. These  glands,  inconstant  in  number,  ir- 
regular in  location,  ha\re  a function  which  ap- 
pears distinct  and  separate  from  that  of  the 
thyroid  gland.  Their  physiological  import- 
ance is  out  of  proportion  to  their  small  size. 
The  anatomical  integrity  of  these  glands  is 
of  essential  importance  to  the  human  organ- 
ism. Numerous  theories  concerning  the  func- 
tion  of  these  structures  have  been  advanced. 
They  are  said  to  regulate  muscle  tonus,  to 
form  a part  of  the  detoxication  metabolism  of 
the  body  and  to  control  calcium  metabolism24. 
Calcium  metabolism  enters  into  many  medical 
problems. 

The  prophylaxis  of  postoperative  tetany  pre- 
sents difficulties  due  chiefly  to  the  irregularity 
in  number  and  location  of  the  parathyroid 
glands.  According  to  most  anatomists,  the 
parathyroid  bodies  receive  their  blood  supply15 
from  tributaries  of  the  superior  and  inferior 


thyroid  arteries  and  from  anastomotic 
branches  of  the  esophageal  arteries.  Post- 
operative tetany  is  infrequent.  It  can  be 
caused  by  any  interference  with  the  blood  or 
nerve  supply  of  the  parathyroid  glands  which 
may  folloAV  direct  trauma,  pressure  from  ob- 
structive or  inflammatory  edema  of  surround- 
ing parts,  contraction  or-  retraction  of  scar  tis- 
sue, or  by  removal  of  one  or  more  parathyroid 
glands.  The  parathyroid  glandules,  after  in- 
terference Avith  their  blood  supply,  do  not  re- 
sume their  function  and  the  manifestations  of 
tetany  do  not  come  to  an  end  before  the  col- 
lateral circulation  is  reestablished. 

De  Quervain25,  in  2,203  goiter  operations, 
never  had  a case  of  pronounced  tetanjv.  He  ob- 
served symptoms  of  slight  functional  disturb- 
ance of  the  parathyroids  in  only  three  patients. 
The  best  technicians  take  great  care  neither  to 
traumatize  nor  to  remoA’e  any  of  these  glandu- 
lar bodies.  Injury  and  removal  of  the  para- 
thyroids can  almost  always  be  avoided  by  leaAr- 
ing  a layer  of  glandular  and  capsular  tissue 
undisturbed  at  the  back  of  the  thyroid  gland. 
This  same  precaution  protects  the  recurrent 
laryngeal  nerAres. 

The  deficiency  of  one  or  two  parathyroids 
may  not  cause  hypoparathyroidism.  Never- 
theless, if  a parathyroid  gland  be  accidentally 
remoAved,  it  should  be  transplanted  at  the  close 
of  the  operation,  preferably  beneath  the  re- 
maining thyroid  lobe.  Be  sure  of  the  nature 
and  state  of  the  transplant.  We  advise  this 
because  the  actual  condition  of  the  individual 
glands  is  not  known,  as  they  are  often  rendered 
useless  by  hemorrhage  or  degenerative  changes. 

Eiselsberg37,  in  2,373  goiter  operations,  re- 
cords six  deaths  from  tetany ; six  other  patients 
developed  chronic  tetany.  Knaus18  reports  619 
goiter  operations.  Fhve  of  these  Avere  fol- 
loAved  by  tetany;  three  recovered  and  tAvo  died. 
As  the  operation  is  noAvadaAvs  usually  bilateral 
and  less  radical  and  because  surgeons  have 
come  to  realize  fully  the  value  of  preserving 
some  part  of  the  thyroid  gland  on  the  pos- 
terior capsule,  injury  to  the  parathyroids  is 
of  very  infrequent  occurrence.  Leave  the  pos 
terior  capsule;  do  not  remoAve  it. 

Parathyroid  insufficiency  may  appear  any 
time  from  six  hours  to  three  or  four  months 
after  operation20.  It  almost  always  manifests 
itself  by  circumoral  pallor,  by  a tight  glossy 
appearance  of  the  skin  of  the  forehead,  nose 
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and  face,  by  a sensation  of  stiffness  in  the  fin- 
gers, by  carpopedal  spasms,  etc.  It  is  difficult 
for  the  patient  to  raise  his  fingers  to  his 
mouth  or  to  hold  anything.  The  lowered  cal- 
cium content  of  blood  serum  or  plasma  causes 
exaggerated  nervous  irritability  (MacCal- 
lum).  These  symptoms  pass  off  in  a few  hours 
or  a day,  possibly  after  one  or  two  doses  of 
morphine,  or  the  condition  gradually  pro- 
gresses until  the  contractions  involve  the 
muscles  of  the  hands  and  arms;  sometimes  the 
contractions  become  general.  If,  in  the  course 
of  goiter  operations,  injury  or  removal  of  the 
parathyroid  bodies  be  avoided,  tetany  will  be 
a rare  complication  and  will  occur  only  in  its 
slightest  forms. 

Postoperative  tetany  is  treated  as  follows: 

(a)  By  restoring  the  calcium  content  of  the 
blood  serum  to  within  normal  limits.  This  is 
effected  by  administering  calcium  lactate,  gr., 
xx.,  every  four  hours  until  relief  is  obtained.  It 
is  to  be  given  orally,  by  enema,  subcutaneously 
and  exceptionally,  intravenously  and  in  larger 
doses,  if  necessanr.  The  calcium  lactate  should 
be  given  in  water  and  continued  as  long  as  the 
patient  shows  symptoms  of  nervous  irrita- 
bilitj^  such  as  Chvostelc’s  and  Trousseairs  signs. 

(b)  By  transplanting  human  parathyroids. 
The  parathyroids,  used  are  obtained  from  fatal 
accident  cases  and  from  normal  infants  who 
have  died  during  delivery.  These  transplants 
are  difficult  to  obtain,  are  readily  absorbed  and 
of  service  to  the  organism15,  while  the  remain- 
ing parathyroids  undergo  compensatory  hyper- 
trophy, or  the  injured  or  diseased  ones  recover. 
Transplantation  may  be  made  in  the  left  ab- 
dominal wall  between  the  peritoneum  and  the 
rectus  muscle.  Should  the  patient  later  sub- 
mit to  an  operation  for  appendicitis,  the  trans- 
plants will  not  be  distui'bed.  Some  operators 
embed  the  grafts  in  the  supraclavicular  fossa 
beneath  the  cervical  fascia.  The  microscope 
enables  one  to  determine  whether  or  not  the 
transplant  is  unquestionably  parathyroid  tis- 
sue. 

(c)  By  the  various  parathyroid  serums  in 
the  market. 

(d)  By  the  ingestion,  orally,  of  parathyroid 
products.  Lahey11  and  others  dispute  the 
therapeutic  value  of  parathyroid  extracts. 

(e)  By  medicinal  therapy  largely  sympto- 
matic in  nature.  Chloral  hydrate  per  mouth 
or  per  rectum,  repeated  as  needed ; morphine 


sulphate;  magnesium  sulphate  in  25  per  cent 
solution  subcutaneously15,20.  Have  patient 
drink  plenty  of  milk  and  avoid  all  kinds  of 
meat. 

Air  Embolism. — It  is  a possible,  though  a 
very  uncommon  complication  of  operations 
about  the  neck.  Many  active  surgeons  possess 
only  a theoretical  knowledge  of  the  condition. 
Among  its  predisposing  etiological  factors 
should  be  mentioned : the  restlessness  of  pa- 
tients operated  upon  under  local  anesthesia,, 
great  loss  of  blood  and  wounds  of  valveless 
dilated  veins.  From  the  prognostic  stand- 
point, owing  to  its  rarity,  it  is  almost  negligi- 
ble. 

If  during  inspiration  air  is  sucked  into  a 
wounded  vein  and  carried  to  the  right  heart, 
there  is  usually  produced  a peculiar  whirring 
or  churning  sound  synchronous  with  the  car- 
diac systole.  The  danger  of  this  complication 
is  in  direct  ratio  to  the  quantity  of  air  aspi- 
rated and  to  the  rapidity  with  which  it  enters 
the  veins.  If  dangerous  symptoms  or  death 
do  not  immediately  follow  the  occurrence  of 
air  embolism,  the  accident  need  not  cause  the 
surgeon  any  further  worry.  A few  cases  of 
temporary  paralysis  due  to  air  embolism  are 
recorded  in  the  literature. 

Treatment. — Prophylaxis  is  the  watchword. 
To  lessen  its  incidence,  keep  in  mind  its  pos- 
sibility, minimize  hemorrhage,  avoid  rough 
handling  of  tissue,  keep  patient  in  the  hori- 
zontal recumbent  position  during  the  entire 
operation  (the  sitting- posture  favors  the  de- 
velopment of  air  embolism)  and  doubly  ligate 
large  veins  before  dividing  them23. 

As  soon  as  this  accident  occurs,  to  prevent 
further  aspiration  of  air,  elevate  the  foot  of 
the  table,  tampon  and  flush  the  wound  with 
normal  salt  solution.  While  the  tampon  is 
being  cautiously  removed,  clamp  the  wounded 
vein  or  veins  and  ligate  them.  Artificial  res- 
piration may  lead  to  more  air  aspiration  and 
therefore  is  not  to  be  practiced.  Naegele,  Jelin 
and  others  used  forced  inhalation  of  oxygen. 

Tracheal  Collapse. — Long  continued,  uni- 
lateral or  bilateral,  pressure  of  voluminous 
goiters  can  determine  either  a loss  of  elastic- 
ity, a softening,  an  atrophy  or  an  almost  com- 
plete disappearance  of  the  cartilaginous  tra- 
cheal rings.  In  these  cases,  the  trachea,  after 
losing  the  support  afforded  by  its  attachment 
to  the  thyroid  gland,  sometimes  persists  in 
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kinking  and  in  collapsing  at  the  close  of  the 
operation.  There  is  no  danger  of  tracheal 
collapse  if  the  tracheal  rings  are  normal. 
Many  factors  enter  into  the  causation  of 
tracheal  flattening  and  collapse : the  patient’s 
age,  the  goiter’s  histological  structure  and  con- 
sistency and,  especially,  the  long  continued 
traction  or  pressure  exerted  by  the  goiter  as 
in  the  scabbard  trachea. 

Collapse  of  the  trachea  causes  obstructive 
dj'spnea,  amounting,  in  some  cases,  to 
asphyxia.  With  increased  violence  of  the  in- 
spiratory efforts,  there  results  a more  complete 
mechanical  obstruction  to  respiration. 

Tracheal  collapse  may  be  fatal3b;  in  extreme 
cases,  it  may  necessitate  a tracheotomy23.  It 
may  take  days,  even  weeks,  for  the  trachea  to 
recover  its  efficiency.  In  about  six  months, 
complete  recovery  usually  takes  place. 

Treatment. — By  means  of  a sharp  tenaculum 
inserted  on  each  side  of  its  collapsed  portion, 
the  trachea  is  drawn  forward.  Should  collapse 
persist  or  the  trachea  show  signs  of  recurring 
collapse,  fasten,  bj^  a few  catgut  sutures  (stay 
sutures),  the  sides  of  the  trachea  to  the  sur- 
rounding tissues,  or  fix  the  resected  goiter 
stumps  to  the  undersurface  of  the  sternoclei- 
domastoid or  omohyoid  muscles  and  thus  se- 
cure the  tracheal  dilatation  and  prevent  the 
recurrence  of  the  collapse.  Avoid  perforating, 
by  needle  or  tenaculum,  the  cartilaginous  rings, 
or  the  entire  thickness  of  the  tracheal  wall, 
and  thereby  eliminate  such  complications  as 
necrosis  of  tracheal  rings,  wound  infection,  etc. 

Tracheotomy  is  rarely  indicated.  In 
twenty-three  cases  of  tracheal  collapse  due  to 
tracheomalacia,  Czermak  performed  it  only 
twice. 

Recurrence  of  Goiter.- — Recurrence  of  goi- 
ter and  recurrence  of  symptoms  are  noted  in 
a small  and  decreasing  percentage  of  cases. 
The  portion  left,  the  opposite  lobe  or  the 
isthmus,  may  hypertrophy.  It  is  most  frequent 
within  the  first  five  years  after  operation22 
Recurrence  causes  symptoms  chiefly  when  bi- 
lateral. Some  recurrences  cause  only  cosmetic 
defects.  After  enucleation,  cysts  or  adeno- 
mata of  new  formation  have  been  observed. 
Dubs21,  in  840  goiter  operations,  reoperated 
fifty-three  patients  in  each  of  which  the  re- 
current goiter  visibly  and  palpably  exceeded 
the  normal  consistency  and  size  of  the  thyroid 
gland. 


If  the  operators  underestimate  the  amount 
of  oland  tissue  to  be  removed,  if  the  blood 
supply  of  the  tissue  left  is  not  sufficiently  shut 
off,  if  the  primary  cause  of  the  goiter  persists, 
if  focal  infections  are  left  untreated,  recur- 
rence is  more  probable.  Recurrences  become 
fewer  as  the  surgeon’s  experience  increases. 

In  general,  the  amount  of  tissue  to  be  left 
should  be  the  functional  equivalent  of  a nor- 
mal gland. 

Postoperative  Prophylactic  Treatment. — The 
use  of  boiled  drinking  water,  orange  juice,  the 
suppression  of  all  foci  of  infection  (teeth,  ton- 
sils and  others),  etc.,  is  very  important.  I 
follow  the  practice  of  Crile20,  who  believes 
that,  by  giving  minute  doses  of  iodine  for  not 
less  than  one  year  after  thyroidectomy,  recur- 
rences are  prevented.  In  this  connection,  keep 
in  mind  that  some  patients  are  iodine-refrac- 
tory and  others  are  iodine-susceptible.  Opera- 
tion on  a recurrent  goiter  is  more  dangerous 
than  the  primary  operation,  on  account  of  the 
necessity  of  preserving  an  adequate  amount  of 
gland  tissue  and  of  the  presence  of  cicatricial 
adhesions. 

Postoperative  Hyperthyroidism. — Owing  to 
the  present-day  combined  medical  and  surgi- 
cal treatment  of  goiter  cases,  postoperative  hy- 
perthyroidism is  infrequent.  According  to  the 
latest  researches,  it  follows  the  entrance  of 
glandular  elements  and  ferments  squeezed  out 
of  the  gland  into  the  circulation.  The  absorp- 
tion of  thyroid  secretion,  during  the  opera- 
tion and  afterwards,  also  takes  place  through 
the  wound  surface.  The  patients  are  seized 
by  a psychic  storm,  usually  of  an  agitated 
maniacal  type,  there  is  restlessness,  accelerated 
pulse  rate,  reaching  150  to  160  per  minute, 
elevation  of  temperature  (105°  to  106°  F.), 
disturbed  cardiac  action,  etc. 

The  frequency  and  severity  of  postoperative 
hyperthyroidism  are  lessened  bv  observance 
of  the  following  precepts:  Operate  as  rapidly 
as  consistent  with  the  patient’s  safety  and  the 
completeness  of  the  operation,  secure  perfect 
hemostasis,  avoid  squeezing  of  the  gland  and 
all  needless  traumatizing  of  tissue,  make  ample 
provision  for  drainage  and  see  that  oozing 
blood  and  effused  thyroid  secretion  escape 
easily  and  do  not  remain  in  contact  with  the 
wound  surface. 

Drainage  relieves  tracheal  compression  due 
to  postoperative  hemorrhage  and  prevents 
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hematoma  formation.  After  all  goiter  opera- 
tions, give  large  quantities  of  normal  salt 
solution  subcutaneously  and  rectally.  By  this 
practice  the  absorption  of  thyroid  secretion  is 
lessened  and  general  elimination  is  increased. 
For  the  high  temperature,  the  cold  pack  is 
most  serviceable. 

Postoperative  Myxedema. — Total  thyroidec- 
tomy, having  been  frequently  followed  by 
myxedema,  is  now  no  longer  performed.  In 
goiter  operations,  hypothyroidism  will  not  re- 
sult if  a small  piece  of  thyroid  tissue  with  ade- 
quate blood  and  nerve  supply  is  left.  “The 
old  procedure  of  removing  one  lobe  is  inade- 
quate. The  dictum  that  one-fifth  of  the  thy- 
roid mass  should  be  left  is  equally  unsatisfac- 
tory”27. If  we  leave  a quantity  equal  to  about 
one-fourth  of  the  health  gland,  symptoms  of 
thyroid  deficiency  will  not  develop.  In  the 
individual  case,  the  quantity  of  gland  tissue 
to  be  saved  is  to  be  left  to  the  surgeon’s  judg- 
ment. He  alone  has  a thorough  knowledge  of 
the  patient’s  condition.  This  is  essential  to 
determine  when  and  what  to  do  rather  than 
where  and  how  to  do  it.  Some  operators  leave 
small  masses  at  each  horn  of  the  organ  and, 
in  addition,  a thin  laj^er  of  thyroid  tissue  at- 
tached to  the  posterior  untouched  part  of  the 
gland  capsule.  These  masses  are  well  supplied 
with  blood  and  lymphatic  vessels  and  can,  if 
needed,  undergo  compensatory  hypertrophy. 

In  postoperative  myxedema,  there  is  im- 
paired memory  and  intelligence,  there  is 
apathy,  somnolence,  great  disinclination  to  ef- 
fort. An  edematous  swelling  of  the  skin  de- 
velops and  the  patients  complain  of  feeling 
cold.  In  young  individuals,  the  growth  is 
stunted.  Hypothyroidism  is  characterized  by 
a definite  reduction  in  the  basal  metabolism; 
the  metabolic  rate  is  always  lower  than  that 
of  normal  individuals  of  the  same  age  and  sex. 

The  successful  management  of  these  cases  is 
one  of  the  noteworthy  triumphs  of  organo- 
therapy. Institute  treatment  at  the  first  ap- 
pearance of  symptoms.  Make  up  the  deficit  of 
thyroid  secretion  by  thyroid  treatment.  In 
directing  and  guiding  thyroid  administration, 
metabolic  rate  determinations  are  of  the  great- 
est importance.  Bring  the  patient’s  metabolism 
to  normal  and  ascertain  the  dose  necessary  to 
keep  it  there.  The  patient  is  to  be  given  iodo- 
thyrin  or  another  suitable  preparation  of  thy- 
roid gland  or  may  be  fed  thyroid  gland  sub- 


stance. The  active  principle  of  the  thyroid 
gland,  thyroxin,  may  be  given  intravenously. 
Thyroid  gland  tissue  has  been  implanted.  The 
treatment  by  organotherapy  is  to  be  continued 
for  weeks,  for  months  and  thereafter  is  con- 
tinued intermittently  for  some  time;  it  may 
have  to  be  continued  for  many  years.  In  course 
of  time,  the  symptoms  of  thyroid  deficiency 
usually  subside  and  may  permanently  disap- 
pear. 

Postoperative  Injections. — Despite  careful 
asepsis  and  perfect  hemostasis,  every  now  and 
then  postoperative  infections  occur.  They 
usually  come  from  without,  exceptionally,  from 
within.  In  their  causation,  local  tissue  resist- 
ance and  the  individual’s  general  resistance  are 
not  negligible  factors.  In  the  space  remaining 
after  removal  of  the  goiter,  blood  and  wound 
secretion  easily  pool  and  are  prone  to  infection. 

The  indication  is  self-evident.  Let  your 
technic  be  flawless.  Do  not  wound  the  trachea 
or  the  esophagus;  these  wounds  are  often  fol- 
lowed by  infection  of  neighboring  regions. 
Should  the  esophagus  be  accidentally  wounded, 
immediate  exact  apposition  and  suture  of  the 
wound  edges  is  indicated.  After  all  goiter 
operations,  drain  for  about  forty-eight  hours, 
thereby  preventing  the  symptoms  and  sequelae 
due  to  retained  thyroid  secretion  and  extra- 
vasated  blood.  The  treatment  of  postoperative 
infections  occurring  in  this  region  is  that  of 
infections  in  general. 

Postoperative  Pneumonia- — Owing  to  its 
unfavorable  prognosis,  it  always  gives  the 
clinician  the  greatest  concern.  The  pain  in  the 
wound  hinders  expectoration  and  lung  aera- 
tion. The  pneumonia  may  be  endemic  or  epi- 
demic in  nature,  may  be  postanesthetic,  may 
follow  the  aspiration  of  mucus,  blood  or  stom- 
ach contents,  may  follow  exposure  to  cold  be- 
fore, during  or  after  operation,  may  be  due  to 
infective  emboli,  etc.,  but,  most  often,  almost 
always,  is  primarily  due  to  an  injury  of  the  re- 
current laryngeal  nerve  or  nerves.  In  the 
etiology  of  pulmonary  complications,  injury  of 
the  recurrent  larjmgeal  nerve  or  nerves  is  the 
paramount  factor.  In  old  individuals,  this  con- 
dition is  frequently  hypostatic  in  type  and 
fatal  in  outcome.  The  abandonment  of  pro- 
longed anesthesia,  the  avoidance  of  unnecessary 
exposure,  denudation  and  rotation  of  the  tra- 
chea and  especially,  care  not  to  injure  the  re- 
current laryngeal  nerves,  have  practically 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


667 


eliminated  postoperative  pneumonia  as  a dan- 
ger in  goiter  operations  If  by  accident  the  tra- 
chea be  opened,  guard  against  the  aspiration  of 
blood.  Should  the  latter  occur,  lung  abscess 
or  deglutition  pneumonia  may  follow.  The 
treatment  of  postoperative  pneumonia  is,  as 
yet,  purely  symptomatic. 

Disturbed  Deglutition. — In  dislocating  large 
goiters,  the  nerves  supplying  the  pharyngeal 
muscles  may  be  traumatized.  Dysphagia  of 
several  days’  duration  always  follows  goiter 
operations;  it  is  usually  manifested  by  pain 
on  swallowing.  Sometimes  after  operation, 
patient  chokes  when  trying  to  swallow  fluids. 
The  liquid  flows  back  into  the  nose  or  drops 
into  the  larynx  and  trachea.  Combat  this  by 
turning  patient  on  his  face  with  his  head  over 
the  edge  of  the  bed ; place  the  glass  on  the  floor 
or  on  a low  stand  and  let  him  drink  through  a 
tube  uphill.  All  nourishment  will  have  to  be 
given  in  this  manner  until  normal  control  of 
the  pharynx  is  regained. 
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Correspondence 


Intramuscular  Injections  of  Sugar  Solutions 
in  the  Treatment  of  Tuberculosis. 

Staunton,  Va., 
December  21,  1925. 

To  the  Editor: 

At  this  time,  I wish  to  make  a preliminary 
statement  as  to  the  treatment  of  tuberculosis, 
including  pulmonary  forms,  by  the  administra- 
tion of  intramuscular  injections  of  sugar  so- 
lutions, together  with  suitable  doses  of  para- 
thyroid given  hypodermically.  Four  cases  at 
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present  under  treatment  will  be  reported  in 
detail. 

I conceived  the  plan  early  in  the  present 
year — 1925.  The  results  obtained  have  not 

been  had  by  any  other  plan  of  treatment.  The 
rationale  of  the  treatment  has  a well  developed 
and  clearly  formulated  hypothesis.  I shall  be 
glad  to  outline  the  plan  to  any  one. 

Marshall  J.  Payne,  M.  D. 


Miscellaneous 


New  Commandments)  for  the  “Common 
Doctor.”* 

By  W.  W.  BROWN.  M.  D.,  Shenandoah  Junction,  W.  Va. 

Thou  shalt  have  no  favorites  in  newspaper  cor- 
respondents in  order  to  see  thy  name  in  print. 

Thou  shalt  not  bow  down  to  graft,  nor  to  the 
image  of  gold. 

Thou  shalt  hold  thy  tongue  when  sued  for  mal- 
practice, remembering  silence  is  golden  and  that  thy 
adversary  is  after  thy  gold  and  will  get  it  if  thou 
art  not  discrete. 

Remember  the  Sabbath  day  and  keep  it  holy;  six 
days  shalt  thou  labor  and  the  seventh  also,  if  thou 
hast  an  opportunity  to  do  good  or  the  prospect  of 
a good  fee. 

Honor  the  fathers  of  thy  profession,  that  thy  days 
may  be  long  upon  the  land  and  thy  usefulness  length- 
ened, through  the  example  and  achievements  of  thy 
fathers. 

Thou  shalt  not  sanction  adultery  nor  produce  an 
abortion. 

Thou  shalt  not  steal  thy  brother’s  patients  nor 
forgive  him  whom  he  steals  thine. 

Thou  shalt  not  kill  thy  brother’s  opportunity  for 
earning  a living,  nor  murder  his  chance  of  useful- 
ness. He,  probably,  is  thy  superior. 

Thou  shalt  not  bear  false  witness  against  thy 
neighbor,  nor  speak  evil  of  his  good  name.  His 
reputation  may  be  better  than  thine. 

Thou  shalt  not  covet  the  specialist’s  fee,  nor  dis- 
pute over  a division.  Let  him  have  all  the  money; 
he  may  think  he  earned  it.  You  must  be  content 
with  glory. — Selected. 

The  Medical  Liar.* 

By  W.  W.  BROWN,  M.  D.,  Shenandoah  Junction,  W.  Va. 

Shakespeare  says,  “All  Men  are  Liars.”  He  must 
have  had  in  mind  newspaper  correspondents,  as  we 
know  what  famous  liars  they  are,  particularly  in 
war  time  and  political  campaigns. 

It  is  said  that  Napoleon,  in  one  of  his  wars,  in- 
quired what  the  liars  had  to  say  about  it,  and  Walter 
Page  wrote  to  President  Wilson,  in  1914,  that  the 
whole  world  had  gone  to  lying. 

But  we  should  take  the  position  that  all  men  are 
not  liars;  that  truthfulness  is  normality,  just  as  the 
absence  of  disease  (health)  is  the  normal  condition 
of  the  human  body,  and  morality  the  normal  con- 
dition of  the  human  mind;  just  as  chastity  is  the 
normal  condition  of  womankind,  just  as  mankind  is 
instinctively  religious  and  normally  spiritual. 

Shakespeare  is  authority  for  the  statement  that 


♦Read  at  the  meeting  of  the  Norfolk  and  Western  Railway 
Surgeons  in  Norfolk,  Va.,  November,  1925. 


“Some  men  are  born  great,  others  achieve  great- 
ness, whilst  others  have  greatness  thrust  upon  them.” 
I would  like  to  paraphrase  this  statement  to  read: 
“Some  men  are  born  liars,  others  achieve  lying, 
whilst  others  have  lying  thrust  upon  them.” 
Another  great  authority  in  letters  and  the  science 
and  practice  of  Democratic  Government,  Woodrow 
Wilson,  divided  the  medical  profession  into  three 
classes:  the  common  liar,  the  damn  liar,  and  the  ex- 
pert, and  we  shall  follow'  this<  classification. 

/ 

The  Common  Liar. 

The  Common  Liar  is  he  who  has  lying  thrust 
upon  him.  He  is  the  progressive  liar,  the  reciprocal 
liar,  the  ethical  liar,  the  optimistic  liar,  the  physio- 
logical liar,  the  helpful  liar,  who  will  step  aside  from 
the  beaten  paths  of  truth  to  help  a friend,  or  to 
save  a girl’s  reputation,  and  the  honor  of  the  family. 
Pie  it  is  who  can  say  with  the  poet  Foss: 

“Let  me  live  in  a house  by  the  side  of  the  road, 
Where  the  race  of  men  go  by — 

The  men  who  are  good,  and  the  men  who  are  bad, 
As  good  and  as  bad  as  I.” 

He  is  very  much  in  the  majority,  as  he  constitutes 
the  body  and  bulk  of  the  profession.  I should  think 
that  the  character  as  portrayed  in  the  book,  “Be- 
side the  Bonnie  Briar  Bush”  as  “a  doctor  of  the  old 
school”  Represents  this  type.  We  all  remember  read- 
ing the  death  scene  of  William  MacLure. 

Drumsheugh  put  on  his  spectacles  and  searched  for 
a comfortable  Scripture,  while  the  light  of  the  lamp 
fell  on  his  shaking  hands  and  the  doctor’s  face, 
where  the  shadow  was  now  settling. 

“Ma  mither  aye  wantit  this  read  tae  her  when 
she  was  sooer,”  (weak)  and  Drumsheugh  began,  “In 
my  Father’s  house  are  many  mansions,”  but  Mac- 
Lure  stopped  him. 

“It’s  a bonnie  word,  and  yir  mither  was  a sanct; 
but  it’s  no  for  the  like  of  me.  It’s  ower  gude;  a' 
daurna  tak  it. 

“Shut  the  buik  an’  let  it  open  itsel’,  an’  ye’ill  get 
a bit  a’ve  been  reading  every  nicht  the  laist  month.” 
Then  Drumsheugh  found  the  Parable  wherein  the 
Master  tells  what  God  thinks  of  a Pharisee  and  of 
a penitent  sinner,  ’till  he  came  to  the  words:  “And 

the  publican,  standing  afar  off;  would  not  lift  up 
so  much  as  his  eyes  to  heaven,  but  smote  upon  his 
breast,  saying,  ‘God  be  merciful  to  me  a sinner.’  ” 
“That  micht  hae  been  written  for  me,  Paitrick, 
or  eny  ither  aulde  sinner  that  has  feenished  his  life, 
an’  has  naethin’  tae  say  for  himsel’!” 

“Oud  ye  pit  up  a bit  prayer,  Paitrick?” 

“A’  haena  the  words,”  said  Drumsheugh  in  great 
distress;  “wud  ye  like’s  tae  send  for  the  minister?” 
“It’s  no  the  time  for  that  noe,  an’  a’  wud  rather 
hee  yersel’ — juist  what’s  in  yir  heart,  Paitrick;  the 
Almighty  ’ill  ken  the  lave  (rest)  Himsel’.” 

So  Drumsheugh  knelt  and  prayed  with  many 
pauses. 

“Almighty  God — dinna  be  hard  on  Weelum  Mac- 
Lure,  for  lie’s  no  been  hard  si’  onybody  in  Drum- 
tochty — Be  kind  tae  him  as  he’s  been  tae  us  a’  for 
forty  year — . We’re  a’  sinners  afore  Thee — . For- 
give him  what  he’s  done  wrang  an’  dinna  cuist  it 
up  tae  him — . Mind  the  fouk  he’s  helpit — the  wee- 
men  and  bairnies — an’  gie  him  a welcome  hame,  for 
he’s  sail-  needin’t  aifter  a’  his  wark.  Amen.” 

Tiie  Damn  Liar. 

The  Damn  Liar  is  the  born  liar,  the  vicious,  con- 
temptible, pathological  liar,  who  pursues  his  journey 
in  boasting  of  his  success,  in  taking  credit  home,  in 
spreading  his  bull  literature  over  the  pages  of  the 
Medical  Journal  and  in  scheming  to  injure  his  fel- 
lows and  is  soiling  his  feet  with  the  slime  of  the 
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Jungle,  little  realizing  the  fact  that  as  he  is  spew- 
ing out  his  venom,  he  is  setting  his  own  ductless 
glands  to  secreting  a poison  that  will  result  in 
aches  and  pains  and  a shortened  life,  overlooking 
the  fact  that  to  be  poisoned  with  one’s  own  secre- 
tion is  a suicidal  boomerang.  He  is  ignorant  of  the 
truth  of  the  Master’s  command,  “All  they  that  take 
the  sword  shall  perish  with  the  sword.”  He  is  vastly 
in  the  minority  and  exists  only  to  be  mentioned  and 
avoided.  No  white  robed  forms  will  guide  him  to 
the  Heavenly  Mansions,  as  the  Devil,  the  father  of 
liars,  has  a mortgage  on  him,  which  he  forcloses  at 
once. 

The  Expert  Liar. 

The  Expert  Liar  is  he  who  has  achieved  lying. 
He  is  the  learned  member  of  the  profession,  usually 
a coliege  Professor,  or  an  editor  of  a Medical  Journal 
and  a chronic  witness  before  the  courts  on  all  im- 
portant cases  where  mind  or  life  is  at  stake — but 
influencing  the  decision  but  little.  It  is  said  that 
environment  either  elevates  or  degrades  character. 
Likely,  the  intelligent  juryman  regards  the  expert 
as  a man  who  seeks  notoriety  and  gold,  who  has  com- 
mercialized his  profession,  and  whose  contact  and 
association  with  the  legal  fraternity  has  not  been 
ennobling  and  elevating.  The  expert,  however,  like 
the  common  practitioner,  has  his  visions  founded  on 
fact.  For  instance,  Dr.  Frank  Hamilton,  a distin- 
guished alienist,  two  years  before  the  World  War, 
wrote  an  article  for  the  North  American  Review, 
wherein  he  stated  that  the  Kaiser  of  Germany  was 
a paranoic — a man  of  ungeared  mind,  who  was  not 
fit  to  govern  his  own  country  or  live  in  amity  with 
his  neighbors.  Had  this  vision  been  heeded,  much 
trouble  would  have  been  avoided.  This  expert,  how- 
ever, is  able  to  take  care  of  himself,  even  when  “life’s 
fitful  dream  is  over.”  I imagine  seeing  one  of  this  fav- 
ored class,  as  soon  as  the  breath  has  left  the  body, 
rushing  up  the  Golden  Stairs  and  pushing  aside  the 
common  practitioner  in  his  eagerness  to  reach  the 
Pearly  Gates.  He  knocks,  and  St.  Peter  appears 
with  the  question,  “Who  comes  here?”  He  answers, 
“A  poor  Pilgrim.  wrho  has  left  the  attractions  of 
the  world,  but  who  now  wishes  to  walk  the  Golden 
Street,  to  behold  the  Thrones  of  Glory,  to  hear  the 
harpers  with  their  harps,  and  to  join  in  the  singing 
of  the  “New,  New  Song.”  “Who  are  you?”  “A  noted 
Specialist  and  leading  physician,  and  I do  not  come 
empty  handed.”  “I  know  that”  answered  St.  Peter, 
“as  we  have  your  record,  but  what  special  recom- 
mendation have  you?”  “I  was  a witness  before  the 
Dayton  trial  court.”  “Were  you  with  Darrow  or 
Bryan?  I will  warn  you,  however,  that  Mr.  Bryan 
is  here  and  near  the  Throne.  Were  you  made  out 
of  dust,  or  did  you  ascend  gradually  from  the  mon- 
key? We  want  the  truth.”  “For  once  in  my  life  I 
can  at  least  tell  the  truth,”  answered  the  pilgrim. 
“I  am  an  evolutionist.”  St.  Peter  paused  for  a 
minute,  then  threw  open  the  door  and  said,  “It  may 
be  a tight  squeeze,  but  walk  in.” 

The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our 
letter  of  October  30th,  the  following  have  been  ac- 
cepted: 

Abbott  Laboratories 

Arsphenamine — D.  R.  L.,  0.3  Gm.  Ampules. 

Arsphenamine — D.  R.  L.,  0.5  Gm.  Ampules. 

Neoarsphenamine — D.  R.  L„  0.15  Gm.  Ampules. 

Neutral  Acriflavine  Jelly  1:1000 — Abbott. 

Eli  Lilly  & Company 

Par-Thor-Mone — Lilly. 

Para-Thor-Mone — Lilly,  P-20,  5 c.c. 


Merrell-Soule  Company 

Powdered  Whole  Lactic  Acid  Milk — Merrell-Soule. 
Parke,  Davis  & Company 

Boro-Chloretone. 

Ovarian  Residue  Desiccated — P.  D.  & Co. 

Capsules  Ovarian  Residue  Desiccated — P.  D.  & 
Co.,  5 grains. 

Tablets  Ovarian  Residue  Desiccated — P.  D.  & 
Co.,  5 grains. 

Ovarian  Substance  Desiccated — P.  D.  & Co. 

Tablets  Ovarian  Substance  Desiccated — P.  D.  & 
Co.,  5 grains. 

Swan-Myers  Company 

Ampoules  Dextrose,  50  Per  Cent.,  20  c.c. — Swan- 

Myers. 

NEW  AND  NON-OFFICIAL  REMEDIES. 

Arsphenamine  D.  R.  L.  0.3  Gm.  Ampules — Each 
ampule  contains  arsphenamine — D.  R.  L.  (New  and 
Non-official  Remedies,  1925,  p.  47),  0.3  Gm.  The 
Abbott  Laboratories,  Chicago. 

Arsphenamine — D.  R.  L.,  0.5  Gm.  Ampules.— Each 
ampule  contains  arsphenamine — D.  R.  L.  (New  and 
Non-official  Remedies,  1925,  p.  47),  0.5  Gm.  The 
Abbott  Laboratories,  Chicago. 

Neoarsphenamine — D.  R.  L.  0.15  Gm.  Ampules. — 
Each  ampule  contains  neoarsphenamine — D.  R.  L. 
(New  and  Non-official  Remedies,  1925,  p.  49),  0.15 
Gm.  The  Abbott  Laboratories,  Chicago. 

Scarlet  Fever  Streptococcus  Antitoxin — Lederle 
(Refined  and  Concentrated). — A scarlet  fever  strep- 
tococcus antitoxin  (Jour.  A.  M.  A.,  May  2,  1925,  p. 
1338).  prepared  by  immunizing  horses  by  the  sub- 
cutaneous injection  of  the  toxic  filtrate  obtained  by 
growing  the  scarlet  fever  streptococcus  in  broth; 
also  by  injecting  cultures  of  the  scarlet  fever  strep- 
tococcus. It  is  marketed  in  syringes  containing  1 
c.c.  and  in  syringes  containing  10  c.c.  Lederle  An- 
titoxin Laboratories,  New  York. 

Saubermann  Radium  Emanation  Activator,  100,000 
Mache  Units. — Each  apparatus  (New  and  Non-official 
Remedies,  1925,  p.  315),  imparts  about  36  microcuries 
(100,000  Mache  units)  to  about  500  c.c.  of  water 
daily.  Radium  Limited,  U.  S.  A.,  New  York  (Jour. 
A.  M.  A.,  Nov.  7,  1925,  p.  1487). 

Para-Thor-Mone— Lilly— Parathyroid  Extract— Col- 
lip — A stable,  aqueous  solution  containing  the  active 
principle  or  principles  of  the  parathyroid  gland  of 
cattle,  having  the  properties  of  relieving  the  symp- 
toms of  parathyroid  tetany  and  increasing  the  cal- 
cium content  of  blood  serum.  It  is  standardized  by 
its  capacity  to  increase  the  blood  serum  calcium  in 
normal  dog:  one  unit  being  defined  as  one  one- 
hundredth  of  the  amount  of  solution  required  to 
cause  an  increase  of  0.005  Gm.  of  calcium  in  the 
blood  serum  of  a 20  kilogram  dog.  Para-Thor-Mone 
— Lilly  relieves  the  tetany  of  parathyreodectomized 
dogs  and  by  its  continued  daily  administration  in 
small  doses,  further  attacks  may  be  prevented.  The 
product  is  a most  potent  therapeutic  agent  and  its 
use  may  be  attended  with  great  danger  unless  due 
precautions  are  taken.  It  is  claimed  to  be  a spe- 
cific in  parathyreopriva  and  to  have  relieved  acute 
and  chronic  tetany  following  thyroidectomy,  so- 
called  idiopathic  tetany  and  infantile  tetany.  Para- 
Thor-Mone — Lilly,  is  marketed  in  5 c.c.  ampules, 
each  c.c.  of  solution  containing  20  units.  Eli  Lilly 
& Co.,  Indianapolis.  (Jour.  A.  M.  A.,  Nov.  14,  1925, 
p.  1559). 

Neutral  Acriflavine  Jelly  1:1,000 — Abbott.  Neutral 
Acriflavine— Abbott  (New  and  Non-official  Remedies, 
1925,  p.  134)  0.1  part,  dissolved  in  karaya  gum  jelly, 
containing  sufficient  sodium  hydroxide  so  that  the 
finished  product  has  a pH  of  from  8.3  to  8.5,  to  make 
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100  parts.  Abbott  Laboratories,  Chicago.  (Jour.  A. 

M.  A.,  Nov.  28,  1925,  p.  1729). 

PROPAGANDA  FOR  REFORM. 

Lactic  Acid  Milk. — New  and  Non-official  Remedies 
brings  out  that  there  is  considerable  evidence  in 
favor  of  the  therapeutic  value  of  soured  milk — par- 
ticularly of  sour  milk  containing  an  abundance  of 
living  B.  acidophilus.  Whereas  the  administration 
of  B.  acidophilus  has  for  its  object  the  implantation 
of  living  B.  acidophilus,  there  are  reports  which 
indicate  that  the  administration  of  milk  sugar  may 
produce  the  same  results  through  promoting  the 
growth  of  aciduric  bacteria  normally  present  in  the 
intestinal  flora.  (Jour.  A.  M.  A.,  Nov.  14,  1925,  p. 
1578). 

Horse  Dung  Allergen — Squibb,  House  Dust  Aller- 
gen— Squibb,  La  Page’s  Glue  Allergen — Squibb,  and 
Street  Dust  Allergen — Squibb,  Not  Acceptable  for  N. 

N.  R.— These  are  proposed  for  use  in  determining 
specific  sensitiveness.  The  Council  on  Pharmacy  and 
Chemistry  reports  that,  since  the  composition  of 
horse  dung,  house  dust,  glue  and  street  dust  is  in- 
definite, it  is  irrational  to  test  the  hypersensitivity 
of  a patient  by  means  of  a stock  preparation;  there- 
fore, the  Council  finds  these  preparations  of  E.  R. 
Squibb  & Sons  unacceptable  for  new  and  Non-official 
Remedies.  (Jour.  A.  M.  A.,  Nov.  7,  1925,  p.  1504). 

Vitanol  Not  Acceptable  for  N.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  Vitanol 
(Daub  Chemical  Co.,  Brooklyn),  “the  all  year  round 
tonic,”  is  stated  to  have  the  following  composition: 
“Egg  yolk,  8%;  Lecithin,  1.5%;  Hemoglobin,  1.5%; 
Ferri  Albuminate,  1.5%;  Cod  Liver  Oil,  25%;  Glyce- 
rin, 9.5%.  Vehicle  used  contains  sugar,  terpenless 
.oil  of  lemon,  and  whisky,  giving  an  alcoholic  equiva- 
lent of  20%.”  Vitanol,  being  a complex  and  irra- 
tional mixture  of  uncontrolled  composition,  marketed 
with  unwarranted  therapeutic  claims  and  in  a way 
to  invite  its  indiscriminate  and  ill-advised  use  by 
the  public,  was  found  unacceptable  for  New  and  Non- 
official Remedies  by  the  Council.  (Jour.  A.  M.  A., 
Nov.  7,  1925,  p.  1504). 

More  Misbranded  Nostrums. — The  following  pro- 
ducts have  been  the  subject  of  prosecution  by  the 
authorities  charged  with  the  enforcement  of  the  Fed- 
eral Food  and  Drugs  Act:  Grandma’s  Compound 
Sarsaparilla  (Park  Laboratory  Co.,  San  Antonio, 
Texas),  consisting  essentially  of  potassium  iodid, 
alcohol,  with  plant  extractives  including  a laxative 
drug,  sugar,  water  and  flavoring.  Hooper’s  Anodyne 
(O.  P.  Hooper  Chemical  Co.,  Chester,  Pa.),  con- 
sisting essentially  of  morphin  hydrochlorid,  glycerol, 
sugar,  salicylic  acid  and  water,  flavored.  Ark-A-Lu 
(Vawter  Drug  Stores,  Monroe,  La.),  consisting  es- 
sentially of  Epsom  salt,  iron  chlorid,  nitric  and  hy- 
drochloric acids  and  water,  with  flavoring.  Sanita 
(Newer  Novelties  Co.,  Los  Angeles,  Cal.),  consist- 
ing essentially  of  capsules  of  cacao  butter  and  tan- 
nin, with  a trace  of  boric  acid.  D-O-D  (R.  Burbach, 
West  Allis,  Wis.),  consisting  approximately  of  93 
per  cent  of  baking  soda,  6 per  cent  of  potassium  per- 
manganate and  a small  quantity  of  Epsom  salt. 
Rose’s  Whooping  Cough  Remedy  (Aschenbach  & 
Miller,  Inc.,  Philadelphia),  containing  syrup,  potas- 
sium nitrate,  arsenic  and  cyanid.  A.  D.  S.  Special 
Kidney  and  Bladder  Pills  (American  Druggists’  Syn- 
dicate, New  York),  consisting  of  hexamethylenamin 
and  extracts  of  plant  drugs,  including  small  quan- 
tities of  resins  and  volatile  oils  mixed  with  magne- 
sium carbonate.  (Jour.  A.  M.  A.,  Nov.  14,  1925,  p. 
1576). 

Radium  Ore  Revigator. — Capitalizing  the  discovery 
of  radium  and  radioactivity,  water  jars  containing 


as  a part  of  the  wall  of  the  jar  or  as  an  accessory 
low  grade  radioactive  ore  are  being  sold  under  the 
general  claim  that  they  render  water  that  is  put 
into  them,  radioactive  and  that  this  radioactive  water 
will  “make  you  well  if  you  are  sick  and  keep  you 
from  getting  sick  if  you  are  well.”  One  of  the  most 
widely  advertised  of  these  devices  is  known  as  the 
Radium  Ore  Revigator,  put  out  by  a California  Com- 
pany. From  the  advertising  claims  the  impression 
is  gained  that  ill  health  is  caused  by  the  lack  of 
radio-activity  in  our  drinking  water,  that  the  cura- 
tive properties  of  certain  mineral  waters  have  been 
shown  to  be  due  to  their  natural  radioactivity  and 
that  many  ills  are  cured  by  the  use  of  water  from 
the  “Revigator”  jars.  Even  if  the  water  from  the 
jars  has  the  radioactivity  claimed,  this  is  so  small 
that  it  has  no  therapeutic  significance.  (Jour.  A. 
M.  A.,  November  21,  1925,  p.  1658). 

Side-Lights  on  Intravenous  Medication — Intrave- 
nous injection  involves  difficulties  of  technic,  with  the 
possibility  of  local  injuries  to  the  peripheral  blood 
vessels  at  the  seat  of  operation.  It  presents  dangers 
of  bacterial  contamination;  the  vehicle  as  well  as 
the  drug  is  immediately  foreign  to  the  blood,  and 
other  objections  have  presented  themselves.  The 
Council  on  Pharmacy  and  Chemistry  has  taken  a 
decidedly  conservative  attitude  toward  the  recogni- 
tion of  the  scores  of  products  intended  for  direct 
intravenous  use.  The  wisdom  of  this  stand  has  been 
attested  anew  by  a recent  report  of  Hanzlik  and  his 
collaborators  who  report  that  a large  variety  of  sub- 
stances cause  definite  and  important  changes  in 
arterial  blood  of  test  animals,  accompanied  as  a rule 
by  disturbances  in  physiologic  functions.  (Jour.  A. 
M.  A.,  November  21,  1925,  p.  1645). 

Herradora  Products  and  Intravenous  Therapy. — In 
1923,  the  Council  on  Pharmacy  and  Chemistry  found 
the  intravenous  preparations  of  the  Scientific  Chemi- 
cal Co.  (Marcus  Aurelio  Herradora,  president),  not 
acceptable  for  New  and  Non-official  Remedies,  be- 
cause of  unwarranted  and  unsubstantiated  statements 
in  favor  of  intravenous  and  intramuscular  adminis- 
tration of  drugs  and  because  of  the  complex  and 
indefinite  mixtures  as  represented  by  these  special- 
ties. From  an  examination  of  advertising  recently 
received,  there  appears  to  be  every  reason  to  reiter- 
ate the  Council’s  conclusion  that  “the  propaganda 
contained  in  the  advertising  matter  issued  by  the 
Scientific  Chemical  Company  is  detrimental  to  the 
rational  practice  of  medicine  and  to  the  public 
health.”  (Jour.  A.  M.  A.,  Nov.  21,  1925,  p.  1660). 

Diabesan. — The  Council  on  Pharmacy  and  Chem- 
istry reports  that  Diabesan  (Solosan  Co.,  Morris- 
town, N.  J.,  A.  H.  Werner,  president),  is  claimed  to 
contain  as  its  chief  therapeutic  agent  . . the 

trypsin  of  dead  yeast  cells  . . .”  and  is  said 

to  be  “indicated  in  all  cases  of  diabetes  and  glyco- 
suria.” 

The  Council  reports  that  the  evidence  in  support, 
of  the  claims  made  for  Diabesan  is  contained  in  a 
paper  written  by  A.  H.  Werner,  the  president  of  the 
Solosan  Co.,  and  that  the  paper  contains  a number 
of  fallacies  that  vitiate  the  rather  intangible  and 
poorly  written  arguments;  further,  the  available  in- 
formation seems  to  show  that  A.  H.  Werner  is  not 
a properly  qualified  medical  authority.  The  Council 
concludes  that  the  claims  for  Diabesan  are  not  in 
harmony  with  accepted  facts,  nor  supported  by  ac- 
ceptable evidence;  nor  does  there  appear  to  be  any 
evidence  that  trypsin — or  a preparation  such  as  Dia- 
besan, said  to  contain  it — has  any  value  in  the  treat- 
ment of  diabetes.  (Jour.  A.  M.  A.,  Nov.  28,  1925, 
p.  1747). 
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Distribution  of  Doctors  in  Virginia  According  to  Population  and  Area. 

The  following  tabulation,  furnished  us  bythe  State  Board  of  Health,  is  published  be- 
cause of  the  interest  it  holds  for  all  doctors : 


COUNTY 


*Chesterfield 

Buchanan 

Patrick 

Franklin 

Greene 

Dickenson 

Carroll 

Louisa 

York 

Isle  of  Wight 

Charles  City 

Lunenburg 

Charlotte 

King  and  Queen 

Cumberland 

King  William 

Brunswick 

Prince  George 

Fluvanna 

Westmoreland 

Craig 

Halifax 

Lancaster 

Bedford. j. 

Appomattox 

Page 

Buckingham 

Richmond 

Scott „ 

Smyth 

Southampton 

Nelson 

Essex , 

Gloucester 

Powhatan 

Botetourt 

Floyd 

Middlesex 

Stafford 

Princess  Anne 

Mecklenburg 

Madison 

Rockbridge 

Surry _ 

Tazewell 

James  City 

*EIizabeth  City 

Amherst 

Russell 

Goochland 

Amelia 

Caroline 

Greenesville 

Bland 

Nottoway 

Lee 

Prince  William 

King  George 

Clarke 

Hanover 

Grayson 

Northampton 

Mathews 

Fairfax 

*Near  City. 


Population 

Area 

Square  Miles 

Number  of 
Doctors 

Population 
per  Doctor 

Area 

per  Doctor 

21746 

471 

4 

117 

16882 

514 

4 

4990 

16850 

485 

4 

4212 

lzo 

121 

26283 

697 

8 

3285 

87 

6369 

155 

2 

3184 

77 

15556 

325 

5 

3111 

21361 

458 

7 

3051 

00 

17324 

516 

6 

2887 

00 

86 

8179 

136 

3 

2726 

45 

14433 

314 

6 

2405 

52 

4793 

188 

2 

2396 

94 

16408 

430 

7 

2344 

61 

18351 

496 

8 

2294 

62 

9161 

320 

4 

2290 

80 

9111 

293 

4 

2277 

73 

8827 

263 

4 

2206 

65 

21850 

557 

10 

2185 

55 

17307 

294 

8 

2163 

36 

8650 

285 

4 

2162 

71 

10668 

252 

5 

2133 

50 

4100 

333 

2 

2050 

166 

41991 

814 

21 

1999 

38 

9757 

130 

5 

1951 

26 

31188 

791 

16 

1949 

49 

9419 

342 

5 

1883 

68 

15058 

322 

8 

1882 

40 

14885 

584 

8 

1860 

73 

7442 

204 

4 

1860 

51 

25222 

543 

14 

1801 

58 

22958 

435 

13 

1766 

33 

28135 

604 

16 

1758 

37 

17487 

473 

10 

1748 

47 

8542 

258 

5 

1708 

51 

11894 

223 

7 

1699 

31 

6760 

273 

4 

1690 

68 

16557 

548 

10 

1655 

54 

13115 

376 

8 

1639 

47 

8157 

146 

5 

1631 

29 

8118 

274 

5 

1723 

54 

14599 

279 

9 

1622 

31 

32252 

669 

20 

1612 

33 

9595 

324 

6 

1599 

53 

20626 

616 

16 

1552 

38 

9305 

278 

6 

1550 

46 

29181 

531 

19 

1535 

27 

6138 

164 

4 

1534 

41 

25910 

54 

17 

1524 

3 

20159 

470 

8 

1519 

58 

20321 

496 

19 

1490 

26 

8863 

287 

6 

1477 

47 

10201 

371 

7 

1457 

53 

15954 

529 

11 

1450 

48 

11606 

307 

8 

1450 

38 

5797 

360 

4 

1449 

90 

14485 

310 

10 

1448 

31 

25964 

446 

18 

1442 

25 

14417 

345 

10 

1441 

34 

5762 

180 

4 

1440 

45 

7165 

171 

5 

1433 

34 

18498 

512 

13 

1422 

39 

19816 

425 

14 

1415 

30 

18397 

239 

13 

1415 

18 

8447 

94 

6 

1407 

15 

22967 

417 

17 

1351 

25 
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COUNTY 

Population 

Area 

Square  Miles 

Number  of 
Doctors 

Population 
per  Doctor 

Area 

per  Doctor 

Rockingham 

36395 

876 

27 

1347 

22 

Rappahannock 

8079 

274 

6 

1346 

45 

Giles — 

12028 

369 

9 

1336 

41 

Northumberland 

11860 

205 

9 

1317 

22 

Pulaski 

17111 

333 

13 

1316 

25 

Pittsylvania  & Danville 

81878 

1015 

63 

1299 

16 

Fauquier 

21869 

666 

17 

1286 

39 

Sussex 

12834 

515 

10 

1283 

51 

Warren 

8974 

216 

7 

1282 

30 

Wise 

52219 

420 

41 

1272 

10 

Highland 

4931 

422 

4 

1232 

105 

Wythe 

20217 

479 

17 

1189 

28 

Frederick 

2011/ 

435 

17 

1183 

25 

Accomac 

34795 

502 

32 

1179 

15 

Arlington,  including  Alexandria.  .. 

3/697 

32 

32 

1178 

1 

Henry 

21062 

444 

18 

1170 

24 

Shenandoah 

20808 

510 

18 

1156 

28 

Prince  Edward 

14997 

356 

13 

1153 

27 

Loudoun 

20577 

519 

18 

1143 

29 

Nansemond 

30450 

423 

27 

1127 

15 

Culpeper 

13292 

384 

11 

1117 

34 

Alleghany 

22229 

458 

21 

1058 

21 

Albemarle,  includ.  Charlottesville 

37121 

751 

37 

1003 

20 

Montgomery 

24031 

401 

24 

1001 

16 

Dinwiddie,  including  Petersburg.. 

53315 

521 

54 

987 

9 

Warwick  and  N.  N 

48041 

69 

50 

960 

1 

Washington,  including  Bristol  ..... 

39326 

604 

42 

936 

14 

Bath 

6389 

545 

7 

912 

77 

New  Kent 

4541 

191 

5 

908 

38 

Orange 

13320 

359 

15 

888 

23 

Spotsylvania,  including  Fred- 
ericksburg  

16750 

413 

19 

881 

21 

Augusta,  including  Staunton _... 

46334 

1006 

54 

858 

18 

Norfolk  (County) 

261881 

414 

334 

784 

1 

Campbell,  including  Lynchburg.. 

58754 

557 

77 

763 

7 

Roanoke 

81922 

305 

128 

640 

2 

Henrico,  including  Richmond 

207357 

277 

395 

524 

7 

VIRGINIA 

2423942 

40262 

2206 

1098 

18.2 

The  Leslie  Dana  Medal. 

Mr.  Leslie  Dana,  on  retiring-  as  chairman  of 
the  Missouri  Commission  for  the  Blind,  in 
1925,  established  a special  fund  to  be  utilized 
by  the  Missouri  State  Association  for  the 
Blind  for  the  annual  purchase  of  the  Leslie 
Dana  Medal  for  the  Prevention  of  Blindness. 
In  accordance  with  the  terms  of  the  gift,  the 
National  Committee  for  the  Prevention  of 
Blindness  is  to  make  the  annual  award  under 
the  following  conditions: 

a.  Long  meritorious  service  for  the  conser- 
vation of  vision  in  the  prevention  and  cure 
of  diseases  dangerous  to  eyesight. 

b.  Research  and  instructions  in  ophthal- 
mology and  allied  subjects. 

c.  Social  service  for  the  control  of  eye  dis- 
eases. 

d.  Special  discoveries  in  the  domain  of  gen- 
eral science  or  medicine  of  exceptional  import- 
ance in  conservation  of  vision. 


Nominations  will  be  received  by  the  National 
Committee  for  the  Prevention  of  Blindness, 
370  Seventh  Avenue,  New  York  City,  together 
with  detailed  information  prompting  thg  nomi- 
nation, until  the  15th  day  of  March,  1925. 

The  medical  profession  and  ophthalmologi- 
cal  societies  are  invited  to  submit  names  of 
persons  deemed  worthy  of  this  honor  under 
the  conditions  set  forth  above. 

Child  Labor  in  Canada. 

A minimum  age  of  fifteen  for  permanent 
gainful  employment  during  the  school  year 
is  urged  for  Canadian  children  by  the  Cana- 
dian Council  on  Child  Welfare.  The  council 
also  urges  prohibition  of  night  work  for  minors 
under  eighteen  and  of  employment  in  dan- 
gerous or  unhealthful  occupations  of  minors 
under  twenty-one  and  an  eight-hour  day 
and  forty-four-hour  week  for  minors  under 
eighteen. 
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Proceedings  of  Societies 

The  Southside  Virginia  Medical  Association 

Met  in  South  Hill,  Va.,  December  8tli,  with 
a good  attendance.  An  unusually  good  pro- 
gram was  presented  and  all  papers  were  free- 
ly discussed.  The  following  officers  were 
elected  for  1926:  President,  Dr.  F.  C.  Rinker, 
Norfolk;  vice-presidents,  Drs.  Wright  Clark- 
son, Petersburg;  Richardson  Joyner,  Suffolk; 
W.  W.  Wilkinson,  La  Crosse,  and  William  B. 
Mcllwaine,  Petersburg.  Dr.  R.  L.  Raiford, 
Sedley,  was  re-elected  secretary-treasurer. 

The  Home  Economics  class  of  the  South 
Hill  High  School  served  the  visiting  doctors 
a delicious  course  dinner,  consisting  of  quail 
on  toast  and  other  good  things. 

The  next  meeting  will  be  held  on  the  second 
Tuesday  in  March. 

The  Bedford  County  Medical  Society 

Held  a most  interesting  called  meeting  on 
December  10th,  which  was  largely  attended. 
The  particular  occasion  of  this  meeting  was  to 
hear  a lecture  by  Dr.  James  F.  Cooper,  Medi- 
cal Director  of  the  Clinical  Research  Depart- 
ment, of  the  American  Birth  Control  League, 
who  gave  a splendid  talk  on  the  reasons  for 
birth  control.  Dr.  W.  O.  McCabe,  Thaxton, 
is  president  and  Dr.  J.  A.  Rucker,  Bedford, 
secretary  of  this  Society. 

The  Warwick  County  Medical  Society, 

At  its  annual  meeting  on  December  28th, 
elected  Dr.  Horace  G.  Longaker  president; 
Dr.  J.  E.  Marable  vice-president,  and  Dr.  Wav- 
erly  R.  Payne  secretary-treasurer.  This  so- 
ciety meets  in  Newport  News  on  the  first  and 
third  Mondays. 

The  Danville  Academy  of  Medicine, 

At  its  annual  meeting,  elected  Dr.  W.  W. 
Robertson,  of  that  city,  president,  and  Dr.  W. 
B.  Fowlkes,  also  of  Danville,  secretary.  This 
society  holds  monthly  meetings  on  second 
Tuesdays. 

The  Loudoun  County  Medical  Society 

Held  its  regular  meeting  at  the  home  of  Dr. 
J.  E.  Clagett,  at  Hamilton,  on  January  5,  at 
which  time  papers  were  read  by  Dr.  J.  D. 
Rogers,  of  Washington,  and  Dr.  W.  O.  Bailey, 


of  Leesburg.  Dr.  Bailey  is  president,  and  Dr. 
W.  C.  Orr,  of  Leesburg,  secretary  of  this  So- 
ciety. 

The  Arlington  County  Medical  Society, 

At  its  regular  meeting  in  November,  elected 
Dr.  Henry  A.  Hornthal,  of  Potomac,  president,, 
and  re-elected  Dr.  B.  II.  Swain,  of  Ballston,. 
secretary-treasurer. 

The  Richmond  Academy  of  Medicine, 

At  its  annual  meeting  in  this  city,  Decem- 
ber 8,  elected  Dr.  A.  Murat  Willis  president 
for  the  ensuing  year,  and  Drs.  M.  L.  Anderson 
and  George  C.  Woodson  vice-presidents.  Dr. 
Mark  W.  Peyser  is  the  secretary-treasurer. 


Book  Announcements 


The  Art  and  Practice  of  Medical  Writing.  By 
GEORGE  H.  SIMMONS,  M.  D.,  Editor  and  General 
Manager  Emeritus,  American  Medical  Association, 
and  MORRIS  FISHBEIN,  M.  D.,  Editor,  The  Jour- 
nal of  the  American  Medical  Association,  Chicago. 
Press  of  the  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  1925.  163  pages. 

Cloth. 

Drs.  Simmons  and  Fishbein  are  so  well  known  in 
the  medical  world  for  their  ability  as  writers,  that 
it  seems  only  necessary  to  state  that  this  book  is  a 
“gem.”  It  is  one  which  should  be  in  the  hands  of  all 
authors  and  publishers.  It  is  practically  a post- 
graduate course  in  the  preparation  and  editing  of 
articles  for  medical  journals. 

Thoracic  Surgery.  The  Surgical  Treatment  of 
Thoracic  Disease.  By  HOWARD  LILENTHAL, 
M.  D.,  Professor  of  Clinical  Surgery  at  Cornell 
University  Medical  School;  Ex-President  of  the 
American  Association  for  Thoracic  Surgery,  etc. 
Philadelphia  and  London.  W.  B.  Saunders  Com- 
pany. 1925.  Two  Octavo  Volumes,  totaling  1,294 
pages,  with  904  illustrations,  13  in  colors.  Cloth. 
Price,  $20.00  for  the  two  volumes. 

Chemical  Pathology.  Being  a Discussion  of  General 
Pathology  from  the  standpoint  of  the  Chemical 
Processes  Involved.  By  H.  GIDEON  WELLS, 
Ph.D.,  M.  D.,  Professor  of  Pathology  in  the  Uni- 
versity of  Chicago,  and  in  the  Rush  Medical  Col- 
lege, Chicago.  Fifth  Edition,  Revised  and  Reset. 
Philadelphia  and  London.  W.  B.  Saunders  Com- 
pany. 1925.  Octavo  of  790  pages.  Cloth.  Price, 
$8.50. 

A Text-Book  of  Medical  Diagnosis.  By  JAMES  M. 
ANDERS,  M.  D.,  Professor  of  Medicine,  Medico- 
Chirurgical  College,  Graduate  School  of  Medicine, 
University  of  Pennsylvania:  and  L.  NAPOLEON 
BOSTON,  M.  D„  Associate  Professor  of  Medicine, 
Graduate  School  of  Medicine,  University  of  Penn- 
sylvania. Third  Edition,  Entirely  Reset.  Phila- 
delphia and  London.  W.  B.  Saunders  Company. 
1925.  Octavo  of  1422  pages  with  555  illustrations, 
21  in  colors.  Cloth.  Price,  $12.00  net. 
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Editorial 


Gastric  Digestion. 

The  stomach  does  not  digest  food  com- 
pletely. The  body  is  unable  to  use  the  food  as 
it  is  when  it  leaves  the  stomach.  Normal  gas- 
tric digestion  does  not  contemplate  complete 
digestion.  Digestion  of  food,  when  com- 
pleted, is  a process  of  change  from  alimentary 
food  to  blood  and  lymph  food.  This  transfor- 
mation is  a process  of  digestion  and  absorption 
of  food.  It  takes  place  in  the  alimentary  tract 
only  after  gastric  chyme  has  passed  the  upper 
reaches  of  the  intestines.  In  thinking  of  gas- 
tric digestion  one  should  think  of  the  limita- 
tions of  the  word  “digestion”  remembering  that 
the  stomach  has  powers  of  only  partial  di- 
gestion. This  partial  digestion  is  brought 
about  through  two  general  processes.  These 
processes  are  in  the  nature  of  a reduction  of 
gross  food  particles  into  a fluid  state,  within 
a reasonable  time,  and  the  prompt  ejection  of 
this  gastric  chyme  from  the  stomach  into  the 
gut  where  it  is  to  be  entirely  converted,  through 
completed  digestion,  into  elements  susceptible 
to  absorption  into  blood  and  lymph  channels. 

Complementary  to  the  treatment  of  the  gas- 
tric secretory  function,  the  food  in  the  stom- 
ach relies  upon  the  two-way  motor  function  of 
the  stomach.  Here  time  is  an  important  con- 
sideration. If  the  food  is  expelled  by  motor 
function  too  soon  from  the  stomach,  or  if  it  is 
retained  too  long  in  the  stomach  through  in- 
sufficient motor  action,  impaired  digestion  is 
the  result.  This  may  show  itself,  if  of  such  a 
degree  of  severity,  in  a train  of  easily  recog- 
nized symptoms.  These  symptoms  may  be  of 


a gastric  nature  or  they  may  be  of  an  intes- 
tinal nature,  or,  probably,  a combination  of 
symptoms  emanating  from  the  stomach,  intes- 
tinal tract,  and  other  systems  or  regions  of 
the  body. 

It  is,  hence,  interesting  to  think  of  the  ele- 
mentary principles  of  the  physiology  of  this 
organ  and  to  recall  some  of  the  common  sense 
aspects  of  problems  involved  in  ordinary  com- 
plaints of  patients.  Dyspepsia,  so  called,  acute 
indigestion,  upset  stomach,  disordered  stom- 
ach, and  like  terms  are  expressions  so  frequent- 
ly used  by  patients  that  it  is  a good  idea  to 
think  of  the  work  of  the  stomach  in  its  daily 
duty  of  taking  care  of  the  foodstuffs  intro- 
duced into  it. 

In  connection  with  this  we  may  look  to  the 
work  of  Martin  E.  Rehfuss  who  has  done  much 
to  set  us  right  on  the  stomach’s  part  in  diges- 
tion, and  on  the  effect  of  certain  foods  upon 
the  evacuation  time  of  the  stomach.  Under  the 
title  “Normal  Gastric  Digestion,”  J.  A.  M.  A., 
Vol.  85,  No.  21,  page  1,599,  one  may  find  an 
interesting  summary  of  present-day  knowledge 
of  gastric  digestion.  Until  we  get  something 
better  we  may  agree  upon  this  as  a fair  state- 
ment of  what  we  know  “as  of  today.” 

Rehfuss  succinctly  gives  his  view  in  the  fol- 
lowing paragraphs : 

“1.  The  whole  tendency  of  gastric  digestion  is  to 
produce  fine  comminution,  or  to  translate  a mass  of 
heterogeneous  substances  into  a more  or  less  homo- 
geneous mass.  In  a very  different  way,  Meunier 
has  attempted  to  demonstrate  by  means  of  cryo- 
scopic  index  that  the  gastric  contents  are  reduced 
to  a certain  optimum  at  which  place  active  evacua- 
tion occurs.  It  is  evident,  therefore,  that  with  the 
greatest  diversity  of  foodstuffs  the  whole  tendency 
of  gastric  digestion  is  to  reduce  them  to  a state  of 
fine  comminution  and  homogeneity. 

“2.  The  stomach  is  undoubtedly  a buffer  or  sentinel 
to  the  most  deeply  placed  portions  of  the  gastro- 
intestinal tract;  namely,  the  small  bowel  and  the 
accessory  organs  of  digestion,  the  liver  and  pan- 
creas. It  is  in  this  portion  that  the  true  digestion 
and  absorption  of  food  occur. 

“3.  The  stomach  is  a ‘turnstile,’  or,  rather,  the 
pylorus  is  the  ‘turnstile’  for  the  entrance  of  food 
into  the  true  digestive  tract;  and  on  the  efficiency  of 
this  mechanism  depends  the  decision  as  to  whether 
material  shall  pass  into  the  lower  tract. 

“4.  The  stomach  shows  an  extraordinary  adaptabil- 
ity to  every  variety  of  foodstuffs  and,  in  my  judg- 
ment, a selective  activity  to  all  varieties  of  food. 
In  view  of  the  great  diversity  of  food  products, 
representing  practically  every  variety  of  animal  and 
vegetable  life,  it  is  apparent  that  this  little  organ 
does  an  amount  of  true  mechanical  work  that  can 
only  be  appreciated  when  the  whole  series  of  food- 
stuffs are  studied  in  their  transition  from  their 
natural  state  to  chyme.  This  was  our  work  in 
studying  the  phenomena  of  normal  digestion  at  Jef- 
ferson over  a period  of  more  than  eight  years,  re- 
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garding  the  gastric  digestibility  of  every  variety  of 
foodstuff.  These  studies  emphasize  more  than  any- 
thing else  the  extraordinary  resilience  and  adapta- 
bility of  the  normal  stomach  in  health,  and  asso- 
ciated studies  have  emphasized  the  intolerance  of 
the  stomach  as  probably  the  first  evidence  of  dis- 
ease.” 

Rate  of  Gastric  Digestion 

It  seems  from  Rehfuss’  studies  that  stom- 
achs vary  nominally  in  rate  of  evacuation  and 
degree  of  acidity.  Stomachs  vary  in  gas- 
tric function  in  health.  There  is  a normal 
“fast”  and  a normal  “slow”  stomach,  measured 
by  the  evacuation  time.  The  normally  “fast” 
stomach  becomes  sick  when  it  becomes  a 
“slow”  stomach,  and  the  normally  “slow” 
stomach  may  kick  up  symptoms  when  it  be- 
comes “fast”  or  too  “slow.”  Rehfuss  shows 
that  normal  fast  stomachs  '•'‘digest'1'1  beets,  raw 
cabbage  and  lettuce  in  a little  over  an  hour, 
turnips  and  asparagus  in  an  hour  and  a half; 
raw  carrots,  creamed  celery,  plain  cucumbers 
and  strinof  beans,  in  between  one  and  one-half 
and  two  hours ; eggs,  bread,  and  cereals,  around 
two  hours;  hamburger  steak,  minced  ham  and 
medium  roast  beef  in  two  and  one-quarter 
hours;  lamb  chops,  roast  beef,  scrambled  eggs 
and  omelet  in  two  and  one-half  hours;  roast 
lamb,  pork,  in  between  two  and  three-quarters 
and  three  hours ; liver,  bacon,  sirloin  steak  and 
ham  bologna  in  a little  over  three  hours. 

The  normal  slow  stomach  shows  a longer 
evacuation  time  on  all  foodstuffs,  but  all  foods, 
in  normal  stomach,  are  evactuated  before  six 
hours;  in  other  words,  there  is  no  actual  six 
hour  retention  in  all  foods  of  moderate  quan- 
tity in  the  normal  stomach. 

The  observations  of  the  secretory  function 
are  also  interesting  in  this  connection.  Rehfuss 
found  in  929  cases,  that  91.5  per  cent  showed 
that  fish  gave  an  acidity  of  100  or  over ; 76  per 
cent  of  meat  preparation,  44  per  cent  of  milk 
and  cream  preparation,  39  per  cent  of  pies, 
puddings,  and  pastry  and  only  7.3  per  cent  of 
bread  and  cereal  responses  were  in  excess  of 
100. 

It  seems  clear  that  in  health  there  is  a wide 
range  of  variation  in  secretory  and  motor  func- 
tion. In  the  presence  of  gastric  symptoms  the 
evaluation  of  the  power  of  gastric  function, 
must  be  made  with  this  in  mind. 

Investigation  of  the  Abnormal  Stomach 

In  view  of  the  frequency  of  “stomach  trou- 
ble” as  a cause  of  sickness  and  disability,  and  of 
the  evident  importance  of  the  part  played  by 


the  stomach  in  the  preparation  and  partial 
digestion  of  the  food  for  the  ultimate  use  of 
the  body,  comment  upon  investigation  of  gas- 
tric function  may  be  made  here. 

In  all  cases  of  “stomach  trouble”  careful 
history  taking  and  physical  examination  as- 
sumes paramount  importance.  Careful  inquiry 
into  the  habits  of  the  patient,  the  food,  the 
time,  the  environment,  and  other  obvious  con- 
ditions of  feeding  are  indicated.  One  may 
find  this  inquiry  tedious,  but  it  is  fruitful  in 
the  leads  it  offers.  The  physical  examination 
of  “stomach  cases”  is  also  important  and  should 
be  conducted  with  great  care. 

But  to  gastric  analysis  and  the  roentgen-ray 
we  must  turn  for  the  most  useful  and  accurate 
means  of  investigation  into  abnormalities  of 
gastric  function.  Rehfuss  cogently  observes 
that  “gastric  analysis  is  a physiologic  study 
of  gastric  work ; it  is  an  attempt  to  throw  light 
on  gastric  function.  Many  observers  see  in  it 
no  other  purpose  than  a determination  of  the 
acid  values,  when  fn  truth  the  determination 
of  acid  values  is  but  a single  evidence  of  one 
of  the  mucosal  functions.”  Gastric  function  is 
combined  secretory  and  motor  work;  a chemi- 
cal determination  of  its  workings  is  only  one 
of  the  factors  of  function.  Gastric  analysis 
for  diagnostic  purposes  is  conducted  as  an  in- 
quiry into  the  behavior  of  the  motor  function 
as  well  as  the  secretory  function  during  the 
course  of  a standardized  meal  of  simple  food. 
It  attempts  to  throw  light  upon  chyrnffication 
and  food  evacuation,  upon  pyloric  function, 
and  gastric  retention. 

The  roentgen-ray  gives  the  anatomic  evi- 
dence in  diagnosis  of  stomach  disease.  The 
X-ray  study  of  the  stomach,  where  symptoms 
and  gastric  analysis  indicate  its  use,  is  em- 
ployed to  determine  the  form,  size,  position  and 
alterations  in  the  stomach;  not  to  speak  of 
peristaltic  action  and  evacuation  time. 

In  the  use  of  all  diagnostic  methods  one  must 
remember  the  variations  of  the  normal  stom- 
ach and  the  evidence  received  must  be  thrown 
against  the  background  of  symptomatology  and 
history  of  the  case  under  investigation.  One 
must  remember  also  that  the  acid  curves  and 
the  evacuating  time  of  the  stomach  being 
studied  should  be  interpreted  in  the  light  of 
the  test  meal  use,  the  preparation  and  environ- 
ment, the  pathologic  conditions,  mucus,  blood 
and  bile.  By  means  of  fractional  gastric, 
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sampling  of  the  contents  of  a stomach  as  it 
works  itself  through  the  phases  of  gastric  di- 
gestion, especially  in  the  face  of  self-asserting 
symptoms  from  the  stomach,  one  may  secure 
valuable  evidence  in  diagnosis.  The  chemical 
study  of  samples  of  gastric  chyme  during  stom- 
ach digestion,  with  a breakfast  of  simple  na- 
ture ; the  period  of  time  required  for  the  stom- 
ach to  evacuate  the  meal,  the  nature  of  the  con- 
tent. secured  in  the  fractional  tappings,  all  en- 
ter into  the  inquiry  as  to  the  cause  and  nature 
of  the  gastric  complaint.  Fractional  gastric 
■examination  is  an  attempt  to  measure  the 
ability  of  the  organ  to  function  or  to  find  out 
wherein  it  fails  in  its  function,  besides  getting 
sidelights  for  additional  study. 

Heart  Sounds. 

Every  practitioner  is  interested  in  the 
heart  sounds.  Auscultation  first  seeks  the 
heart  sounds.  Heart  murmurs  must  be  giv- 
en the  “deaf  ear,”  until  one  has  “listened 
in”  on  the  heart  sounds.  The  heart  sounds  are 
signals  of  heart  function.  The  first  and  second 
sounds  of  the  heart  stand  out  as  “fixed  points.” 
The  making  of  the  heart  sounds  and  the  time 
relation  of  the  heart  sounds,  the  quality  and 
nature  of  the  heart  sounds,  the  auscultation 
and  suppression  of  the  heart  sounds,  the  rela- 
tion of  murmur  to  the  heart  sounds,  are  all 
important  considerations. 

The  two  heart  sounds  mark  the  beginning 
and  the  ending  of  ventricular  systole.  This 
fact  should  be  remembered  as  one  “listens-in” 
on  the  heart.  The  first  sound,  beginning  with 
the  closure  of  the  auriculo-ventricular  valves, 
the  tightening  of  the  valve  cords  and  contrac- 
tion of  ventricular  walls,  is  deeper  in  pitch  and 
longer  than  the  second  sound  in  duration.  The 
second  sound,  occurring  with  the  completion 
of  ventricular  systole,  is  at  a higher  pitch  and 
of  a shorter  duration  and  is  created  by  vibra- 
tions occurring  in  the  closure  of  the  semi- 
lunar valves.  The  first  sound  is  truly  systolic 
in  time  and  the  second  sound  is  diastolic.  A 
third  heart  sound  has  been  noted  (Thayer). 
It  is  described  as  “softer  and  of  a lower  pitch” 
than  the  second  sound  and  is  heard  just  after 
the  second  sound.  It  occurs  only  in  diastole 
and  it  is  thought  to  be  due  to  a vibration  of 
the  auriculo-ventricular  valves,  caused  by  the 
sudden  in-rush  of  blood  from  the  auricles  at 
the  beginning  of  the  diastole,  occurring  0.13 
seconds  after  the  beginning  of  the  second 


sound.  One  should  remember  that  the  two 
sides  of  the  heart  acting  synchronously  make 
up  the  heart  sounds;  although  re-duplication 
of  the  elements  of  the  sounds  are  occasioned 
by  disassociation  of  left  and  right  contraction. 

Abnormal  sounds  of  heart  sounds  should  be 
understood  or  interpreted  by  physicians  by 
means  of  auscultation.  One  remembering  the 
nature,  quality,  time  relation,  and  position  of 
best  interpretation  of  normal  heart  sounds  is 
enabled  the  better  to  evaluate  abnormal  heart 
sounds  and  to  ascribe  to  changes  of  quality, 
intensity,  rate,  and  intermissions,  associations 
with  other  sounds  in  or  about  the  heart,  a 
truer  meaning.  Diminuition  of  the  intensity 
of  the  first  sound  at  the  base  is  to  be  considered 
as  a sign  of  heart  weakness  or  myocardial 
weakness,  especially  if  the  heart  is  beating  fast: 
while  increase  of  the  intensity  of  the  first 
sound,  at  the  apex,  if  pronounced,  may  be  taken 
as  a sign  of  mitral  stenosis,  if  other  signs  are 
confirmatory.  The  second  sound  accentuation 
is  also  interesting.  The  accentuation  of  aortic 
second  sound  indicates  aortic  changes.  These 
aortic  changes  may  be  due  to  tension  on  valves, 
in  sclerosis  and  hypertension ; also  at  the 
second  pulmonic,  the  accentuation  may  be  of 
interest  in  pneumonia,  chronic  diseases  of  the 
lungs,  or  pleura.  The  suppression  or  the  di- 
minuition of  heart  sounds  may  come  about  by 
organic  lesions  at  the  valves,  or  myocardial 
degeneration,  or  accumulation  of  fluid  in  the 
sacs  about  the  heart. 

The  quality  or  timbre  of  heart  sounds  should 
also  engage  the  interest  of  the  practitioner. 
This  changing  of  heart  sounds  as  to  quality  is 
especially  exemplified  during  the  course  of 
endocarditis.  Muffling  is  a common  quality  of 
heart  sounds  in  endocarditis;  this  may  appear 
suddenly,  may  appear  and  then  disappear,  or 
may  fade  into  and  become  a heart  murmur. 
After  every  case  of  acute  infection,  particu- 
larly of  tiie  rheumatic  type,  heart  sounds 
should  be  studied  daily  for  the  first  evidence 
of  muffling,  No  patient  should  be  permitted 
to  arise  from  bed  after  tonsillitis  or  rheumatic 
fever,  for  example,  without  a careful  study  of 
heart  sounds. 

Reduplication  of  heart  sounds,  also,  gives  to 
the  examiner  a problem  for  interpretation  in 
cardiac  function.  The  doubling  of  the  first 
sound  is  almost  always  significant  of  important 
pathological  changes  in  the  heart.  The  pre- 
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ponderance  of  right  over  left  ventricular  ac- 
tion, or  the  disorder  of  conduction  in  the 
bundle  of  His,  the  dilatation  of  heart  muscle, 
may  be  linked  up  in  the  observation  of  redu- 
plication of  the  first  heart  sound.  Likewise 
with  the  doubling  of  second  sound,  one  may 
infer  that  there  is  a disassociation  of  the  two 
elements  which  make  up  the  second  sound. 

Heart  Murmur 

Laennec,  1819,  according  to  Vaquez,  believed 
that  these  sounds  were  always  caused  by  val- 
vular lesions.  Now  we  recognize  murmurs  in 
the  examination  of  the  heart  which  are  not  due 
to  organic  lesions  of  the  valves.  Organic 
murmurs  are  caused  by  chronic  lesions  of 
the  valves,  or  an  abnormal  opening  between 
cavities  of  the  heart.  For  instance,  a sys- 
tolic murmur  at  the  base  in  the  second 
right  intercostal  space  indicates  an  aortic 
stenosis.  This  lesion  is  calculated  to  trans- 
mit this  murmur  alono-  the  course  of  the 
vessel  of  the  neck.  Now,  if  one  hears  a dias- 
tolic murmur  in  the  second  interspace  on  the 
right  side,  aortic  insufficiency  may  be  inter- 
preted. Although  the  same  lesion  may  give  a 
diastolic  murmur  behind  the  sternum  at  the 
level  of  the  third  rib;  it  is  transmitted  down- 
ward to  the  apex. 

One  should  not  forget  that  a double  murmur 
denoting  an  insufficiency  and  a stenosis,  at  the 
valve,  may  be  heard  partaking  of  a diastolic 
and  systolic  quality.  In  such  a double  lesion, 
as  one  runs  the  stethoscope  downward  to  the 
zyphoid,  the  quality  of  the  diastolic  murmur 
increases  and  that  of  the  systolic  diminishes  in 
aortic  insufficiency  and  stenosis  combined. 

Always  at  the  apex  a systolic  murmur,  trans- 
mitted to  the  left,  denotes  mitral  insufficiency. 
The  diastolic  murmur  of  mitral  stenosis  is 
heard  along  the  left  border  of  the  sternum 
about  the  fourth  rib.  These  illustrate  the  left 
side  lesions  of  the  heart  which  give  forth  mur- 
murs. The  heart  functions  can  not  be  judged 
by  heart  murmurs. 

Functional  murmurs  arise  in  mechanics  in 
very  much  the  same  way  as  organ  murmurs 
but  from  an  entirely  different  cause.  The 
pathogenesis  of  functional  heart  murmurs  is 
entirely  different  from  that  of  organic  heart 
murmurs,  but  function  murmurs  are  due  to  in- 
sufficiency. 


Periodic  Physical  Examination. 

In  order  to  put  across  this  important  pro- 
gram in  preventive  medicine,  medical  organi- 
zations should  begin  the  education  of  the  pub- 
lic by  means  of  newspapers,  magazines,  circu- 
lars. placards,  and  radio,  as  to  the  advantages 
and  benefits  to  be  derived. 

Assuming  that  the  profession  is  ready  to 
make  satisfactory  examinations,  the  next  step 
is  to  secure  the  widespread  adoption  of  the 
plan  by  the  laity. 

The  profession  in  its  organizations  must  as- 
sume the  responsibility  of  saying  that  its  mem- 
bers are  prepared  to  perform  this  public  ser- 
vice. The  members  of  societies  should  “take 
a course”  in  standard  physical  examinations  in 
order  to  attain  a proper  degree  of  aptness,  pro- 
ficiency, skill,  and  thoroughness,  that  makes 
an  examiner  of  this  sort  “a  specialist.” 

The  so-called  “health  examination”  goes  far 
afield  in  physical  inquiry.  To  examine  an  in- 
fant, one  needs  some  special  study;  to  examine 
a child,  one  needs  also  some  special  study;  to 
examine  a youth,  male  or  female,  one  requires 
some  special  knowledge;  to  examine  a middle- 
aged  man  or  woman — or  old  men  or  women — - 
likewise  demands  some  special  knowledge  not 
required  in  other  grades  of  life  or  other  classes 
of  examination.  The  interrogatory  parts  of 
these  examinations  are  very  different  in  re- 
quirements and  uses.  The  whole  question  of 
examination  of  persons — whether  infant,  youth, 
middle  age  or  old  age  subjects — needs  to  be 
gone  into  systematically  by  doctors  proposing 
to  perform  this  new  service  for  the  public. 
General  practitioners  must  become  “special- 
ists” in  the  'periodic  health  examinations. 

Read  Surgeon-General  Cumming’s  paper  on 
the  subject  of  periodic  physical  examinations 
which  appears  as  the  leading  article  of  this 
issue  of  the  Monthly.  This  is  a live  subject 
and  opens  up  a new  and  important  field  of 
effort  in  preventive  medicine  as  well  as  in  the 
ordinary  practice  of  medicine. 

If  the  general  practitioner  or  family  physi- 
cian will  see  the  big  opportunity  which  the 
program  offers  for  usefulness,  as  well  as  for 
increased  professional  advantage,  he  will  join 
in  supporting  the  new  movement  which  is  as- 
suming telling  proportions  in  preventive  medi- 
cine throughout  the  country. 
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News  Notes 


1926  Program  of  the  Gorgas  Memorial. 

The  Gorgas  Memorial  purposes  to  make 
1926  Health  Conservation  Year,  during  which 
an  intensive  campaign  through  the  newspapers, 
magazines,  radio,  moving  pictures,  clubs  and 
other  gatherings  will  be  conducted  to  promote 
an  interest  in  better  personal  health.  Every 
citizen  in  the  United  States  will  be  urged  to 
set  aside  one  day  during  the  year — preferably 
his  birthday — to  go  to  his  personal  physician 
and  have  a health  examination. 

A national  mosquito  abatement  campaign 
will  be  conducted,  in  which  the  public  will  be 
urged  to  co-operate  with  all  health  agencies 
in  eradicating  disease-carrying  and  pestiferous 
mosquitoes. 

Arrangements  are  being  negotiated  to  begin 
the  tropical  research  program  during  1926. 
The  work  will  be  conducted  in  laboratories, 
the  use  of  which  has  been  tendered  the  Insti- 
tute, pending  the  construction  of  its  own  build- 
ing. 

© 

Co-operation  between  the  public  and  scien- 
tific medicine  will  be  encouraged,  and  a public 
opinion  receptive  to  proper  health  instruction 
developed. 

Organization  of  State  Governing  Commit- 
tees will  be  steadily  extended  and  every  effort 
put  forth  to  complete  the  committee  member- 
ship quotas  as  rapidly  as  possible.  Our  pres- 
ent members  are  asked  to  aid  in  this  direction 
by  interesting  their  associates  and  other  repre- 
sentative medical  and  laymen  and  women  in 
the  Memorial,  and  urging  them  to  enroll  in 
the  State  Governing  Committee. 

The  American  Congress  on  Internal  Medicine 

Will  hold  its  tenth  annual  meeting  at  De- 
troit  and  Ann  Arbor,  Mich.,  the  week  of  Feb- 
ruary 22-27,  1926,  under  the  presidency  of  Dr. 
C.  G.  Jennings,  of  Detroit. 

The  Congress  is  devoted  to  amphitheatre, 
bedside  and  clinical  laboratoiy  demonstrations 
as  well  as  to  symposia  dealing  with  modern 
phases  of  internal  medicine.  Distinguished 
guests  from  abroad,  Canada  and  the  leading 
clinics  of  the  United  States  will  occupy  promi- 
nent places  on  the  program.  Four  days  will 
be  devoted  to  the  work  at  Detroit  and  on  one 
day,  the  society  will  be  the  guest  of  the  Uni- 
versity of  Michigan  at  the  newly  opened 
eleven  hundred  bed  University  Hospital. 


All  physicians,  who  are  interested  in  internal 
medicine  and  who  are  members  in  good  stand- 
ing of  their  local  and  national  societies  are 
cordially  invited  to  attend  the  Congress. 

Hotel  headquarters  will  be  at  the  Book- 
Cadillac,  in  Detroit.  Information  regarding 
reduced  railroad  rates,  program,  hotel  accom- 
modations, etc.,  may  be  secured  from  the  Sec- 
retary-General, Frank  Smithies,  M.  D.,  920  N. 
Michigan  Avenue,  Chicago,  111. 

The  Tri-State  Medical  Association  of  the 

Carolinas  and  Virginia 

Is  to  hold  its  annual  meeting  in  Fayetteville, 
N.  C.,  February  16th  and  17th,  with  head- 
quarters at  the  Prince  Charles  Hotel.  These 
meetings  are  always  interesting  and  pleasant 
and  the  usual  good  attendance  is  expected  this 
year.  Dr.  F.  H.  McLeod,  Florence,  S.  C.,  is 
president,  and  Dr.  James  Iv.  Hall,  Richmond, 
Va.,  secretary. 

Married. 

Dr.  Frank  McConnell  Leech,  Lexington,  Va., 
and  Miss  Bess  McDowell  Dunlap,  of  Kerrs 
Creek,  Va.,  December  29th. 

Dr.  Osbourne  O.  Ashworth,  Richmond,  Va., 
and  Miss  Mary  Wells  Knight,  of  Plant  City, 
Fla.,  December  16th. 

Dr.  Paul  Crenshaw  Colonna,  of  New  York 
City,  but  a former  Virginian,  and  Miss  Frances 
Pierpont  Isham,  of  New  York  and  Vermont, 
September  5,  1925. 

Dr.  Thomas  Ruffin  Pratt,  Jr.,  Blue  Ridge 
Sanatorium,  Charlottesville,  Va.,  and  Miss 
Lula  Emma  Jackson,  University,  Va. 

Dr.  Joseph  Flamilton  Smith,  Edwright,  W. 
Va.,  of  the  class  of  ’21,  University  of  Virginia, 
and  Miss  Hester  Jane  McLarren,  Osceola 
Mills,  Pa.,  September  9th. 

Dr.  Albert  A.  Cannaday  and  Miss  Claudine 
Marie  Day,  both  of  Roanoke,  Va.,  October  24. 
General  Education  Board  Makes  Appropria- 
tion to  University  of  Virginia  Medical 

School. 

An  appropriation  of  $700,000,  by  the  Gen- 
eral Education  Board,  of  New  York,  to  Uni- 
versity of  Virginia  Medical  School,  was  an- 
nounced at  a faculty  meeting  on  December  8th, 
by  President  Edwin  A.  Alderman.  This  sum 
was  appropriated  for  the  purpose  of  erecting 
buildings  and  providing  equipment  for  the 
housing  of  the  medical  sciences  at  the  Univer- 
sity of  Virginia  and  for  properly  relating  those 
sciences  to  the  hospital  and  clinical  services 
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already  at  that  Institution.  This  sum  was 
appropriated  toward  a total  of  $1,400,000 
adjudged  necessary  to  carry  forward  the  whole 
program  of  construction  after  consultation 
with  Charles  A.  Coolidge,  of  Boston,  America’s 
foremost  architect  in  this  field. 

It  was  further  announced  that  an  additional 
sum  of  $450,000  would  be  raised  by  the  Uni- 
versity, making  a total  of  $1,150,000.  The 
State  of  Virginia  would  then  be  asked  to  com- 
plete the  amount  required  by  legislative  ap- 
propriation of  $250,000.  This  amount — just 
over  one-sixth  of  the  total  amount — was  the 
key  to  the  whole  big  undertaking,  for  without 
such  legislative  action  the  $700,000,  from  the 
General  Education  Board  and  the  $450,000,  by 
private  gift,  it  would  be  impossible  to  secure, 
unless  the  State  is  willing  to  do  this  relatively 
small  part.  It  is  thought  that  the  State  will 
unquestionably  make  the  appropriation  in  the 
interests  of  its  own  welfare  for  the  promotion 
of  public  health  and  medical  science,  and  for 
the  purpose  of  placing  the  medical  depart- 
ment of  the  University  in  line  with  the  de- 
velopments in  medicine  and  in  company  of 
the  great  modern  medical  schools  of  America. 

Dr.  and  Mrs.  H.  L.  Burwell 

Have  returned  to  their  home  in  Chase  City, 
Va.,  after  a visit  to  friends  in  Roanoke,  Va. 

Recent  Visitors  to  Richmond. 

The  following  are  among  the  Virginia  doc- 
tors recently  noted  in  Richmond  : Drs.  Charles 
F.  Graham,  Wytheville;  Dr.  Percy  Harris, 
Scottsville;  Dr.  I.  K.  Redd,  Atlee;  Dr.  W. 
Massie  Tunstall,  Lovingston;  Dr.  T.  N.  Davis, 
Jr.,  Lynchburg;  Dr.  C.  E.  Peyton,  Pulaski; 
Dr.  Rachael  F.  Weems,  Harrisonburg. 

The  Congress  on  Medical  Education,  Licen- 
sure, Hospitals  and  Public  Health 

Will  hold  its  annual  meeting  at  Congress 

to  o 

Hotel,  Chicago,  February  15th,  16th,  17th  and 
18th,  a month  earlier  than  usual.  An  inter- 
esting program  is  being  planned  on  the  vari- 
ous subjects. 

Dr.  N.  W.  File, 

Of  Lynchburg,  Va.,  spent  the  holidays  with 
his  parents  at  Ransons,  Va. 

Dr.  F.  X.  Schuller, 

Of  the  class  of  ’15,  Medical  College  of  Vir- 
ginia, formerly  of  Hiawatha,  W.  Va.,  is  now 
practicing  in  Huntington,  W.  Va.,  with  offices 
at  2544  Eighth  Avenue. 


Members  of  Medical  College  of  Virginia 

Staff. 

At  the  last  meeting  of  the  Board  of  Visitors 

to 

of  the  Medical  College  of  Virginia,  Richmond, 
Dr.  Dean  B.  Cole  was  appointed  associate  in 
medicine,  and  Dr.  P.  E.  Schools,  Dr.  Powell 
Williams  and  Dr.  W.  T.  Vaughan  were  ap- 
pointed instructors  in  medicine. 

Posture  Standards  Shown  by  Charts. 

The  Children’s  Bureau  of  the  U.  S.  Depart- 
ment of  Labor  will  shortly  issue  a set  of  six 
charts  on  posture  standards  for  boys  and  girls, 
intended  for  the  use  of  physicians,  nurses, 
physical  education  teachers,  and  clinics.  Three 
types  of  figures  are  shown  for  both  boys  and 
girls — the  thin,  the  intermediate,  and  the 
stocky.  Each  chart  shows  four  silhouette 
figures  illustrating  excellent,  good,  poor  and 
bad  posture  for  the  respective  types  of  boys  or 
girls. 

Each  chart  is  approximately  24x34  inches. 
A limited  number  are  available  for  free  distri- 
bution; others  may  be  secured  from  the  Gov- 
ernment Printing  Office,  Washington,  D.  C., 
at  50  cents  for  the  set  of  six,  or  25  cents  for 
the  set  of  three  charts  on  girls  or  the  set  on 
boys. 

Dr.  Stephen  H.  Watts 

Has  resumed  his  work  as  professor  of  surg- 
ery and  gynecology  at  the  University  of  Vir- 
ginia, after  a visit  of  three  months  in  Europe. 
Plan  for  Holding  Orthopedic  Clinics. 

Late  in  December  a number  of  orthopedic 
surgeons  met  with  Governor  Trinkle  and  State 
Health  Commissioner  Williams  for  the  purpose 
of  discussing  ways  and  means  for  extending 
orthopedic  work  in  Virginia.  The  following 
committee  was  appointed  to  draft  plans  for 
the  holding  of  orthopedic  clinics  in  the  State 
of  Virginia;  Dr.  Ennion  G.  Williams,  chair- 
man; Dr.  W.  L.  Harris,  Norfolk;  Dr.  J.  C. 
Flippin,  of  the  University  of  Virginia,  Medical 
School;  Dr.  W.  T.  Sanger,  of  the  Medical 
College  of  Virginia;  Dr.  Allen  Voshell,  Uni- 
versity; Dr.  J.  T.  Mastin,  of  the  State  Depart- 
ment of  Public  Welfare;  and  Mr.  D.  M. 
Blankenship,  of  the  Rehabilitation  Board. 

Dr.  W.  J.  Wigington, 

Of  Java,  Va.,  left  early  in  January  for  a 
business  trip  of  several  weeks  to  Miami,  Fla. 

Dr.  Fred  M.  Hodges, 

Richmond,  was  appointed  chairman  of  the 
Section  on  Radiology  of  the  Southern  Medical 
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Association  for  the  coining  year,  at  its  recent 
meeting  in  Dallas,  Texas. 

Dr.  Isaac  A.  Abt, 

Chicago,  announces  that  he  has  been  ap- 
pointed attending  physician  in  diseases  of 
children  at  St.  Luke's  Hospital,  that  city.  He 
entered  upon  active  service  there  the  first  of 
this  year. 

Dr.  David  T.  Gochenour, 

Stuarts  Draft,  Va.,  was  recently  elected  a 
member  of  the  Board  of  Trustees  of  Bridge- 
water  College,  at  Bridgewater,  Va. 

Dr.  Watson  Rankin, 

Of  Raleigh,  moved  to  Charlotte,  N.  C.,  the 
first  of  this  year,  where  he  has  established 
headquarters  for  his  work  as  director  of  the 
Hospitalization  and  Orphanage  sections  of 
the  Duke  Endowment. 

Dr.  F.  M.  Hisey, 

Edinburg,  Va.,  has  returned  home,  after 
spending  several  weeks  at  Winchester  Me- 
morial Hospital,  where  he  was  under  treat- 
ment. 

Dr.  J.  B.  Hackley 

And  family,  of  Purcellville,  Va.,  visited 
friends  in  Culpeper,  Va.,  last  month. 

Dr.  George  H.  Snead, 

Of  Lexington,  Va.,  spent  the  holidays  at  his 
former  home  in  Fork  Union,  Va. 

The  Southern  Surgical  Association 

Held  the  largest  meeting  in  its  history  in 
Louisville,  Ivy.,  December  15th,  16th  and  17th, 
under  the  presidency  of  Dr.  Irvin  Abell,  of 
Louisville.  It  was  decided  to  hold  the  1926 
meeting  in  Biloxi,  Miss.,  about  the  middle  of 
December.  Dr.  FI.  A.  Royster,  Raleigh,  N.  C., 
for  many  years  secretary  of  the  Society,  was 
elected  its  president;  Drs.  Louis  Frank,  of 
Louisville,  and  Frank  K.  Boland,  of  Atlanta, 
Ga.,  vice-presidents;  Dr.  R.  L.  Payne,  Norfolk, 
Va.,  secretary;  and  Dr.  Urban  Maes,  New 
Orleans,  treasurer. 

Clinic  on  Wheels,  Los  Angeles. 

A complete  clinic  on  wheels  is  the  latest 
addition  to  the  equipment  of  the  department 
of  health  of  the  Los  Angeles  Board  of  Educa- 
tion. The  clinic  is  provided  with  complete 
sets  of  optometrists’  and  dentists’  fixtures,  thus 
eliminating  the  expense  of  furnishing  these 
sets  for  the  separate  schools.  By  use  of  the 
movable  clinic,  two  physicians  and  one  nurse 
can  look  after  the  welfare  of  many  children 
each  day. 


Children  in  Moving  Picture  Studios. 

Recent  inquiries  of  the  International  Labor 
Office  about  the  employment  of  children  in 
motion  pictures  in  various  countries  show  the 
following  facts:  France  has  no  special  legis- 
lation regulating  the  employment  of  children 
in  this  industry,  but  provisions  of  the  general 
labor  code  apply;  in  Switzerland,  the  cinema 
industry  does  not  exist;  in  Germany  an  amend- 
ment to  the  child-labor  law  is  proposed  to 
cover  the  taking  of  public  and  private  moving- 
picture  films,  and  Berlin  already  has  munici- 
pal regulations  on  this  subject;  in  Great  Bri- 
tain there  is  no  special  legislation  affecting 
children  in  such  work  and  such  employment 
is  not  common,  but  certain  provisions  of  the 
Education  Act  restrict  the  employment  of 
children  under  fourteen  and  give  local  authori- 
ties  power  to  make  by-laws  prohibiting  the 
employment  of  children  in  any  specified  oc- 
cupation or  regulating  their  employment  gen- 
erally; in  the  United  States,  the  industry  is 
concentrated  chiefly  in  California  and  New 
York,  where  permits  are  required  for  the  em- 
ployment of  children  at  this  work. 

Honor  Dr.  Dean  Lewis. 

A dinner  has  been  arranged  for  January  22, 
in  honor  of  Dr.  Dean  Lewis,  recently  ap- 
pointed professor  of  surgery  at  Johns  Hopkins 
University,  and  surgeon-in-chief  to  the  Johns 
Hopkins  Hospital,  Baltimore.  Surgical  alumni 
of  that  school  and  a number  of  prominent  sur- 
geons have  been  invited  and  a series  of  clinics 
will  be  held.  It  is  probable  that  a movement 
will  be  started  at  this  time  looking  to  the  or- 
ganization of  a societ}^  to  be  known  as  the 
Johns  Hopkins  Surgical  Society. 

Dr.  George  M.  Kober, 

Washington,  D.  C.,  was  re-elected  president 
of  the  Washington  Tuberculosis  Association, 
at  its  annual  meeting,  held  recently. 

Dr.  A.  H.  Deekens 

Flas  just  returned  to  his  home  in  Richmond, 
after  a visit  to  Florida. 

Dr.  Henry  T.  Miller, 

Formerly  of  Staunton,  Va.,  but  for  the  past 
few  years  of  Washington,  D.  C.,  has  moved 
his  offices  to  the  new  Washington  Medical 
Building,  1801  Eye  Street,  Northwest,  where 
he  will  continue  the  practice  of  ear,  nose  and 
throat  work. 

The  District  of  Columbia  Medical  Society, 

At  its  annual  meeting  in  Washington,  De- 
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cember  2.  elected  the  following  officers  for  the 
ensuing  year:  President,  Dr.  Joseph  S.  Wall; 
vice-presidents,  Dr.  Charles  S.  White  and  Dr. 
Amelia  Frances  Foye;  delegate  to  the  Ameri- 
ean  Medical  Association,  Dr.  William  Gerry 
Morgan;  secretary-treasurer,  Dr.  Coursen  B. 
Conklin,  re-elected. 

The  National  Committee  for  the  Prevention 
of  Blindness, 

At  its  annual  meeting  in  New  York  City, 
November  30  to  December  5,  inclusive,  had  a 
program  which  was  divided  into  several  sec- 
tions in  which  were  discussed  many  matters 
in  relation  to  the  conservation  of  vision. 

At  the  director’s  meeting,  Dr.  William  H. 
Wilmer,  director  of  the  William  Holland 
W rimer  Foundation,  Johns  Hopkins  Univer- 
sity, pointed  out  that,  although  the  activities 
■of  the  National  Committee  had  been  responsi- 
ble for  cutting  down  birth  infections  causing 
blindness  some  fifty  per  cent,  there  was  yet 
much  to  be  done.  As  a result  of  Dr.  Wilmer’s 
address,  a resolution  was  adopted  appealing  to 
Congress,  in  behalf  of  the  14,500  persons  rep- 
resented in  this  organization,  for  better  sup- 
port of  the  national  bureaus  striving  to  elimi- 
nate trachoma. 

Dr.  W.  W.  Buck, 

Formerly  of  Rural  Retreat,  Va.,  has  been 
appointed  an  assistant  physician  at  the  West- 
ern State  Hospital,  Staunton,  Va.,  and  has 
entered  upon  his  duties  there. 

Dr.  Kon  Wyatt, 

Recently  of  Fordwick,  Va.,  has  moved  to 
■Canon  City,  Colorado,  where  he  is  continuing 
the  practice  of  his  profession. 

Principal  Causes  of  Death  in  1924. 

In  the  death  registration  area  of  the  United 
States  there  were  reported  1,173,990  deaths 
during  the  year  1924,  which  gave  a death  rate 
of  11.9  per  1,000  population  as  compared  with 
12.3  in  1923.  Nearly  three-fourths  of  the  de- 
crease in  1924  is  caused  by  the  decrease  in 
number  of  deaths  from  influenza  and  pneumo- 
nia. Slight  increases  were  shown  over  1923  in 
the  death  rates  from  diseases  of  the  heart,  can- 
cer, and  automobile  accidents. 

Dr.  Lucy  S.  Hill, 

Of  the  class  of  ’24,  Medical  College  of  Vir- 
ginia, who  recently  completed  an  internship  at 
St.  Elizabeth’s  Hospital,  Washington,  D.  C., 
has  been  appointed  a member  of  the  staff  of 
the  bureau  of  child  hygiene,  infancy  and  ma- 


ternity division  of  the  Louisiana  State  Board 
of  Health. 

Dr.  J.  B.  Harvie  Waring, 

Blanchester,  Ohio,  has  been  elected  post  com- 
mander of  Mai'ion  Post  No.  179,  American 
Legion  of  Ohio,  for  the  year  4926.  Dr.  War- 
ing has  also  been  invited  to  address  the  Eye, 
Ear,  Nose  and  Throat  Section  of  the  Ohio 
State  Medical  Association  at  its  coming  meet- 
ing  in  Toledo,  Ohio,  on  “Modern  Tonsillec- 
tomy Methods.” 

Dr.  J.  Shelton  Horsley, 

Richmond,  addressed  the  Wayne  County 
Medical  Society  in  Detroit,  Mich.,  December 
21,  his  subject  being  “Biologic  Principles  Un- 
derlying Gastric  Surgery.” 

Dr.  Robley  R.  Goad, 

Of  the  class  of  ’25,  Medical  College  of  Vir- 
ginia, after  a short  time  at  St.  Francis  Hos- 
pital, Jersey  City,  N.  J.,  is  at  present  at  Rich- 
lands,  Va. 

Dr.  Charles  E.  Dyer, 

Who  for  the  past  three  and  a half  years  has 
been  located  at  Jewell  Ridge,  Va.,  as  physician 
and  surgeon  to  Junu  Ridge  Coal  Corporation, 
has  resumed  private  practice  at  his  old  home 
in  Pulaski,  Va. 

Dr.  Dyer  was  succeeded  at  Jewell  Ridge  by 
Dr.  A.  M.  Largey,  a graduate  of  the  Univer- 
sity of  Pennsylvania. 

Annual  Report  of  U.  S.  Public  Health 
Service. 

Surgeon  General  Cumming,  in  his  annual 
report  of  the  U.  S.  Public  Health  Service,  for 
the  fiscal  year  ending  June  30,  1925,  urges  the 
maintenance  of  the  present  high  standards  in 
public  health  work.  Preliminary  figures  indi- 
cate a total  death  rate  for  the  United  States 
for  the  calendar  year  1924  of  about  11.9  per 
1,000  as  compared  with  12.4  for  the  previous 
year.  While  infant  mortality  has  shown  an 
appreciable  decrease,  the  number  of  deaths  of 
mothers  incident  to  childbirth  has  shown  little 
change  for  the  last  nine  years.  The  death  rate 
from  the  operation  of  automobiles  has  risen 
from  less  than  one  per  100,000  in  1906,  to  nearly 
fifteen  per  100,000  in  1923.  Reports  show  a 
large  number  of  persons  killed  and  injured  as 
result  of  Fourth  of  July  celebrations.  Heart 
disease  ranks  first  in  the  United  States  as  a 
cause  of  death,  and  influenza  and  pneumonia 
holds  the  second  place.  Diphtheria  death  rate 
has  shown  a striking  decrease. 
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Many  exjDeriments  have  been  carried  on  in 
the  interest  of  health  work  and  the  service  has 
been  especially  active  in  its  work  along  pre-- 
ventive  lines.  An  important  event  in  the  field 
of  international  health  relations  was  the  sign- 
ing of  the  Pan-American  Sanitary  Code  by 
eighteen  of  the  American  republics  at  Havana. 
This  pact  provides  for  the  collection  and  dis- 
tribution of  information  concerning  the  preval- 
ence of  communicable  diseases  and  prescribes 
and  standardizes  the  measures  necessary  to 
prevent  their  transmission  from  one  country 
to  another. 

“Frozen  Endowments.” 

Physicians  and  surgeons  of  New  York  and 
the  nation  have  joined  forces  against  “frozen 
endowments” — funds  permanently  dedicated  to 
restricted  objects  and  endangered  by  obsoles- 
cence as  those  particular  purposes  become  anti- 
quated. It  is  urged  by  this  group  that  endow- 
ments for  medical  research,  treatment  or  edu- 
cation, be  kept  free  from  narrow  limitations 
and  rigid  conditions,  so  that  the  purpose  of 
the  giver  may  not  be  defeated  by  changing 
times.  In  New  York,  a Community  Trust  has 
been  formed.  Various  financial  institutions 
agree  to  invest  and  liold  the  principal  of  en- 
dowments but  to  disburse  the  income  only  as 
directed  by  a central  Distribution  Committee. 
This  committee  executes  the  wishes  of  the  orig- 
inal founders,  and  has  power  to  effect  such 
amendments  in  the  provisions  of  the  grant  as 
may  be  made  advisable  by  unforeseen  changes 
in  conditions. 

This  Community  Trust  idea  seems  a most  ex- 
cellent arrangement  for  handling  large  bequests 
and  endowments,  that  they  may  not  become 
“frozen.” 

Dr.  Frank  P.  Brammer, 

Formerly  of  Callaway,  Va.,  is  now  located 
at  Christiansburg,  Va. 

Dr.  H.  L,  Mitchell, 

Lately  of  Danville,  Va.,  has  located  in  Lex- 
ington, Va.,  where  he  is  specializing  in  dis- 
eases of  the  eye,  ear,  nose  and  throat.  Dr. 
Mitchell  returned  to  this ' State  the  first  of 
last  year  after  doing  special  work  at  the  Epis- 
copal Eye,  Ear  and  Throat  Hospital,  in 
Washington,  D.  C. 

Healthy  Recreation  as  the  Enemy  of  Vener- 
eal Disease. 

The  British  Government  has  become  fully 
alive  to  the  gravity  of  the  problem  of  the 


venereal  diseases  and  to  the  importance  of 
doing  everything  possible  for  the  improvement 
of  the  public  health  in  this  respect.  This  is 
evidenced  by  the  Government’s  changed  at- 
titude of  apparently  hushing  up  the  evil  as 
late  as  1911  to  the  spending  of  nearly  400,000 
pounds  in  1924  in  improving  the  health  of  the 
country  through  venereal  disease  control 
measures. 

The  Surgeon  Commander,  of  the  British 
Navv,  as  a means  of  reducing;  the  number  of 
sick  daj^s  in  the  British  Navy  from  venereal 
diseases,  insists  that  everything  possible  should 
be  done  to  provide  healthy  recreation  for  sea- 
men on  leave. 

The  Church  Hill  Medical  Society, 

A local  medical  society  of  Richmond,  Va.,  at 
a recent  meeting,  elected  Dr.  J.  IV.  Hannabass 
president  for  the  coming  year;  Dr.  IV.  H. 
Whitmore,  vice-president;  Dr.  R.  S.  Faris, 
secretary-treasurer;  and  Dr.  M.  L.  Boyle,  re- 
porter. At  this  meeting,  Dr.  B.  M.  Rosebro, 
of  Richmond,  read  an  interesting  paper.  Fol- 
lowing the  business  meeting,  the  members 
were  entertained  by  Dr.  J.  Gordon  Boisseau 
at  whose  office  the  meeting;  was  held. 

Dr.  Robert  Spilman 

Has  returned  to  his  post  as  medical  adviser 
at  the  Virginia  Military  Institute,  Lexington, 
after  a sick  leave  of  several  weeks. 

Civil  Service  Examinations. 

The  IT.  S.  Civil  Service  Commission.  Wash- 
ington, D.  C.,  announces  open  competitive  ex- 
aminations for  the  following:  Trained  nurse 
and  trained  nurse  (psychiatric),  receipt  of  ap- 
plications to  close  January  30;  physiotherapy 
aide,  physiotherapy  pupil  aide,  and  physio- 
therapy assistant,  receipt  of  applications  to 
close  January  9th,  February  13th,  March  13th, 
April  17th,  and  May  15th;  dietitian  and  also 
occupational  therapy  aide  and  cocupational 
therapy  pupil  aide,  applications  for  these  to 
be  rated  as  received  until  June  30th. 

Orthopaedic  Clinics  in  North  Carolina. 

The  State  Department  of  Vocational  Re- 
habilitation, Raleigh,  N.  C.,  has  established 
Orthopaedic  Clinics  over  that  state  for  the 
purpose  of  caring  for  the  indigent  cripple. 
Dr.  Alonzo  Mvers,  Orthopaedic  Surgeon,  of 
Charlotte,  N.  C.,  is  in  charge.  Clinics  have 
been  established  at  Fayetteville  and  Charlotte, 
N.  C.,  and  151  cases  have  been  examined. 
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Dr.  Stuart  Michaux. 

Richmond,  Va.,  spent  sometime  in  December 
in  attending  the  Mayo  Clinic,  Rochester,  Minn. 
Dr.  Goodlatte  B.  Gilmore, 

Formerly  of  Norfolk,  Va.,  after  a post- 
graduate course  in  New  F ork  City,  has  lo- 
cated at  2940  Grand  Concourse,  that  place,  and 
will  limit  his  practice  to  diseases  of  the  ear, 
nose  and  throat,  with  hospital  appointments 
at  the  Post-Graduate,  Department  of  Otology, 
and  at  the  Bronx  Eye  and  Ear  Infirmary. 

Dr.  and  Mrs.  J.  C.  Blanton 
Returned  to  their  home  just  outside  of  Rich- 
mond, the  middle  of  December,  after  a visit  to 
New  York  City. 

Dr.  Ernest  M.  Wilkinson, 

Of  the  class  of  ’23,  Medical  College  of  \ ir- 
ginia,  after  practicing  for  a time  at  Dan, 
W.  Va.,  lias  moved  to  Welch,  W.  Va.,  where  he 
is  associated  with  Dr.  H.  G.  Camper. 

West  Virginia  in  the  Birth-Registration  Area. 

West  Virginia  is  in  the  1925  birth  and  death- 
registration  area  of  the  United  States,  the  Cen- 
sus Bureau  announces.  The  birth-registration 
area  now  includes  thirty-three  States  and  the 
death-registration  area  forty-one. 

Child  Labor  Draft  Conventions. 

Chile  and  the  Irish  Free  State  have  ratified 
several  of  the  child  labor  draft  conventions  of 
the  International  Labor  Conference.  Chile  is 
the  first  Latin-American  country  to  ratify. 
The  conventions  provide,  among  other  things, 
that  no  child  under  fourteen  shall  enter  in- 
dustry and  that  no  child  under  eighteen  shall 
do  industrial  work  at  night. 

Tuberculosis  Campaign,  Switzerland. 

Switzerland  plans  a campaign  against  tu- 
berculosis, especially  against  the  disease  in  chil- 
dren. Medical  supervision  over  tubercular 
persons,  welfare  stations,  and  colonies  for 
children  suspected  of  the  disease  are  included 
in  the  plans. 

Annual  Report  of  Surgeon  General  of  U.  N. 

Navy. 

The  report  of  Surgeon  General  Stitt  for  the 
fiscal  year  1924,  indicates  that  there  were  fewer 
admissions  to  the  sick  list  and  less  disability 
from  sickness  in  the  Navy  that  year  than  in 
any  year  since  the  World  War.  Venereal  dis- 
eases were  responsible  for  a large  part  of  the 
disability  caused  by  all  classes  of  disease,  espec- 
itlly  in  the  case  of  ships,  which  were  for  long- 
periods  of  time  in  Chinese  and  other  foreign 
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ports.  The  annual  physical  examination  of 
officers,  the  first  to  be  held  under  the  new  plan, 
served  to  detect  many  early  defects  among 
those  examined  and  made  it  possible  to  sug- 
gest remedies  looking  to  their  correction. 

Dr.  Harry  F.  White, 

Fishersville,  Va.,  narrowly  escaped  serious 
accident,  the  middle  of  December,  when  he 
was  thrown  from  his  automobile.  The  sudden 
explosion  of  a tire  while  the  car  was  in  mo- 
tion, caused  Dr.  White  to  lose  control  of  the 
car,  which  subsequently  upset.  While  suffer- 
ing acutely  from  shock  and  bruises,  Dr.  White 
was  not  otherwise  hurt. 

Dr.  Homer  S.  Henkel 

Has  resumed  his  practice  in  Staunton,  Va., 
after  an  absence  of  several  months  on  account 
of  illness. 

The  Physicians’  Home. 

The  campaign  still  continues  for  funds  for 
that  most  worthy  cause — the  Physician’s  Home. 
A statement  recently  issued  by  the  committee 
in  charge  of  this  enterprise  stresses  especially 
the  gratuitous  service  rendered  by  physicians, 
either  through  their  voluntary  service  or 
through  clients  failing  to  pay  the  doctors’ 
bills.  The  Physicians’  Home  has  been  estab- 
lished as  a home  to  which  a physician  and  his 
wife  may  retire  when  health  fails,  so  that  the 
doctor  is  not  able  to  keep  up  his  work  and  he 
has  nothing  stored  up  with  which  to  help  in 
old  age. 

If  you  will  make  a contribution  to  the  estab- 
lishment of  this  home,  your  check  should  be 
drawn  to  the  order  of  the  Plrysicians’  Home, 
Inc.,  and  mailed  to  Dr.  Albert  G.  Weed,  Treas- 
urer, 22nd  Floor,  Times  Building,  Broadway 
and  42nd  Street,  New  York  City. 

Ensworth  Medical  College  Alumni  Organize. 

The  Alumni  Association  of  Ensworth  Medi- 
cal College  was  formed  in  Kansas  City,  Mo., 
in  October,  with  a membership  of  forty-three. 
Dr.  Charles  Geiger,  of  St.  Joseph,  Mo.,  was 
elected  president,  and  Dr.  Chas.  Wood  Fas- 
sett,  115  East  Thirty-first  Street,  Kansas  City, 
Mo.,  secretary.  It  is  desired  to  enroll  all 
graduates  of  Northwestern,  Central  and  Ens- 
worth Medical  Colleges.  Dues  are  $1.00  a year. 
Graduates  of  all  three  schools  are  urged  to 
send  their  names  to  the  secretary  for  enroll- 
ment at  once,  as  it  is  hoped  to  have  an  attend- 
ance of  one  hundred  at  the  meeting  next  fall. 
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The  Association  of  Seaboard  Air  Line  Rail- 
way Surgeons 

Held  its  twenty-second  annual  meeting  in 
St.  Petersburg,  Fla.,  December  1,  2 and  3. 
There  was  an  attendance  of  over  150  at  this 
meeting-.  Dr.  Joseph  M.  Burke,  Petersburg. 
Ya.,  is  chief  surgeon.  He  acted  as  toastmaster 
at  the  banquet  tendered  the  members,  their 
wives  and  friends,  at  which  talks  were  given 
by  several  officials  and  surgeons.  The  ban- 
quet was  one  of  the  most  brilliant  social  af- 
fairs in  the  history  of  the  organization.  Busi- 
ness sessions  were  held  the  first  day  and  the 
rest  of  the  time  was  given  to  sight-seeing  and 
entertainments.  At  the  scientific  session,  the 
International  Journal  of  Surgery , as  is  its 
custom,  awarded  three  prizes  for  the  best 
papers  presented.  The  first  of  these  went  to 
Dr.  II.  Aulick  Burke,  Petersburg,  Ya.,  for  his 
paper  on  “Gas  Gangrene.” 

I)r.  W.  T.  Graham,  Richmond,  Ya.,  was 
elected  president  of  the  Association;  Drs.  T. 
J.  McArthur,  Cordelia,  Ga.,  Ralph  Green, 
Jacksonville,  Fla.,  J.  E.  Rawls,  Suffolk,  Ya., 
vice-presidents,  and  Dr.  J.  W.  Corbett,  Cam- 
den, S.  C.,  member  of  the  executive  commit- 
tee. Havana,  Cuba,  was  selected  as  the  1926 
place  of  meeting. 

Dr.  Ruth  Mason, 

Of  Stony  Creek,  Ya.,  of  the  class  of  ’25, 
University  of  Virginia  Medical  School,  after 
several  months  at  Metropolitan  Hospital,  New 
York  City,  is  now  a resident  physician  at 
Petersburg  Hospital,  Petersburg,  Ya. 

Dr.  R.  T.  Akers, 

Alum  Ridge,  Ya.,  was  elected  chairman  of 
the  Floyd  County  School  Board,  at  its  meet- 
ing held  last  month. 

Dr.  Chester  E.  Haberlin, 

Of  the  class  of  ’24,  Medical  College  of  Vir- 
ginia, has  just  completed  a year’s  internship 
at  Metropolitan  Hospital,  New  York  City, 
and  has  been  appointed  night  surgeon  to  the 
Emergency  Hospital  of  the  City  of  Bridge- 
port, Conn.,  his  home  town.  He  has  opened 
an  office  at  324  Carroll  Avenue,  that  city,  for 
private  practice  during  the  day. 

Dr.  J.  M.  Holloway, 

For  some  time  of  Port  Royal,  Ya.,  having 
recently  completed  a course  at  the  graduate 
school  of  medicine,  University  of  Pennsylva- 
nia, has  located  in  Fredericksburg,  Va.,  with 
offices  at  305  George  Street. 


Rabies  Apparently  on  Slight  Increase. 

In  vieAv  of  a slight  increase  in  the  number 
of  cases  of  rabies  reported  in  Virginia,  for  the 
November-December  period,  the  State  Board 
of  Health  advises  that  when  a person  is  bit- 
ten, the  dog  need  not  necessarily  be  killed,  but 
should  be  tied  up.  If  it  has  rabies,  it  will 
die  within  a few  days.  Antirabic  treatment 
may  be  instituted  without  waiting  to  know  the 
fate  of  the  dog,  and  especially  should  this  be 
done,  if  the  person  is  bitten  about  the  head  or 
neck,  as  the  nearer  the  bite  is  to  the  brain,  the 
sooner  will  rabies  develop. 

Antirabic  treatments  are  kept  at  all  times 
at  the  State  Laboratory,  in  Richmond,  Har- 
risonburg and  Norton.  Should  the  dog  die  or 
be  killed,  the  dog’s  head  should  be  sent  at  once 
to  the  nearest  State  Laboratory  for  examina- 
tion. If  the  dog  lives  or  the  head  shows  no 
rabies,  the  antirabic  treatment  may  be  discon- 
tinued after  the  first  series  is  taken. 

Dr.  Prichard  Hurt  in  Accident. 

As  a result  of  his  automobile  being  struck 
and  demolished  at  a railroad  crossing  in  the 
snow  storm  on  the  night  of  January  8th,  Dr. 
W.  I.  Prichard,  of  Petersburg,  Ya.,  is  in  the 
Petersburg  Hospital  with  a broken  leg  and 
suffering  from  bruises  and  cuts.  His  escape 
from  death  is  considered  miraculous. 

Southside  Community  Hospital. 

Residents  of  Farmville,  Va.,  and  vicinity 
held  a drive  from  January  8th  to  the  13th,  to 
raise  $60,000 — one-third  of  th  cost  of  the  build- 
ing and  equipment  of  this  50-bed  modern  hos- 
pital. The  Commonwealth  Fund  of  New  York 
will  pa}^  $120,000  for  this,  their  first  rural  hos- 
pital which  is  given  as  part  of  their  general 
plan  for  medical  health  education.  Provision 
has  been  made  for  maintaining  the  hospital 
when  completed. 

For  Sale  or  For  Rent. 

Because  of  the  untimely  death  of  Dr.  George 
T.  Divers,  the  St.  Martin’s  Hospital,  Stuart. 
Virginia,  offers  an  excellent  opportunity  for 
some  doctor  and  surgeon. 

The  building  has  all  modern  equipment, 
steam  heat,  electric  lights  and  water,  beauti- 
ful grounds,  adequate  room  for  forty  patients, 
rooms  with  or  without  bath.  It  is  located  near 
the  corporate  limits  of  the  town  of  Stuart,  in 
one  of  the  most  beautiful  and  healthy  sections 
of  the  Blue  Ridge.  Fire-proof  building 
erected  in  1923. 
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For  particulars,  write  R.  Paul  Sanford,  At- 
torney, Stuart,  Virginia.—  (Adv.) 

Obituary 

Dr.  Stephen  Harnsberger, 

A former  president  of  the  Medical  Society 
of  Virginia  and  one  of  the  most  beloved  and 
prominent  physicians  of  Northern  Virginia, 
died  at  a Washington  Hospital,  January  1st 
and  was  buried  at  Catlett,  Va.,  where  he  lived 
and  practiced  for  many  years. 

Dr.  Harnsberger  was  born  in  Augusta  Coun- 
ty, Va.,  July  5,  1852,  and  received  his  early 
education  at  Bethel  Military  Academy  and 
Emory  and  Henry  College.  Upon  completion 
of  his  academic  work,  he  studied  medicine  at 
the  College  of  Physicians  and  Surgeons,  Bal- 
timore, and  the  Kentucky  School  of  Medicine, 
Louisville,  graduating  from  the  latter  in  1877. 
He  later  took  post-graduate  work  in  Balti- 
more. 

Dr.  Harnsberger  joined  the  Medical  Society 
of  Virginia  in  1893  and  had  attended  nearly 
all  of  its  sessions  since,  taking  interest  in  all 
of  its  activities.  He  was  a member  of  num- 
erous medical  organizations,  being  a charter 
member  of  and  especially  active  in  the  Medical 
Society  of  Virginia,  Maryland  and  the  Dis- 
trict of  Columbia.  He  wTas  for  ten  years  an 
associate  editor  of  this  journal  and  contributed 
many  papers  to  its  pages,  was  one  of  the  medi- 
cal examiners  for  the  draft  board  during  the 
World  War,  was  a local  surgeon  for  the  South- 
ern and  the  Chesapeake  and  Ohio  Railways, 
and,  at  the  time  of  his  death,  was  coroner  of 
W arrenton,  Va.,  to  which  place  he  moved  sev- 
eral years  ago. 

Dr.  Harnsberger  is  survived  by  several  sons, 
his  wife  and  only  daughter  having  died  dur- 
ing the  “flu”  epidemic. 

Dr.  William  Morgan  Smith, 

President  of  the  State  Board  of  Health  of 
Virginia  and  Executive  Secretary  of  the 
Virginia  Tuberculosis  Association,  died  sud- 
denly at  his  home,  Rosemont,  near  Berryville, 
on  the  afternoon  of  December  22nd.  With  the 
passing  of  Dr.  Smith  to  his  reward  the  State 
has  lost  a devoted  and  patriotic  citizen;  the 
medical  profession,  a skillful  surgeon  and  phy- 
sician; the  public  health  service,  a scientific 
and  wise  administrator;  Virginia,  a courteous 
gentleman  representing  its  best  traditions;  and 
his  friends,  a true  and  loyal  companion. 


Dr.  Smith  was  descended  fom  a long  line  of 
ancestors  distinguished  in  every  crisis  of 
American  history.  In  him  was  blended  the 
splendid  qualities  of  his  ancestors.  They  were 
soldiers,  educators,  statesmen  and  physicians. 
At  Jamestown  may  be  seen  the  tombs  of  the 
Jacquelins,  his  first  American  ancestors.  His 
great  grandfather  was  Major  General  John 
Smith,  of  the  Revolution.  His  grandfather, 
Colonel  Augustine  Smith,  fought  in  the  war 
of  1812.  He,  himself,  was  a surgeon  in  the 
Spanish- American  War  and  was  later  a colonel 
in  the  line.  He  commanded  the  troops  in 
Richmond  which  quelled  the  riots  in  the  strike 
of  1902.  He  was  ofi'ered  the  position  of 
adjutant-general  of  the  Virginia  Militia,  but 
declined,  preferring  to  devote  himself  to  his 
extensive  practice  in  Alexandria.  He  was  sur- 
geon to  the  Southern  and  the  Richmond, 
Fredericksburg  and  Potomac  Railways  at 
Alexandria  and  at  one  time  conducted  a private 
hospital  there. 

Just  before  the  World  War  he  accepted  the 
postmastership  of  Alexandria,  believing  that 
it  would  take  only  a part  of  his  time.  How- 
ever, the  war  coming  on  soon  afterwards,  he 
was  given  the  additional  supervision  of  the 
postal  service  of  a number  of  camps  and 
government  work  in  that  section  of  Virginia. 
This  placed  very  onerous  duties  upon  him 
and  took  all  of  his  time,  making  it  necessary 
to  give  up  his  practice.  This  entailed  con- 
siderable financial  sacrifice  on  his  part,  but  he 
looked  upon  it  as  a patriotic  duty  and  un- 
hesitatingly assumed  the  additional  work. 
After  the  war  and  with  the  change  of  the 
federal  administration,  he  retired  to  his  beau- 
tiful home,  Rosemont,  near  Berryville,  for  a 
well  deserved  rest.  Later  he  was  asked  to  be- 
come executive  secretary  of  the  Virginia 
Tuberculosis  Association.  This  he  accepted  at 
a moderate  salary  because  of  his  devoted  in- 
terest in  the  fight  against  tuberculosis. 

At  the  time  of  his  death  he  had  just  re- 
turned to  his  home,  after  a strenuous  trip  in 
the  interest  of  this  woi’k.  At  the  annual  State 
meeting  of  the  Elks,  upon  the  suggestion  of 
Dr.  Smith,  a resolution  was  passed  to  construct 
at  one  of  the  State  Sanatoria  a building  for 
the  sick  members  of  their  order.  Later  oppo- 
sition of  certain  doctors  developed  against  this 
plan.  This  last  trip  was  in  the  effort  to  over- 
come this  opposition. 
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When  the  State  Board  of  Health  was  re- 
organized in  1908,  he  was  appointed  on  the 
board  by  Governor  Swanson,  and  was  the  only 
member  of  the  board  to  be  reappointed  by 
every  Governor  since  then.  Upon  the  death 
of  Dr.  Hawley  W.  Martin,  the  first  president 
of  the  Board  of  Health,  Dr.  Smith  was  elected 
president  and  has  held  that  office  ever  since. 
From  the  very  beginning  he  has  taken  a deep 
and  active  interest  in  the  work  of  the  board 
and  has  practically  never  missed  a meeting  ex- 
cept on  account  of  sickness;  also  he  has  been 
ex-officio  member  of  all  committees  and  the 
steady  development  of  this  work  has  had  his 
personal  and  interested  attention.  He  has  been 
a large  factor  in  every  advance  and  develop- 
ment made  by  the  State  Board  of  Health. 

As  a patriotic  citizen  he  has  felt  it  his  duty 
to  taken  an  active  part  in  public  affairs.  Never 
running  for  an  elective  office  himself,  he  has 
always  worked  during  election  time  for  the 
candidate  he  thought  best  suited.  As  a mem- 
ber of  the  school  board  of  Alexandria  and  as 
its  chairman,  he  took  an  active  part  in  de- 
veloping the  splendid  schools  of  that  city,  and 
in  seeing  that  the  physical  side  of  the  chil- 
dren’s development  was  not  overlooked,  by  in- 
sisting on  large  playgrounds. 

He  was  Past  Master  of  Alexandria  Lodge 
of  Ancient  Free  and  Accepted  Masons,  of 
which  Washington  was  once  Past  Master.  He 
was  also  a member  of  the  Commandery  and  the 
Shrine  and  a member  of  the  Benevolent  and 
Protective  Order  of  Elks. 

Few  men  had  so  large  a number  of  true  and 
loyal  friends.  He  was  alwaj^s  so  trustworthy 
and  loyal  that  he  attracted  men  to  him.  He 
never  hesitated  to  sacrifice  his  means  or  his 
health  in  the  interest  of  his  friends  or  of  any 
cause  that  he  thought  was  for  the  interest  of 
the  State  or  the  people.  He  looked  upon  pre- 
ventable sickness  as  an  enemy  of  the  people 
that  could  be  overcome  and  in  his  later  years, 
with  the  self-sacrificing  devotion  of  a cru- 
sader, he  spent  his  time  and  talents  in  fighting 
against  this  enemy.  E G W- 

Dr.  Charles  Howard  Lewis, 

Richmond,  died  at  his  home  in  this  place, 
January  3,  after  a very  short  illness,  his  death 
being  due  to  heart  trouble.  Dr.  Lewis  was 
born  in  Baltimore,  Md.,  forty-nine  years  ago. 
He  graduated  in  medicine  from  the  University 
of  Maryland  in  1900  and  later  took  post-grad- 


uate work  in  Baltimore  and  abroad.  About 
twenty  years  ago,  he  located  in  Richmond, 
where  he  had  since  made  his  home  and  prac- 
ticed. Dr.  Lewis  was  for  a time  connected 
with  the  faculty  of  the  Medical  College  of 
Virginia.  He  had  been  a member  of  the  Medi- 
cal Society  of  Virginia  since  1908.  Dr.  Lewis 
took  an  active  part  in  the  World  War  and 
was  a member  of  the  American  Legion  and 
also  a Mason.  He  is  survived  by  his  wife  and 
two  children. 

Dr.  James  Bassett  Rawlings, 

Of  Lawrenceville,  Va.,  died  at  a Richmond 
hospital,  December  31,  at  the  age  of  59  years. 
Although  a native  of  Brunswick  County,  Va., 
Dr.  Rawlings  had  made  his  home  and  prac- 
ticed in  Staunton,  Va.,  for  many  years  and  his 
interment  was  made  in  that  place.  Upon  com- 
pletion of  his  academic  education  at  Randolph- 
Macon  College,  Ashland,  Va.,  Dr.  Rawlings 
entered  the  Medical  College  of  Virginia,  from 
which  he  received  his  diploma  in  1889.  He 
had  been  a member  of  the  Medical  Society  of 
Virginia  since  1890.  He  is  survived  by  his 
wife,  two  children  and  a sister  and  brother. 

Dr.  John  William  Holmes, 

For  many  years  a resident  of  Pulaski,  Va., 
died  December  5th,  at  Kenova,  W.  Va.  He 
was  a native  of  Wythe  County,  Virginia,  and 
seventy-seven  years  of  age.  He  graduated  in 
medicine  from  the  University  of  Maryland, 
Baltimore,  in  1882,  and  had  been  a member 
of  the  Medical  Society  of  Virginia  since  1885. 
Dr.  Henry  Rutherford  Morrison, 

Of  Rockbridge  Baths,  Va.,  died  at  a Rich- 
mond hospital,  November  11,  at  the  age  of 
sixty  years.  He  was  a graduate  in  medicine 
from  the  University  of  Virginia  in  the  class 
of  1887,  and  was  at  one  time  a member  of  the 
Medical  Society  of  Virginia. 

Mrs.  Julia  Langhorne  Coleman, 

Wife  of  Dr.  Claude  C.  Coleman,  of  Rich- 
mond, Va.,  died  at  a local  hospital,  January  4, 
after  a short  illness.  Besides  her  husband,  she 
is  stirvived  by  four  small  children,  her  mother 
and  a sister,  Mrs.  J.  M.  Emmett,  of  Clifton 
Forge,  Va. 

Dr.  Romulus  Armfield, 

Marshville,  N.  C.,  died  November  23,  of 
chronic  nephritis,  aged  seventy-three  years. 
He  was  a graduate  of  the  Medical  College  of 
Virginia  in  1881  and  a member  of  the  Medi- 
cal Society  of  the  State  of  North  Carolina. 
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THE  following  three  para- 
graphs are  taken  from  a re- 
port which  recently  came  to 
us  from  a phj'sician  in  Kentucky. 
This  is  but  one  of  many  reports 
which  demonstrate  the  increasing 
interest  of  the  medical  profession 
in  the  use  of  Knox  Sparkling  Gela- 
tine for  infant  feeding  and  mal- 
nutrition: 

“I  have  had  the  most  wonderful  suc- 
cess in  using  Knox  Sparkling  Gelatine  in 
the  case  of  a nine  months  old  baby  who 
was  turned  over  to  me,  suffering  from 
mal-nutrition  and  colitis. 

“I  followed  the  formula*  for  the  use 
of  Knox  Gelatine  in  milk,  in  feeding  the 
baby,  and  the  improvement  in  the  baby’s 
condition  has  been  most  wonderful,  and 
is  very  gratifying  to  the  parents.  The 
baby  is  now  normal  in  weight  and  fully 
recovered. 

“I  am  now  using  Knox  Sparkling  Gela- 
tine in  all  my  baby  cases,  and  for  some 
old  patients  of  low  vitality,  and  I am 
well  satisfied  with  results.” 

Thousands  of  physicians  have 
asked  us  to  send  them  our  labora- 
tory bulletins.  May  we  add  your 
name  to  the  list? 

Knox  Gelatine  Laboratories 

441  Knox  Ave.,  Johnstown,  N.  Y. 


-'Formula  for  Infant  Feeding — iSoak  for  ten  minutes  one  level 
tablespoonful  of  Knox  Sparkling  Gelatine  in  % cup  of  cold  milk  taken 
from  the  baby’s  formula;  cover  while  soaking;  then  place  the  cup  in 
boiling  water,  stirring  until  gelatine  is  fully  dissolved;  add  this  dis- 
solved gelatine  to  the  quart  of  cold  milk  or  regular  formula. 
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HIGH  AUTHORITY 

When  there  is  a difficult  case  in  either  medicine  or  surgery,  you  call  in 
consultation  the  highest  authority  available  on  such  matters. 

The  Merchants  National  Bank  is  so  organized,  so  experienced,  so  effi- 
ciently guided  by  able  business  men  that  it  is  competent  authority  in  banking 
matters. 

COMMERCIAL  SAVINGS  TRUSTS 

MERCHANTS  NATIONAL  BANK 
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RICHMOND,  VIRGINIA 

Capital,  Surplus  and  Undivided  Profits 
Over  $2,400,000. 
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In  Treating  Respiratory  Diseases 

REMEMBER 


CALCREOSE 


Creosote  has  long  been  considered  an  efficient  remedy  in  the  treatment  of 
respiratory  diseases.  The  difficulty  with  it  has  been  to  establish  a tolerance 
in  the  individual  and  to  avoid  gastric-disturbance. 

By  administering  Calcreose  you  will  confer  all  of  the  benefits 
of  creosote  medication  and  largely  eliminate  the  undesirable 
effects.  Calcreose  is  a loosely  combined  product  of  creosote  and 
hydrated  calcium  oxide  from  which  the  creosote  is  slowly  elimi- 
nated in  the  body  thus  facilitating  absorption. 

Large  doses  can  be  given  for  long  periods  without  apparent 
t difficulty.  • 

In  cases  of  idiosyncrasy  to  creosote  it  is  recom- 
mended that  the  initial  dose  of  Calcreose  be  small 
during  the  first  two  or  three  days  with  gradual 
increase  until  tolerance  is  established. 

Powder:  Tablets:  Solution 

SAMPLE  OF  TABLETS 
ON  REQUEST 

The  Maltbie  Chemical  Co. 

NEWARK,  NEW  JERSEY 


BREAST  MILK 

The  Baby’s  Food 

Thousands  of  mothers  have  not  sufficient  Breast  Milk 
to  meet  tlnyinfant’s  full  quantity  requirements. 

Such  babies  are  often  hungry.  The  cry  of  a hungry  baby 
is  often  mistaken  for  Colic. 

Complemental  or  complete  feedings  immediately  fol- 
lowing the  breast  nursing  are  indicated  in  this  type  of 
infant. 

DEXTRI-MALTOSE 

Cow’s  Milk  and  Water  make  a very  satisfactory  comple- 
mental or  complete  feeding. 

Our  pamphlet  entitled  r'The  Re-establishment  of  Breast 
Milk*’  is  valuable  to  the  general  practitioner  because  it 
helps  him  simplify  his  infant  feeding  problems. 

The  suggestion  is — Utilize  as  much  Breast  Milk  as  pos- 
sible and  prevent  hunger  by  Complemental  Feeding. 

j ; ' 

The  Mead  Policy 

Mead’s  Infant  Diet  Materials  are  advertised  only  to  phy- 
sicians. No  feeding  directions  accompany  trade  packages. 

Information  i n regard  to  feeding  is  supplied  to  the  mother 
by  written  instructions  from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the  nutritional  re- 
quirements of  the  growing  infant.  Literature  furnished 
only  to  physicians. 

\ r 

MEAD  JOHNSON  & COMPANY,  Evansville,  Indiana,  U.  S.  A. 

Manufacturers  of  Infant  Diet  Materials 
~ ■ ■■■  11  - ----- 
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Original  Communications 

INDIVIDUAL  PREVENTIVE  MEDICINE.* 

By  WARREN  T.  VAUGHAN,  M.  D„  Richmond,  Va. 

It  is  related  that  a reigning  beauty  of  the 
court  of  Queen  Elizabeth  had  the  first  arti- 
ficial denture  in  history.  Her  teeth  remained 
in  the  jaw  in  spite  of  extensive  pyorrhoea, 
held  in  place  by  the  accumulation  of  tartar. 
The  dentists  of  today  have  progressed  far  in- 
deed from  that  time  and  their  progress  has 
been  paralleled  in  the  medical  sciences  but  we 
are  still  far  from  the  goal.  The  principles 
of  preventive  medicine  have  for  years  been  ap- 
plied to  groups  in  the  practice  of  public  health . 
In  a restricted  way  individual  preventive 
medicine  has  likewise  been  practiced.  Prophy- 
lactic inoculation,  the  training  of  the  fighter  or 
athlete,  dietary  adaptations  and  the  like  are  all 
directed  towards  the  prevention  of  disease  in 
the  individual.  Let  us  first  take  inventory  that 
we  may  ascertain  the  average  state  of  the 
human  body  of  today  and  recognize  its  out- 
standing defects  and  weaknesses  the  better  to 
determine  whether  they  are  sufficient  in  num- 
ber or  extent  to  warrant  stressing  the  practice 
of  individual  preventive  medicine. 

It  is  true  that  the  average  duration  of  life 
has  been  increased  from  forty  to  fifty-five  years 
within  the  last  three-quarters  of  a century. 
Dublin  has  constructed  an  hypothetical  life 
table  which  expresses  the  best  mortality  we 
may  hope  for  with  our  present  knowledge.  In 
it  the  total  expectation  of  life  at  birth  is  sixty- 
five  j^ears.  Thus  by  the  application  of  all 
known  methods  of  individual  and  group  pre- 
vention we  may  hope  for  an  average  increase 
of  life  nearly  up  to  the  Biblical  three  score  and 
ten.  But  within  this  life  span  of  sixty-five 
years  what  do  we  observe?  Fisk  finds  the 
health  span  or  the  period  of  full  vigor  and 
freedom  from  disease  after  maturity  extend- 
ing only  between  ages  eighteen  and  thirty-one. 
The  average  span  of  complete  health  after 

•Read  before  the  fifty-sixth  annual  meeting:  of  the  Medical 
Society  of  Virginia,  Richmond,  October  13-16,  1925. 


passing  the  diseases  of  childhood  and  before 
reaching  the  chronic  affections  of  middle  age 
is  limited  to  but  thirteen  years.  The  work 
span,  or  interval  in  which  men  can  compete 
in  industry  on  a fair  basis  of  equality  is  not 
much  longer,  extending  from  ages  twenty  to 
forty.  In  Great  Britain  there  is  a great  fall-r 
ing  off  in  the  number  of  factory  workers  above 
age  forty-three.  Their  period  of  productive 
usefulness  appears  to  be  over  at  that  age. 
How  manjr  of  us  have  seen  men,  factory  work- 
ers past  middle  age,  who  dye  their  gray  locks 
and  misrepresent  their  ages,  not  through  pride 
in  person  or  appearance  but  for  the  desperate 
purpose  of  retaining  their  means  of  livelihood  ! 

The  life  span  is  now  fairly  good,  the  health 
span  ludicrously  short  and  the  work  span  so 
restricted  that  even  now  one  occasionally  pon- 
ders on  the  advisability  of  euthanasia  at  sixty. 
The  industrial  classes  in  England  were  found 
to  be  for  military  purposes  old  men  at  thirty- 
eight.  During  the  period  of  active  vigorous 
industrial  life,  ages  twenty  to  forty,  the  death 
rate  rises  166  per  cent  in  the  LTnited  States. 

Take  the  health  span  alone.  The  rejection 
rate  for  active  military  service  in  this  country 
was  28  per  cent.  The  British  Ministry  found 
that  of  every  nine  men  of  military  age  three 
were  perfectly  fit  and  healthy,  two  were  upon 
a definitely  infirm  plane  of  health  and 
strength,  three  were  incapable  of  undergoing 
more  than  very  moderate  physical  exertion 
and  could  almost  be  described  as  “physical 
wrecks”,  and  the  remaining  one  a chronic  in- 
valid with  precarious  hold  upon  life. 

There  has  been  a general  reduction  in  the 
death  rate  in  the  last  several  decades,  but 
while  in  Great  Britain  this  is  reflected  in  all 
ages,  the  improvement  in  the  United  States 
has  been  limited  entirely  to  the  earlier  years. 
After  forty-five  in  this  country  we  find  indeed 
an  increase  in  mortality  caused  chiefly  by  the 
degenerative  diseases. 

The  annual  loss  from  sickness  among  the 
industrial  classes  has  been  estimated  at  eisrht 
or  nine  days.  Nine  days  per  year  for  each 
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individual  appears  a small  loss  but  with  30,000- 
000  employed  we  behold  a total  of  270,000,000 
days  of  work  lost  each  year,  at  least  half  of 
which  appears  preventable.  Further,  even 
within  the  work  span  this  sickness  rate  in- 
creases with  age.  At  ages  thirty-five  to  forty- 
four  it  is  nearly  double  that  for  ages  fifteen  to 
twenty-four. 

Infection  is  the  greatest  enemy  of  man- 
kind. In  early  life  it  is  the  contagious  and 
infectious  diseases  and  after  middle  life  the 
focal  infections  that  cause  chief  damage. 
Tuberculosis  exists  in  from  2 to  3 per  cent  of 
the  working  classes.  Syphilis  has  been  esti- 
mated as  occurring  in  from  3 to  5 per  cent 
among  the  general  population.  The  incidence 
of  hookworm  is  of  course  variable  but  it  is 
noteworthy  that  of  259  University  students  at 
New  Orleans,  30  per  cent  were  infected.  The 
malarial  rate  for  the  entire  registration  area 
in  1920  was  3.6  per  100,000.  This  includes  non- 
malarial  districts.  Eighty-five  per  cent  of  peo- 
ple examined  at  the  head  office  of  the  Life  Ex- 
tension Institute  showed  some  form  of  focal 
infection. 

Poisoning  of  one  form  or  another  is  an  im- 
portant factor  in  limiting  our  health  and  life 
spans.  No  concrete  figures  exist  as  to  the  dam- 
age done  by  tea,  coffee  or  tobacco.  Pharma- 
cologic studies  have  demonstrated  their  dele- 
terious effect  and  excess  in  their  use  un- 
doubtedly reacts  disadvantageously.  The  mor- 
tality among  the  users  of  alcohol  is  from  38 
to  52  per  cent  higher  than  among  abstainers 
in  the  same  age  groups. 

Constipation  as  a form  of  systemic  poison- 
ing must  be  carefully  reckoned  with.  Food 
deficiency  may  be  general,  due  to  insufficient 
food  of  anjr  kind,  or  it  may  be  specific,  due 
to  lack  of  an  individual  food  substance,  such 
as  mineral,  vitamine,  amino  acid.  The  latter 
type  is  the  more  frequent.  The  Public  Health 
Service  estimates  that  20  per  cent  of  our  popu- 
lation is  suffering  from  malnutrition  in  one 
form  or  another.  Mineral  and  vitamine  de- 
ficiency are  two  of  our  most  frequent  dietetic 
errors.  Food  excess  is  as  pressing  a problem 
as  is  food  deficiency.  At  age  forty-five  an  in- 
dividual fifty  pounds  overweight  has  a 56  per 
cent  higher  death  rate  than  the  average  for 
the  same  age.  Even  five  pounds  overweight 
carries  with  it  a 4 per  cent  higher  death  rate. 
One  should  experience  no  gain  in  weight  after 
age  thirty-five.  Any  gain  beyond  this  age  is 
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not  physiologic  but  should  be  considered  a dis- 
tinct pathologic  handicap. 

Protein  excess  is  clearly  a factor  in  the 
causation  of  nephritis.  Sugar  is  a fuel  and 
should  be  used  for  no  other  purpose.  Excess 
or  carbohydrate  not  only  overtaxes  the  regula- 
tory mechanism,  but  prevents  the  eating  of 
other  foods  containing  the  necessary  minerals, 
vitamines,  bidk,  etc.  Carbohydrate  excess  is 
responsible  for  much  tooth  decay,  many  diges- 
tive disturbances,  and  for  diabetes. 

Endocrine  dyscrasia  is  a factor  to  be  reck- 
oned with.  I know  of  no  statistic  compilations 
on  its  incidence  in  the  population  today.  In- 
deed this  would  be  difficult  at  present  in  view 
of  the  varied  enthusiasm  with  which  such 
diagnosis  is  made  by  different  physicians. 

Heredity  clearly  influences  not  only  longevity 
but  the  incidence  of  disease.  Heredity,  how- 
ever, acts  more  frequently  as  a predisposing 
factor  than  as  the  immediate  cause  of  illness. 
The  underweight  hvposthenic  individual  is 
hereditarily  predisposed  to  infections  such  as 
tuberculosis  and  much  can  be  done  toward  pre- 
venting this  infection  by  improving  the  gen- 
eral condition. 

It  is  estimated  that  from  2 to  3 per  cent  of 
the  population  are  psychopathic  in  greater  or 
less  degree.  Beyond  this  there  are  many  in 
whom  mental  factors  require  careful  study  and 
treatment.  These  are  cases  of  maladjustment, 
worry  in  the  home  or  at  work,  so-called  in- 
feriority complex,  the  strain  of  making  a live- 
lihood, simple  fatigue,  unemployment,  uncon- 
genial work.  These  may  be  carefully  studied 
and  often  satisfactorily  adjusted. 

The  Life  Extension  Institute  found  66  per 
cent  of  10,000  factory  employees  with  faulty 
vision  needing  correction,  while  only  25  per 
cent  of  these  were  wearing  glasses.  Physical 
or  postural  abnormalities  often  lessen  an  in- 
dividual’s productivity  and  occasionally  seri- 
ously impair  his  health.  Any  deformity  be  it 
congenital  or  acquired  is  an  impediment. 
Faulty  posture  has  become  more  extensive  since 
modern  industry  has  developed  so  as  to  keep 
the  worker  in  one  position  throughout  the  day’s 
activity.  The  Life  Extension  Institute  in  an 
examination  of  10,000  persons  in  industry 
found  44  per  cent  with  generally  faulty  pos- 
ture. Faulty  clothing  is  not  as  prominent  a 
factor  as  formerly.  Whatever  else  may  be 
said  of  present  day  female  attire,  it  is  far  more 
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hygienic  and  conducive  to  health  than  form- 
erly. 

Can  these  conditions  be  improved?  Not 
only  can  the  sickness  incidence  during  life  be 
lessened  but  the  work  span,  the  health  span  and 
the  life  span  can  all  be  lengthened.  Take  the 
fruit  fly.  By  modifying  its  environment  and 
nourishment  the  -fruit  fly’s  life  cycle  has  been 
experimentally  prolonged  900  times.  This  re- 
quires an  optimum  of  physical  environment, 
appropriate  food  and  an  aseptic  existence. 
The  life  cycle  of  the  tadpole  may  be  profoundly 
altered  by  feeding  thyroid  extract.  Earth 
worms  have  been  kept  for  ten  years.  Scientific 
horticultural  methods  have  greatly  prolonged 
the  life  of  certain  plants.  Fisk  argues  that 
the  factors  which  shorten  the  human  life  cycle 
are  practically  identical  with  those  which  have 
been  successfully  combated  in  dealing  with 
such  lower  forms  of  life. 

“While  the  human  organism  has  properly 
been  compared  in  some  respects  to  a machine, 
it  differs  radically  from  an  inanimate  machine 
in  that  in  a state  of  complete  health  with 
adequate  nourishment,  there  is  provision  in  the 
body  for  maintenance  of  parts.  The  body  does 
no*t  simply  wear  out,  it  is  infected  out,  poisoned 
out,  starved  out,  or  deficienced  out.” 

From  improvement  already  attained  and 
directly  attributed  to  health  examinations  the 
Life  Extension  Institute  calculates  that  the 
death  rate,  which  in  1900  was  17.6  and  in  1920 
was  13.1,  can  be  further  reduced  to  11  per 
thousand,  provided  the  principles  of  the  perio- 
dic health  examination  become  generally  ap- 
plied. 

“Good  Health”  is  not  merely  the  ability  so 
to  live  that  one  may  keep  at  one’s  work  and 
avoid  the  doctor.  “Good  health”  implies  the 
ability  to  live  with  the  joy  of  living,  to  awaken 
refreshed  and  anxious  for  the  day,  to  work 
with  zeal  and  enthusiasm  for  eight  hours,  six 
days  out  of  every  week,  to  rest  with  undis- 
turbed tranquillity,  to  play  with  exhilaration, 
and  to  retire  with  only  wholesome  fatigue,  to 
a deep  restful  undisturbed  slumber.  It  implies 
a steady  cheerfulness  and  self-confidence  and 
freedom  from  unnecessary  anxiety  or  from 
physical  discomfort  or  impediment. 

The  physician  who  would  aid  his  client  in 
securing  this  type  of  “good  health”  must  be  not 
a dispenser  of  drugs,  but  an  adviser  and  coun- 
cillor whose  function  it  is,  not  to  treat  symp- 
toms as  they  arise,  but  to  foresee  and  forestall, 


to  search  for  and  discover  the  individual’s 
locus  minoris  resistentiae,  and  to  advise  how 
best  to  protect  it  against  the  injuries  which 
are  bound  to  occur. 

The  technique  of  the  health  examination  is 
necessarily  minute.  We  have  discussed  it  else- 
where and  will  not  repeat  it  here. 

“We  squander  health  in  search  of  wealth, 

We  scheme  and  toil  and  save, 

Then  squander  wealth  in  search  of  health 

Until  we  reach  our  grave.” 

© 

References:  While  various  sources  have  been 

drawn  upon,  particularly  for  the  statistical  presen- 
tation, I would  call  especial  attention  to  “Life  Build- 
ing aud  Health  Extension’’  (Macmillan),  by  Eugene 
Lyman  Fisk,  which  gives  an  excellent  summary  of 
the  general  problem. 

707  Medical  Arts  Building. 

DISCUSSION 

Dr.  W.  A.  Plecicer,  State  Registrar  of  Vital  Statis- 
tics, Richmond'.  It  is  refreshing  indeed  to  hear  a 
paper  of  that  kind  read,  and  I think  it  should  be 
discussed.  The  particular  part  to  which  I want 
to  call  attention  is  Dr.  Vaughan’s  discussion  of 
the  hereditary  feature  in  connection  with  disease, 
and  the  value  of  eugenics  in  connection  with  it. 
The  Bureau  of  Vital  Statistics,  as  possibly  some  of 
you  know  who  have  followed  our  work,  is  trying  to 
put  this  very  thing  across,  especially  to  the  young 
people  of  the  state.  We  have  prepared  booklets  and 
have  others  under  preparation,  in  which  we  have 
tried  to  put  across  that  idea  of  proper  care  and 
selection  in  marriage.  This  is  conditioned  upon 
one  thing,  which  was  brought  out  by  Dr.  Vaughan, 
and  that  is  that  the  family  physician  should  be 
the  adviser.  When  we  come  up  to  that  point  we 
are  up  against  it.  This  subject  is  not  discussed  or 
taught  in  the  medical  colleges,  and  the  average  phy- 
sician is  not  prepared  to  give  advice  on  that  sub- 
ject. That  is  the  gist  of  what  I want  to  say  here, 
that  you,  as  physicians,  have  before  you  a great 
field  of  usefulness  in  preparing  yourselves  to  advise 
on 'this  subject. 

Dr.  Vaughan  referred  to  the  question  of  tuber- 
culosis. That  question  was  one  which  we  consid- 
ered a few  years  ago  as  absolutely  settled,  that  tuber- 
culosis is  not  an  inherited  disease,  and  that  it 
depends  entirely  upon  infection.  That  is  true  to  a 
great  extent,  but  those  of  you  who  are  old  enough 
and  can  go  back  forty  years  perhaps  will  recall 
the  day  when  tuberculosis  Avas  considered  a heredi- 
tary disease,  and  when  persons  who  were  consider- 
ing marriage  looked  into  that  question  carefully, 
as  to  whether  there  was  a hereditary  tuberculosis, 
as  it  was  considered  then.  Now  we  are  coming 
back  to  that  point,  that  this  question  should  be 
considered,  not  only  tuberculosis,  but  various  other 
diseases,  and,  above  all,  such  mental  diseases  as 
feeble-mindedness  and  delinquencies  of  all  sorts. 
Those  things  must  be  considered,  and  there  is  no 
one  who  is  in  position  to  advise  as  is  the  family 
physician.  I should  like  to  urge  that  you  secure 
one  or  more  of  the  various  excellent  works  on 
eugenics.  I might  say  that  one  of  the  very  best  I 
have  read  is  by  Popenoe  and  Johnson.  It  is  very 
complete,  very  thorough,  and  I see  Dr.  Vaughan  has 
in  his  paper  some  of  the  very  ideas  they  advance. 


690 


VIRGINIA  MEDICAL  MONTHLY. 


[February. 


Dr.  N.  T.  Enneit,  Richmond : I was  highly  in- 

terested in  what  Dr.  Vaughan  had  to  say,  for  I 
am  deeply  interested  in  community  health.  What 
he  had  to  say  about  individual  health  has,  of  course, 
a direct  relation  to  community  health,  since  com- 
munity health  is  simply  the  sum  total  of  individual 
health. 

In  considering  adult  infection,  I should  like  for 
you  gentlemen  to  carry  home  the  idea  that  the  best 
prevention,  that  which  is  most  effective,  is  preven- 
tive work  in  childhood.  Don’t  wait  until  adult  life 
to  do  individual  preventive  health  work,  but  do  it 
in  childhood. 

Dr.  Roy  K.  Flannagan,  Assistant  State  Health 
Commissioner,  Richmond : The  doctor  is  the  key 
to  this  situation.  We  are  pledged  to  the  prolonga- 
tion of  life,  and  the  only  way  we  can  do  it  is  to 
make  it  an  individual  matter.  Of  course,  we  have 
to  act  collectively  at  times  in  order  to  get  results. 
The  State  Medical  Society,  in  an  assemblage  such 
as  this,  should  set  the  pace  for  the  individual  phy- 
sician. We  ought  to  recognize  more  clearly  the 
possibilities  of  this  prevention  of  sickness,  the  pre- 
vention of  death  in  people,  say  above  my  age,  for 
instance.  We  are  going  to  wake  up  at  about  forty- 
five  or  fifty  and  find  our  health  gone  forever — doc- 
tors are  just  as  bad  as  anybody  else.  (Someone  here 
says  worse). 

Even  Board  of  Health  officials  have  been  known 
to  have  long  spells  of  sickness  just  from  careless- 
ness. If  this  is  true  among  those  of  us  who  know, 
is  it  not  more  likely  to  be  true  among  those  who 
are  uninformed?  We  must  consider  where  we  are. 
The  big  possibilities  for  the  incoming  generation  of 
medical  men  will  be  in  this  examination  of  appar- 
ently healthy  individuals.  This  is  the  fruitful  field 
for  the  future.  We  have  to  stop  thinking  so  much 
about  having  a lot  of  sick  people  to  work  on,  and 
think  more  about  how  to  keep  this  bunch  of  people 
in  front  of  us  constantly  in  good  health,  a much 
larger  thing,  and  can  be  made  equally  profitable. 

We  have  worried  a good  deal,  and  I think  justi- 
fiably, about  state  medicine.  I think  Dr.  Ennion 
Williams,  Health  Commissioner,  is  to  read  a paper, 
before  the  day  is  over,  about  the  legitimate  bounda- 
ries of  health  activities.  Where  do  we  get  on  and 
off  as  health  officials? 

Each  doctor  practicing  medicine,  if  he  has  down 
in  his  soul  real,  ethical  principles,  must  fight  the 
continuance  of  disease.  He  is  not  simply  a job  car- 
penter or  repair  man,  he  is  not  simply  a patcher  up. 
We  must  think  of  ourselves  as  the  great  helpers 
cf  humanity,  who  are  here  to  keep  our  people  well. 
There  will  always  be  need  for  the  surgeon,  for  the 
patcher  up,  but  the  great  field  is  for  the  doctor 
who  will  look  after  the  apparently  healthy  man  who 
may  be  in  great  danger.  We  have  neglected  these 
things,  but  we  must  begin  to  look  after  them;  find 
the  points  of  decay  in  our  apparently  healthy  peo- 
ple and  put  them  under  a regimen  that  will  cor- 
rect them.  The  enlightened  individual,  at  least, 
whose  health  is  thus  kept  at  par,  will  not  fail  to 
be  financially  appreciative. 

Dr.  Walter  Cox,  Winchester:  I have  been  doing 

health  work  in  a much  smaller  field  than  Dr.  Flan- 
nagan. These  ideals  stimulate  us,  but  let  us  con- 
sider how  we  are  going  to  arrive  at  a closer  solu- 
tion of  these  problems,  how  we  are  going  to  com- 
pete with  these  life  extension  institutes,  with  their 
advertisements  in  every  magazine  in  the  United 
States,  when  our  code  of  ethics  prevents  us  from 
advertising.  I do  not  believe  that  this  problem  can 
be  answered  by  the  individual  family  physician  in 
bis  office.  I have  been  interested  in  this  question 


for  some  years — that  of  preventive  medicine,  as  far 
as  possible,  and  no  drugs.  If  we  should  adopt  the 
Chinese  idea  of  no  pay  for  the  doctor  if  the  patient 
gets  sick  it  would  possibly  be  a stimulus  to  us.  But 
it  is  not  due  to  the  family  doctor  that  this  ideal 
has  not  been  consummated.  The  family  physician 
is  darned  near  extinct.-  You  will  find  that  if  you 
do  not  give  pills  and  medicines,  most  patients  will 
go  to  some  one  who  will. 

We  can  not  put  this  thing  across  except  by  a slow 
process  of  education.  The  best  medium  is  that 
splendid  journal  of  ours,  “ Hygeia .”  We  have  not 
supported  it  as  we  should.  Teach  the  public,  not 
the  doctors.  We  all  know.  Dr.  Vaughan’s  paper 
has  given  this  subject  a wonderful  boost,  but  I be- 
lieve we  have  to  think  out  a proper  solution  of  this 
problem,  and  it  is  going  to  take  time.  There  has 
never  been  anything  to  benefit  the  human  race  that 
was  accomplished  in  a hurry.  We  have  to  remem- 
ber that  it  takes  sixty  years  for  an  oak  tree  to 
grow  from  the  acorn.  If  in  sixty  years  we  have 
lengthened  our  span  of  life  by  this  personal  pre- 
ventive medicine,  we  shall  have  accomplished  a 
great  deal. 

Dr.  A.  A.  Houser,  Richmond : I am  particularly 

interested  in  this  question  of  the  practice  of  indi- 
vidual preventive  medicine.  Three  years  ago  I 
started  a project  myself  of  individual  preventive 
medicine,  and  have  somewhere  near  two  hundred 
people  who  pay  me  a retainer  to  go  over  them  once 
a year  and  try  to  impart  to  them  a little  health 
education.  The  most  discouraging  thing  I have 
encountered  is  the  individual  doctor.  I have  not 
talked  to  a single  doctor,  except  Dr.  Vaughan,  who 
has  not  said  it  can  not  be  done.  The  impression 
seems  to  be  that  people  want  medicine,  and  if  you 
do  not  give  it  to  them  they  will  go  to  someone  else. 
I don’t  believe  that.  I believe  a great  many  people 
are  really  desirous  of  getting  such  a service  from 
the  family  physician.  If  the  individual  physician 
will  give  a little  attention  to  the  service  of  Individual 
Preventive  Medicine,  it  will  not  be  long  before  the 
Life  Extension  Institute  is  not  a competitor,  but  a 
trailer. 

I am  in  my  third  year  of  individual  preventive 
work.  I have  consumed  this  year  over  half  of  my* 
time  in  that  work,  and  I think  it  pays  better  than 
anything  I have  ever  done  from  the  standpoint  of 
substantial  service  rendered,  which  is  the  kind  of 
remuneration  a physician  should  want.  We  lose 
sight  of  what  a normal  man  is  after  a while,  and 
have  to  examine  a lot  of  normal  people  in  order  to 
get  a true  idea.  The  field  for  preventive  medicine 
today  is  a big  one.  My  work  has  grown  just  a 
little  faster  than  I have  been  able  to  take  care  of 
it.  The  family  physicians  are  the  real  backbone  of 
preventive  work.  It  does  not  depend  upon  the  sur- 
geons and  other  specialists,  but  upon  the  general 
practitioner  and  internist.  Any  man  who  will  give 
some  real,  honest-to-God  attention  to  it  for  a while 
will  feel  disgusted  at  doing  any  other  kind  of  work. 
The  sooner  you  get  people  on  your  retainer  list,  go- 
ing over  them  every  year,  teaching  them  what 
normal  living  is,  and  demonstrating  the  results  that 
normal  living  will  produce,  you  will  put  your  client 
in  a position  where  he  will  appreciate  your  efforts 
and  develop  an  enthusiasm  for  regular  medicine. 

Dr,  Warrex  T.  Vaughan,  Richmond,  closing  the 
discussion:  Dr.  Cox  has  it  right,  that  the  Chinaman 

has  the  right  system.  He  pays  the  doctor  while  he 
is  well,  and  the  doctor  takes  care  of  him  for  noth- 
ing while  he  is  sick.  But  exactly  that  system  will 
not  work,  i.  e.,  putting  the  doctor  on  a salary  to 
do  anything  that  is  necessary  when  the  occasion 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


691 


arises.  It  has  been  tried  in  England,  with  the  panel 
system,  but  the  result  is  that  the  doctor  takes  his 
salary  and  puts  only  half  his  heart  into  his  work. 
Dr.  Houser’s  system  is  entirely  different.  It  works, 
and  works  beautifully.  He  gave  us  some  insight 
into'  it  at  the  meeting  in  Norfolk  two  years  ago. 

We  have  gotten  much  farther  in  preventive  work 
in  pediatrics  than  with  adults.  The  preventive  work 
with  adults  is  simply  an  extension  of  what  we  have 
found  valuable  with  children. 

I do  not  take  issue  with  the  Life  Extension  In- 
stitute, for  it  has  done  three  very  valuable  things. 
First,  it  has  shown  the  people  the  need  for  this 
service;  second,  it  has  collected  a large  volume  of 
statistics;  third,  it  has  shown  statistically  that  the 
application  of  those  principles  which  we  have  dis- 
cussed will  produce  results.  They  are  advertising 
themselves,  yes,  but  they  are  also  advertising  us. 
Every  advertisement  the  Life  Extension  Institute 
puts  in  the  papers  is  an  advertisement  for  you,  as 
soon  as  you  have  shown  that  you  are  equipped  men- 
tally and  physically  to  practice  individual  preventive 
medicine. 


A HELPFUL  POINT  IN  THE  TECHNIQUE 
OF  APPENDECTOMY.* 

By  CHARLES  R.  ROBINS,  M.  D.,  Richmond,  Va. 

All  of  the  questions  relating  to  appendicitis 
have  not  been  settled  yet,  notwithstanding  the 
voluminous  amount  that  has  been  written  on 
the  subject.  That  there  is  a definite  mortality 
that  is  embarrassingly  high  in  certain  types 
of  pathology  is  quite  clearly  proved  by  re- 
view of  any  large  series  of  unselected  cases. 
It  is  useless  to  talk  of  a mortality  of  half  of 
one  per  cent  when  a candid  review  of  all  cases 
seen  will  not  bear  out  any  such  result.  If  all 
the  cases  were  in  the  chronic  non-inflammatory 
stage  or  if  all  were  operated  in  the  first  six 
hours  of  the  attack,  such  figures  might  and 
should  be  approximated,  but  when  we  have  to 
include  delayed  cases,  misdiagnosed  cases,  cases 
in  which  large  doses  of  calomel  have  been  given 
on  general  principles,  and  cases  where  the  pa- 
tient comes  in  either  with  a local  or  a general 
peritonitis,  there  is  quite  a different  story  to 
tell. 

How  to  bring  about  a condition  in  which 
acute  cases  will  be  submitted  to  operation  dur- 
ing the  most  favorable  period,  that  is  in  the 
early  hours  of  the  attack,  is  a question  of  the 
utmost  importance.  It  is  only  by  remember- 
ing always  the  dire  consequences  of  delay  that 
the  profession  can  be  spurred  on  to  the  neces- 
sity of  prompt  action.  There  are  several 
obstacles  that  will  probably  always  remain,  the 
principal  one  being  that,  while  ordinarily 
acute  appendicitis  is  easily  diagnosed,  this  is 

•Read  at  the  fifty-sixth  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  13-16,  1925. 


not  the  invariable  rule.  The  gangrenous  type, 
which  is  the  most  dangerous,  is  notorious  for 
often  developing  with  obscure  symptoms  and 
indefinite  physical  findings.  Any  case  of  acute 
abdominal  pain  must  be  subjected  promptly  to 
the  most  careful  technique  of  examination  in 
order  to  make  an  early  diagnosis.  The  ques- 
tion to  be  determined  is  whether  or  not  the 
patient  has  appendicitis,  in  which  ca.se  appen- 
dectomy is  called  for.  The  most  dangerous 
thing  to  attempt  is  to  diagnose  whether  or 
not  this  particular  case  should  be  operated. 
Without  attempting  to  discuss  the  various  pit- 
falls  which  lie  about  such  an  attempt,  I am 
quite  confident  that  there  is  no  man  living 
who  can  without  error  describe  invariably  the 
exact  pathology  of  a diseased  appendix  that 
lies  in  the  unopened  abdomen.  There  is  no 
test  that  taken  bv  itself  does  not  often  fail, 
and  very  disastrous  errors  will  sometimes  occur 
even  after  the  complete  picture,  with  each  de- 
tail of  history,  physical  examination,  and 
laboratory  investigation,  has  been  carefully 
considered.  I believe  it  most  important  that 
we  do  not  get  away  from  the  well  proven 
dictum  that  the  earlier  the  operation  the 
greater  the  safety. 

After  the  period  for  primary  operation  has 
passed,  the  patient  may  either  go  safely 
through  the  period  of  resolution  or  there  will 
develop  various  extensions  and  complications 
which  it  is  not  necessary  to  discuss,  but  which 
will  create  a most  serious  situation  for  the 
patient  and  in  which  there  will  be  a very 
definite  number  that  will  die,  whatever  treat- 
ment may  be  followed.  It  is  certainly  true 
that  operation  is  sometimes  followed  by  a 
very  prompt  death  at  this  stage,  due  appar- 
ently to  throwing  an  increased  amount  of 
poison  into  the  system  before  the  body  resist- 
ance to  the  infection  has  been  built  up.  The 
trauma  of  the  operation  appears  to  increase 
the  absorption  and  anaesthesia  to  diminish  re- 
sistance. 

I wish  particularly  to  discuss  today  a method 
for  removing  the  appendix  with  a minimum 
amount  of  trauma.  I find  it  useful  as  a regu- 
lar technique  for  all  cases  but  it  is  especially 
useful  in  acute  cases.  In  the  first  place  I be- 
lieve and  have  found  from  my  own  experi- 
ence that  the  McBurney  incision  is  the  best 
for  acute  appendicitis;  while  occasionally  for 
definite  reasons  the  right  rectus  or  other  in- 
cision may  be  indicated,  the  McBurney  is  the 
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routine.  This  is  placed,  of  course,  over  the 
point  where  the  base  of  the  appendix  is  be- 
lieved to  he  and,  as  a rule,  by  the  use  of  re- 
tractors the  base  can  be  exposed,  and  the  ap- 
pendix identified  as  it  dips  down  from  this 
point.  It  is  always  unfortunate  when  any  of 
the  bowel  is  extruded  in  acute  appendicitis. 
By  moving  the  caecum  about  with  a sponge  on 
a stick,  the  base  of  the  appendix  can  usually 
he  exposed  even  if  it  does  not  immediately  ap- 
pear when  the  abdomen  is  opened.  As  soon  as 
the  base  is  identified,  it  is  grasped  by  a pair  of 
stout  forceps  that  extend  entirely  across  the 
appendix.  By  then  describing  a quarter  of  a 
circle  with  the  handle  of  the  forceps  the  appen- 
dix is  quite  readily  delivered  out  of  the  wound 
provided  there  are  no  adhesions.  If  there  are 
adhesions,  they  are  more  readily  separated  by 
working  from  the  base.  Of  course,  it  will  not 
always  work,  but  since  I have  adopted  this 
maneuver  I have  been  surprised  to  see  how 
often  the  manipulation  succeeded.  Sometimes 
it  is  necessary  to  help  the  delivery  and  in  that 
case  the  small  French  intestinal  forceps  make 
a very  valuable  aid  and  do  not  traumatize.  It 
has,  I think,  the  following  advantages : It  does 
away  with  searching  with  the  finger  for  the 
appendix.  The  delivery  of  the  appendix  with 
the  finger  is  sometimes  attended  with  con- 
siderable trauma,  and  often  fluid  is  squeezed 
out  of  the  appendix  or  a necrotic  appendix 
ruptured.  The  base  furnishes  the  point  where 
the  appendix  is  most  likely  to  be  normal  or 
near  normal,  so  that  a firm  hold  is  secured,  and 
the  appendix  may  be  manipulated  without 
fear  of  rupture  or  breaking  of  the  appendix. 
The  clamp  at  the  base  effectually  stops  further 
absorption  along  that  channel.  It  is  such  an 
easy  way  to  deliver  the  appendix  that  the  time 
of  operation  is  shortened.  It  gives  the  least 
amount  of  trauma  and  disturbance  of  adja- 
cent viscera.  I have  often  felt  in  operating 
for  acute  appendicitis  that,  if  I could  reach 
down  and  extract  the  appendix  without  touch- 
ing anything  else,  it  would  he  ideal.  The 
method  suggested  approaches  this  very  closely. 
As  an  evidence  of  the  lack  of  trauma  asso- 
ciated with  this  method  I have  noticed  a very 
diminished  amount  of  pain  and  nausea  follow- 
ing operation. 

Stuart  Circle  Hospital. 

DISCUSSION 

Dr.  W.  A.  Brumfield,  Blaclcsbiuty:  At  the  V.  P. 

I.,  we  have  the  great  responsibility  of  caring  for 
a large  number  of  students  from  all  over  the  state, 


and  every  year  there  are  five  or  six  on  up  to  twenty 
cases  in  which  this  question  comes  up.  A student 
comes  in  complaining  of  pain  in  the  abdomen,  gen- 
eral tenderness,  possibly  a little  vomiting.  Inquiry 
will  reveal  the  fact  that  some  of  his  friends  are 
suffering  from  the  same  symptoms,  perhaps  not  quite 
so  marked.  Further  inquiry  reveals  that  the  stu- 
dent has  received  a box  from  home.  Generally  a 
dose  of  a purgative  relieves  the  condition,  or  per- 
haps Nature  has  already  taken  care  of  the  condition 
by  considerable  vomiting  and  purging.  But  some- 
times a case  comes  with  more  marked  symptoms, 
which  rest  in  bed  does  not  relieve.  I refer  that  case 
to  the  hospital,  not  for  operation,  but  for  observa- 
tion. It  is  more  than  forty  miles  to  the  surgeon, 
and  it  may  appear  when  he  gets  there  that  it  is  a 
case  of  acute  appendicitis  and  needs  to  be  operated 
on  immediately. 

I should  like  to  inform  parents,  through  you,  that 
when  a student  is  sent  to  the  hospital  it  does  not 
mean  that  he  is  sent  for  immediate  operation,  but 
for  study  and  observation,  and  then  operation  if 
necessary. 

Dr.  Chari.es  R.  Robins,  Richmond,  closing  the  dis- 
cussion: I do  not  want  to  create  the  impression 

that  I am  in  favor  of  immediately  operating  for 
every  case  of  appendicitis  at  any  stage.  But  I do 
believe  the  profession  is  drifting  into  the  error  of 
regarding  operation  for  appendicitis  as  a very  in- 
significant thing,  and  the  other  error  of  thinking 
it  does  not  make  any  difference  when  you  operate. 

I believe  very  firmly  that  the  early  operation,  be- 
fore any  complications  set  in,  is  going  to  give  the 
best  results,  both  as  regards  mortality  and  mor- 
bidity. 


NOTES  ON  THE  WEIGHT  OF  SOME 
VITAL  ORGANS— THEIR  DEVELOP- 
MENT, VARIABILITY  AND  RELA- 
TION TO  DISEASE— A SUMMARY.* 

By  R.  BENNETT  BEAN,  M.  D.,  University,  Va. 

Laboratory  of  Anatomy,  University  of  Virginia. 

The  size  of  the  heart,  liver,  spleen  and  kid- 
neys was  shown  to  vary  with  the  type  of  per- 
son by  studies  made  in  the  Manila  Morgue 
while  in  the  Philippines  in  1908,  and  this  has 
been  verified  by  studies  made  in  New  Orleans, 
Baltimore  and  Charlottesville.  About  300 
autopsies  were  studied  in  Manila.  The  organs 
were  small  in  the  slender  type  called  Hyper  - 
morph  and  large  in  the  stocky  type  called 
Mesomorph,  or  in  the  Hypomorph,  the  infan- 
tile adult. 

Looked  at  in  broad  groups  the  Hypermorph 
and  Mesomorph  are  the  extreme  forms  of  the 
white  peoples,  and  the  Hypermorph  and  Hypo- 
morph  are  the  extreme  forms  of  the  Yellow- 
Brown  and  Black  peoples,  whereas  the  average 
person  is  in  between  the  two  or  may  he  a 
mosaic  or  mixture. 

The  Hypermorph  is  tall  and  slender,  al- 


♦Read  before  the  fifty-sixth  annual  meeting:  of  the  Medical 
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though  the  extreme  form  is  small,  with  long, 
narrow  face  and  pointed  chin,  long,  narrow, 
high  nose,  small,  thin,  long,  narrow  ears  with 
everted  tragus,  anthelix  and  antitragus,  and 
deficient  helix  that  is  turned  back  toward  the 
head.  The  trunk  is  long  and  slender,  the 
chest  thin  from  before  backward,  and  the  ab- 
domen flat  or  depressed.  The  arteries  are 
usually  thin  and  elastic  with  sclerosis  only  in 
the  aged.  The  brain  is  large  relative  to  the 
size  of  the  person  and  the  cerebellum  is  small, 
and  has  few  simple  convolutions.  The  type  is 
not  muscular,  the  bones  and  muscles  are  small 
and  thin. 

The  Mesomorph  is  of  large  or  medium  size 
and  heavy,  with  oblong  or  oval  face,  rather 
broad,  but  high  nose,  almost  flat  ears  that  are 
large  and  broad,  with  moderately  everted 
tragus,  anthelix  and  antitragus,  and  large 
helix.  The  trunk  is  broad  and  thick,  the  ab- 
domen full  or  protuberant.  The  arteries  and 
veins  are  large,  their  walls  are  thick  and  not 
elastic.  The  brain  is  small  relative  to  the  size 
of  the  person,  and  the  cerebellum  is  large  and 
has  many  intricate  convolutions.  The  pons  is 
also  large.  The  type  is  stoclcily  built,  mus- 
cular, with  large  bones  and  muscles. 

The  Hvpomorph  is  small  and  stocky, 
usually  fat,  with  broad,  short  face,  nose  and 
head,  and  bowl  shaped  ears  heavily  rolled 
around  the  helix  which  stands  out  from  the 
head.  The  trunk  is  broad  and  short,  the  ab- 
domen protuberant,  and  the  chest  deep.  The 
arms  and  legs  are  short,  the  opposite  of  the 
Hypermorph  where  they  are  long.  The  type 
is  infantile  in  general  characteristics. 

More  detailed  descriptions  of  these  types 
may  be  found  in  The  American  Journal  of 
Anatomy  for  the  past  three  years,  and  in  the 
year  to  come. 

After  the  study  of  the  300  postmortems 
from  Malecon  Morgue  in  Manila,  and  the  addi- 
tional studjr  of  about  500  patients  in  the  dis- 
pensarv  at  Taytay  near  Manila,  the  Hyper- 
morph was  found  to  be  susceptible  to  diseases 
of  the  tissues  derived  from  the  ectoderm  and 
entoderm,  such  as  pulmonary  tuberculosis, 
alimentary,  skin  and  nervous  diseases  and 
acute  infections. 

The  Hvpomorph  and  Mesomorph  were 
found  to  be  susceptible  to  diseases  of  the 
tissues  derived  from  the  mesoderm,  such  as 
heart  disease,  aneurism  and  other  diseases  of 
the  arteries  and  veins,  and  diseases  of  the 
kidneys,  bones  and  muscles. 


Studies  of  about  800  autopsies  and  more 
than  1,000  cases  in  the  Charity  Hospital  and 
Touro  Infirmary,  New  Orleans,  between  1910 
and  1915,  verified  the  observations  made  in 
Manila  and  extended  them  along  other  lines. 
Some  of  the  results  of  these  studies  were  pub- 
lished in  the  Johns  Hopkins  Hospital  Bulletin 
of  December,  1912,  and  the  New  Orleans  Medi- 
cal and  Surgical  Journal  of  September,  1916. 

In  1916  a method  was  devised  which  rep- 
resents the  difference  in  size  of  the  organ  in 
relation  to  any  factor  such  as  stature,  sex  or 
type. 

The  size  of  the  organs  was  found  to  vary  with 
stature — 1 point  for  the  heart,  4.9  for  the  liver,  4.9 
for  the  spleen  and  3.2  for  the  kidneys.  The  size 
varied  with  age — 5.2  for  the  heart,  3.5  for  the  liver, 
7.8  for  the  spleen  and  0.0  for  the  kidneys. 

The  spleen  varies  more  than  the  other  organs 
through  the  influence  of  age  and  stature. 

The  ratio  of  difference  in  the  organ  weight  be- 
tween the  Hypermorph  and  Mesomorph  was  found 
to  be  19.0  for  the  heart,  6.1  for  the  liver,  4.7  for  the 
spleen  and  4.1  for  the  kidneys.  This  difference  is 
greater  than  the  racial  difference  between  the  white 
and  negro  male,  which  is  0.4  for  the  heart,  1.0  for 
the  liver,  2.0  for  the  spleen  and  0.1  for  the  kidneys. 
The  size  of  the  organs  varied  by  sex  in  the  negro — 
14.4  for  the  heart,  2.9  for  the  liver,  2.0  for  the 
spleen,  and  3 4 for  the  kidneys. 

The  heart  varies  more  than  the  other  organs 
by  type  and  sex,  but  the  spleen  varies  more  by 
race.  Subsequent  studies,  by  Baker  and  my- 
self, verified  these  results  after  utilizing  more 
than  8,000  autopsy  records  from  the  Johns 
Hopkins  Hospital,  Touro  Infirmary,  Charity 
Hospital  and  University  of  Virginia  Hospital. 

Following  this,  a study  from  the  same  mate- 
rial showed  that  each  organ  has  a rapid 
growth  soon  after  birth,  a second  period  a 
few  years  later,  and  a third  period  about 
puberty.  The  growth  of  the  heart  is  slower 
than  the  other  organs  until  the  age  of  two 
years,  but  after  that  it  is  faster.  The  liver 
grows  faster  than  the  spleen  and  the  spleen 
faster  than  the  kidneys  after  the  age  of  two 
years.  The  results  of  these  studies  were  pub- 
lished in  the  American  Journal  of  Physical 
Anthropology  and  the  Report  of  the  Carnegie 
Institution  of  Washington  in  1919. 

Since  that  time  detailed  studies  have  been 
made  with  additional  material  from  the  same 
sources.  These  were  published  under  the  head 
of  The  Pulse  of  Growth  in  Man,  in  the  Ana- 
tomical Record  for  June,  1924.  Heart  weight, 
size  of  body  and  physical  activity  are  syn- 
chronous. For  the  first  few  months  after 
birth  the  child  is  not  very  active,  and  during 
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this  period  the  growth  of  the  heart  is  slow. 
From  6 to  9 months  of  age  the  child  becomes 
more  active,  the  growth  of  stature  increases 
and  the  heart  enlarges  rapidly.  Then  follows 
a less  active  period,  when  the  child  is  learn- 
ing to  stand  and  walk,  and  d living  this  period 
the  heart  is  relatively  inactive.  After  the 
child  has  learned  to  walk  and  run,  a period 
of  great  activity  ensues  and  the  stature  and 
heart  weight  increase  rapidly.  _ This  is  about 
the  age  of  three  or  four  years.  The  heart  has 
a slight  increase  in  rate  of  growth  again  at 
five  or  six  j^ears,  with  a rapid  increase  in  size 
of  the  alimentary  organs.  The  next  period  of 
rapid  growth  is  about  the  period  of  puberty, 
which  is  earlier  in  girls  than  in  boys.  All 
the  parts  of  the  body  reach  their  rapid  growth 
earlier  in  the  former,  and  at  this  time  bone 
growth  is  particularly  active.  The  final  period 
of  rapid  heart  growth  is  from  16  to  20  years, 
when  the  muscles  of  the  body  are  undergoing 
their  most  vigorous  growth. 


The  most  active  period  of  prenatal  growth 
of  the  liver  is  during  the  third  month,  and 
after  birth  the  liver  weighs  about  the  same 
for  two  months,  when  the  first  period  of  post- 
natal increase  in  growth  sets  in  to  last  for  a few 
months.  There  is  another  period  at  about  3 
years,  another  at  5 years,  and  still  another  at 
about  10  years.  There  is  a decrease  in  the  in- 
crement from  the  first  to  the  last  period.  The 
liver  is  relatively  large  at  birth  and  the  pelvis 
is  relatively  small;  therefore,  a great  part  of 
the  abdominal  protuberance  at  this  time  and 
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for  some  time  after  is  the  result  of  these  two 
conditions. 

Before  birth  the  kidneys  function  little  if 
at  all,  and  their  growth  is  slight  except  during 
the  sixth  and  seventh  months.  The  initial 
increase  in  growth  rate  which  comes  from  3 
to  12  months  after  birth  is  greater  and  more 
rapid  in  the  kidneys  than  in  other  splanchnic 
viscera,  and  their  maturity  seems  to  be  reached 
earlier,  at  about  15  years.  Their  growth  is 
slow  after  the  first  year  until  four  years  after 
birth  when  they  grow  rapidly  at  this  time  of 
great  physical  and  mental  activity,  increased 
alimentation,  and  the  consequent  greater  neces- 
sity for  the  elimination  of  waste  products. 
Again,  there  is  a very  rapid  growth  during 
puberty  with  the  coincident  rapid  growth  of 
the  skeleton  and  heart  which  precedes  that 
tremenduous  expression  of  sexual,  motor, 
mental,  digestive,  circulatory  and  respiratory 
surge  that  comes  between  16  and  20  years. 

The  most  active  growth  of  the  spleen  before 


birth  is  during  the  seventh  month,  and  after 
birth  for  a while  in  the  second  six  mofiths  of 
the  first  year  and  at  about  4 to  6 and  8 to  10 
years.  The  spleen  is  extremely  variable  in 
size  and  its  periods  of  rapid  growth  are  not 
so  clear  cut. 

The  periods  of  slow  and  rapid  growth  have 
been  found  for  a great  many  other  organs 
and  parts  of  the  body,  as  illustrated  in  a chart. 

More  recent  studies  were  published  in  an 
article  entitled  Die  Morphologie  und  die 
Erkrankungen  des  Menschen  in  the  Zeitschrift. 
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fur  Konstitutionslehre  in  1924.  In  this  study 
the  groundwork  of  the  types  was  sought  in  the 
prehistoric  forms  of  man,  and  the  tempera- 
ments of  the  Greek  school  of  medicine  and  the 
.School  of  Salerno  were  brought  into  line  with 
modern  conceptions  of  the  types,  whose  mor- 
phology and  characteristics  were  more  elabo- 
rately presented  from  the  standpoint  of  an- 
thropology. 

The  most  recent  studies  are  as  yet  unpub- 
lished, but  a summary  of  them  will  be  given. 
The  investigations  were  made  on  the  records 
of  the  first  5,000  necropsies  at  the  Johns  Hop- 
kins Hospital,  the  first  6,000  at  the  Charity 
Hospital,  the  first  2,000  at  the  Touro  Infirm- 
ary, and  the  first  1,000  at  the  University  of 
Virginia  Hospital.  I wish  to  think  Drs.  Mac- 
Callum,  Duval,  Couret  and  Marshall  for  the 
use  of  these  records. 

The  Index  of  Vitality. — The  index  of  vital- 
ity which  is  the  ratio  of  normal  to  abnormal 
organs  is  used  to  make  a few  deductions,  the 
chief  of  which  are  that  the  heart  has  the  high- 
est vitality,  the  kidneys  the  lowest,  and  the 
liver  and  spleen  are  about  the  same  and  near 
that  of  the  kidneys.  The  heart  and  kidneys 
have  a greater  vitality  in  the  female  than  in 
the  male,  and  the  vitality  of  the  heart  is 
greater  than  that  of  the  kidneys.  The  sexual 
difference  is  from  15  to  30  per  cent.  These 
deductions  are  tentative.  If  they  hold  true, 
then  the  kidneys  should  give  out  before  the 
liver  and  spleen  and  these  two  before  the 
heart;  women  should  live  longer  than  men;  the 
kidneys  have  about  half  the  chance  of  the  heart 
to  survive  without  disease  until  death,  and 
they  are  the  first  of  the  four  organs  to  suc- 
cumb to  disease. 

The  Relation  of  Weight  to  Acute  and 
Chronic  Diseases. — Acute  diseases  include 
chiefly  lobar  pneumonia,  tj^phoid  fever  and 
acute  infections.  Chronic  diseases  include 
chiefly  cancer,  tuberculosis,  abscesses  and 
chronic  infections.  Apoplexy,  accidents,  and 
operations  are  not  included  because  they  do 
not  represent  either  acute  or  chronic  diseases, 
and  heart  and  kidney  diseases  come  in  the  same 
category.  Syphilis  is  omitted  because  it  has 
both  acute  and  chronic  forms  and  the  organs 
are  invariably  large.  The  organs  used  had 
no  macroscopic  pathologic  lesion.  The  organs 
of  those  who  died  of  acute  diseases  are  heavier 
than  the  organs  of  those  who  died  of  chronic 
diseases.  The  differences  are  greater  in  the 
liver  than  in  the  heart  or  kidneys.  The  differ- 


ences are  seen  when  the  age  and  stature  are 
the  same,  with  the  same  race  and  sex,  in  either 
the  well  nourished,  thin  or  emaciated.  Dif- 
ferences as  the  result  of  age,  sex,  stature  and 
nourishment  would  be  expected  and  may  be 
seen. 

The  size  of  the  organ  does  not  seem  to  be 
the  result  of  acute  enlargement  in  those  who 
died  of  acute  diseases,  nor  does  it  seems  to  be 
entirely  the  result  of  emaciation  in  chronic 
diseases.  In  emaciation,  the  liver,  for  instance, 
stores  fat  out  of  all  proportion  to  the  fat  prev- 
alence elsewhere  and  out  of  all  proportion  to 
the  general  nutrition,  and  it  is  the  liver  more 
than  the  other  organs  that  shows  the  great- 
est difference  in  acute  and  chronic  diseases. 
The  enlargement  in  tuberculosis  is  through  fat 
accumulation,  the  liver  being  otherwise  nor- 
mal. 

The  question  raised  as  to  the  relationship 
between  large  organs  and  acute  diseases,  on  the 
one  hand,  and  small  organs  and  chronic  dis- 
eases on  the  other  is  important.  Possible 
hypotheses  might  be:  (a)  Large  organs  pre- 
dispose to  acute  diseases,  (b)  Large  organs 
result  from  acute  diseases,  (c)  Large  organs 
are  coincident,  accidental,  with  acute  diseases. 
Large  organs  may  be  the  result  of  stored 
material  in  the  cytoplasm,  or  of  pathologic 
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material.  The  size  may  be  the  result  of  vas- 
cular conditions.  The  size  may  be  the  result 
of  colloid  conditions.  The  size  may  be  the 
result  of  diffuse  fibrosis.  It  may  be  the  result 
of  an  actual  growth  above  the  average. 

In  favor  of  the  conception  that  large  organs 
predispose  towards  acute  diseases  is  certain 
work,  such  as  that  of  Opie,  MacNider  and 
others,  showing  that  excessive  fats  are  un- 
favorable in  cases  of  acute  injury  to  the  liver 
and  kidneys.  We  also  know  that  life  insurance 
and  life  institutes  favor  the  thin  more  than 
the  fat  after  40  because  of  their  greater 
longevity.  It  is  also  a recognized  fact  that 
high  metabolism  with  thinness  is  associated 
with  resistence  to  infections,  and  low  meta- 
bolism with  obesity  is  associated  with  suscepti- 
bility to  infections.  There  are  other  factors 
that  also  have  a bearing.  The  thyroid  gland 
induces  thinness  when  active  and  when  inac- 
tive the  opposite  condition  with  cretinism  en- 
sues. The  hypophysis  also  influences  fat  de- 
posits. 

Acute  infections  cause  enlargement  of  the 
viscera  by  enlargement  of  the  parenchyma 
cells  which  gives  a general  diffuse  enlarge- 
ment of  the  viscera.  On  the  other  hand,  nearly 
all  chronic  diseases,  in  some  way,  influence 
metabolism  and  there  is  a corresponding  reduc- 
tion of  the  storage  products  in  the  cells. 

From  previous  researches  of  the  author,  it 
has  been  demonstrated  that  the  Hypermorph, 
or  slender  person,  is  more  or  less  immune  to 
acute  diseases,  whereas  the  Mesomorph  or 
stocky  type  is  susceptible  to  acute  diseases, 
and  the  relation  of  each  to  chronic  diseases  is 
the  reverse.  The  Hypermorph  has  small 
organs  and  the  Mesomorph  large  ones. 

The  weight  of  the  normal  heart,  liver,  spleen 
and  kidneys  is  large  in  those  who  died  of 
acute  diseases  and  small  in  those  who  died  of 
chronic  diseases,  when  the  race,  sex,  age, 
stature  and  nourishment  are  the  same.  The 
organs  in  acute  diseases  have  about  the  same 
weight  whether  the  patients  are  well  nourished, 
thin  or  emaciated,  and  the  same  is  true  in 
chronic  diseases.  The  normal  organs  in  acute 
lobar  pneumonia  are  larger  than  in  any  other 
disease,  and  they  are  invariably  large  in 
syphilis. 

The  Relation  of  Weight  to  Nourishment. — 
Emaciation  seems  to  affect  the  liver  more  than 
the  heart,  and  the  heart  more  than  the  kidneys. 
The  result  is  to  reduce  the  number  of  large 


organs  rather  than  to  increase  the  number  of 
small  ones. 

The  changes  are  greater  in  the  male  than  in  the 
female,  and  in  a different  manner.  As  a result  of 
emaciation,  the  large  organs  are  greatly  reduced 
in  number  among  the  males,  with  a slight  increase 
in  the  number  of  intermediate  sized  and  small 
organs,  whereas  the  large  organs  are  not  greatly  re- 
duced in  number  among  the  females,  and  there  is  a 
slight  reduction  in  the  number  of  intermediate  sized 
organs,  with  an  increase  in  the  number  of  small 
organs.  There  are  five  times  as  many  large  hearts 
among  the  well  nourished  males  ds  among  the  ema- 
ciated, and  only  half  as  many  more  among  the 
females.  There  are  only  four  times  as  many  small 
hearts  among  the  emaciated  males  as  among  the 
well  nourished,  whereas,  there  are  six  times  as  many 
among  the  females. 

There  are  about  twenty  times  as  many  large  liv- 
ers among  the  well  nourished  males  and  females 
as  among  the  emaciated,  but  there  are  only  twice 
as  many  small  livers  among  the  emaciated  males  as 
among  the  well  nourished,  and  about  the  same  num- 
ber among  the  emaciated  and  well  nourished  females. 

There  are  about  twice  as  many  large  kidneys 
among  the  well  nourished  males  as  among  the 
emaciated,  and  there  are  no  more  of  the  one  than 
of  the  other  among  the  females.  There  are  twice 
as  many  small  kidneys  among  the  emaciated  as 
among  the  well  nourished  in  both  sexes. 

The  Relation  of  Weight  to  Age. — The  heart 
grows  larger  until  the  age  of  60  years  or  later, 
after  which  it  becomes  smaller.  The  heart  of 
the  female  increases  about  five  per  cent  more 
than  that  of  the  male. 

The  liver  grows  larger  up  to  about  20  years, 
after  which  it  decreases  continually  in  size 
until  at  90  3^ears  it  is  only  about  two-thirds 
its  size  at  20.  The  decrease  is  proportional 
to  the  increase  in  size  of  the  heart  and  syn- 
chronous with  it:  About  five  per  cent  from 
20  to  50  years,  10  per  cent  from  50  to  80  years, 
more,  thereafter,  and  greater  in  the  female 
than  in  the  male. 

The  spleen  increases  in  size  to  20  years  or 
earlier,  after  which  it  decreases  at  a slightly 
faster  rate  than  does  the  liver,  although  they 
are  almost  parallel.  The  joint  function  of  the 
spleen  and  liver  in  handling  the  broken  down 
blood  cells  may  have  something  to  do  with 
the  rate  of  decrease  in  size.  The  inverse  ratio 
of  heart  and  spleen-liver  size  with  age  is  also 
suggestive.  There  is  a damming  back  of  blood 
into  the  liver  and  spleen  when  the  heart  is 
overworked,  and  this  increases  with  age. 

The  kidneys  remain  about  the  same  size 
from  20  to  40  or  50  years,  but  decrease  in  size 
thereafter. 

The  Relation  of  Weight  to  Stature. — The 
heart  of  the  well  nourished,  thin,  and  emaci- 
ated is  about  20  per  cent  larger  at  180  centi- 
meters stature  than  at  160  centimeters,  be- 
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fore  40  years,  but  afterwards  there  is  little 
difference.  The  liver  is  about  15  per  cent 
larger  at  180  centimeters  than  at  160.  The 
kidney  weight  varies  little  with  stature.  The 
spleen  weight  varies  more  with  the  stature 
than  the  kidneys,  but  there  are  so  few  spleens 
when  they  are  separated  into  groups  according 
to  race,  sex,  age,  stature  and  nourishment  that 
the  difference  may  not  be  significant.  There 
are,  however,  more  extremely  small  spleens 
with  small  stature  and  more  extremely  large 
spleens  with  tall  stature  than  for  the  heart, 
liver,  or  kidneys. 

COMPLICATIONS  OF  PULMONARY 
TUBERCULOSIS.* 

By  H.  G.  CARTER.  M.  D.,  Burkeville,  Va. 

We  know  tuberculosis  is  an  infectious  dis- 
ease caused  by  an  infection  received  in  the 
majority  of  cases  during  childhood,  the  infec- 
tion tying  dormant  in  the  system  until  for 
some  reason  the  vitality  of  the  host  is  lowered. 
This  infection,  received  in  early  life,  offers  a 
certain  amount  of  protection  against  reinfec- 
tions as  long  as  it  remains  simply  an  infec- 
tion, but  it  is  ever  a menace  and  lowered 
vitalitjr  on  the  part  of  the  host  changes  it  from 
the  role  of  a protector  to  that  of  a deadly 
enemy.  A study  of  any  of  the  causes  that 
sap  the  vitalitj’’  of  the  host  should  be  of  vital 
importance  in  tuberculosis  work.  We  know 
that  over-work,  worry  and  dissipation  sap  the 
vitality  of  the  body.  We  know  also  that  inter- 
current disease  will  serve  to  break  down  the 
barrier  of  resistance  and  convert  this  inactive 
enemy  into  an  active  one. 

It  would'  be  very  interesting  to  go  over  the 
histories  of  our  1,700  cases  and  list  the  dis- 
eases to  which  the  patient  attributes  the  onset 
of  his  tuberculosis.  This,  however,  would  be 
more  or  less  inaccurate  because  in  a great 
many  cases  when  a patient  gives  influenza  as 
the  starting  point  of  his  disease  it  is  true  that 
this  is  only  a “flare  up”  of  the  disease  with 
which  he  is  already  infected.  We  have  in  the 
institution  many  attacks  of  so-called  “in- 
fluenza” that  are  exacerbations  of  tuberculosis, 
some  of  them  caused  by  indiscretion  and  some 
of  them  with  no  apparent  reason.  This  also 
may  be  true  of  “pneumonia,”  “bad  cold,”  or 
“malaria,”  though  all  of  them  are  very  prone 
to  start  trouble  when  they  actually  occur. 

In  the  following  pages  we  list  those  com- 

*Read at  the  fifty-sixth  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  13-16,  1925. 

This  was  read  by  one  of  Dr.  Carter’s  assistants,  in  his  absence. 


plications  that  are  actually  found  to  be  pres- 
ent upon  examination  of  the  patient.  We  have 
recorded  tuberculous  complications  as  well  as 
the  non- tuberculous.  We  also  include  some 
non-tuberculous  conditions  that  simulate  pul- 
monary tuberculosis,  and  have  been  sent  to  us 
with  that  diagnosis. 

It  may  be  noted  here  that  no  general  physi- 
cal examination  is  made  and  for  this  reason  a 
great  many  abdominal  and  pelvic  complica- 
tions will  be  missed.  We  note  only  the  pelvic 
diseases  that  come  to  us  for  relief.  For  the 
most  part  we  include  only  those  complications 
that  are  found  on  admission  examination.  In 
this  way  we  avoid  a great  many  terminal  ones 
found  in  those  hopeless  cases  that  remain  in 
the  institution  until  death. 

As  might  be  expected,  the  most  common 
complication  we  find  is  syphilis.  We  classify 
as  syphilis  all  those  cases  showing  a 4-j- 
Wassermann  or  those  who  show  definite  mani- 
festations of  the  disease.'  In  the  majority  of 
cases  a positive  history  can  be  obtained  from 
those  showing  a positive  Wassermann.  In 
1,700  cases  we  have  discovered  syphilis  in  171, 
or  10  per  cent.  We  give  anti-syphilitic  treat- 
ment to  all  cases  showing  a positive  Wasser- 
mann unless  there  is  some  contra-indication 
for  its  use.  In  this  series  of  171  cases  we  have 
found  7 cases  of  moderately  advanced  or  ad- 
vanced disease  who  persistently  showed  nega- 
tive sputum  and  positive  Wassermann,  all  of 
whom  improved  under  anti-syphilitic  treat- 
ment. We  classed  these  patients  as  pulmonary 
syphilis.  There  are  no  doubt  other  cases  of 
pulmonary  syphilis  that  were  not  discovered 
by  us  because  of  rigid  requirements  before 
making  a diagnosis.  Our  requirements  ax-e: 
First,  they  must  show  definite  parenchymatous 
lung  disease;  second,  the  sputum  must  be  per- 
sistently negative  for  tubercle  bacilli;  third, 
the  blood  must  show  a 4-f-  Wassermann  with 
a history  of  infection;  fourth,  before  definite 
diagnosis  is  made,  the  therapeutic  test  is  ap- 
plied and  the  case  must  improve  under  vig- 
orous anti-syphilitic  treatment.  We  have  had 
seven  cases  to  meet  these  conditions.  In  addi- 
tion to  these  seven,  we  have  had  cases  of  defi- 
nite lung  disease  with  positive  Wassermann 
and  negative  sputum,  who  did  not  respond  to 
the  therapeuatic  test.  We  have  also  had  cases 
with  “suspicious”  lung  lesions  who  responded 
to  the  therapeutic  test,  but  whose  lung  lesion 
was  not  considered  by  us  sufficiently  advanced 
to  make  a diagnosis  of  pulmonary  syphilis. 
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We  find  the  next  most  common  non-tub.er- 
culous  complication  to  be  organic  heart  dis- 
ease. We  found  this  condition  in  22  or  in  1.29 
per  cent.  We  mean  by  heart  disease  either 
endocarditis,  myocarditis  or  definite  failing 
compensation.  Murmurs  without  symptoms 
are  not  classed.  Under  diseases  of  the  blood 
we  had  one  case  of  hemophilia  and  one  case 
of  lymphatic  leukemia.  The  lymphatic  leu- 
kemia was  sent  to  us  with  a diagnosis  of  tuber- 
culous glands.  In  addition  to  the  glands,  he 
showed  signs  of  moderately  advanced  lung  dis- 
ease, though  his  sputum  was  constantly  nega- 
tive. He  remained  in  the  institution  until 
death.  An  autopsy  was  negative  for  tuber- 
culosis. 

In  this  series  we  have  found  13  cases  of 
hyperthyroidism.  The  majority  of  these  cases 
were  complicating  early  pulmonary  tuberculo- 
sis and  the  majority  of  them  showed  negative 
sputum. 

We  have  made  a diagnosis  of  chronic 
Bright’s  disease  in  only  12  out  of  1,700  cases. 
This  is  apparently  very  low,  but,  as  stated  at 
the  beginning  of  the  paper,  the  diagnosis  is 
made  on  admission  examination  and  we  have 
tried  to  avoid  listing  the  terminal  complica- 
tions found  just  before  death.  Even  with  the 
exception  of  these  cases,  however.  I am  of  the 
opinion  that  this  complication  is  greater  than 
ii  appears  from  our  records. 

Insanity  occurred  in  8 $ases.  I venture  to 
guess  this  is  slightly  higher  than  will  be  found 
at  the  institutions  for  white.  They  were  all 
cases  of  dementia  precox. 

Gonorrhoea  came  to  our  attention  in  only  7 
cases.  This,  of  course,  does  not  cover  the  num- 
ber of  cases  of  gonorrhoea  that  have  been  in  the 
institution. 

A great  many  of  those  complications  listed 
as  below  i/2  of  1 per  cent,  such  as  chronic 
pharyngitis,  arteriosclerosis,  malaria,  tonsil- 
litis, etc.,  were  probably  not  apparent  enough 
to  attract  the  attention  of  the  examiner  as 
being  of  sufficient  importance  to  make  a note. 
This  is  not  true,  however,  in  intestinal  para- 
sites. We  have  made  a routine  examination 
of  feces  in  every  case  and  have  checked  our 
work  by  sending  a large  number  of  specimens 
to  the  State  laboratory  in  Richmond.  We 
have  found  only  7 cases  of  hook-worm  in  1,700 
cases.  This  is  a very  interesting  observation, 
as  the  percentage  is  far  less  than  that  found 
in  the  white  institutions. 

It  would  certainly  seem  that  hook-worm 


would  be  found  more  often,  for  we  draw 
largely  from  the  southern  part  of  the  state 
where  we  find  some  localities  heavily  infected 
with  hook-worm.  On  account  of  the  trauma  to 
the  lung  and  the  sapped  strength,  theoretically 
hook-worm  should  play  an  important  part  as 
a predisjxosing  cause  of  tuberculosis.  It  is  for 
this  reason  that  we  have  searched  so  diligently 
for  the  infection,  yet  in  only  7 out  of  1.700 
cases  have  we  found  it. 

We  have  found  asthma  in  only  6 cases,  and 
diabetes  in  5 cases.  It  is  a well-known  fact 
that  the  negro  is  not  very  susceptible  to  dia- 
betes. Diabetes  and  Bright’s  are  two  of  the 
most  serious  complications  with  which  we  have 
to  deal  and  almost  universally  have  a fatal 
outcome. 

Of  the  tuberculous  complications,  laryngitis 
is  far  the  most  common  and  occurred  in  7 per 
cent  of  our  cases.  That  it  is  uncommon  in  the 
early  stages  of  pulmonary  tuberculosis  may  be 
seen  by  the  fact  that  we  did  not  record  any 
minimal  cases  with  tuberculous  laryngitis,  and 
only  13  moderately  advanced  cases  and  125  or 
7.5  per  cent  of  those  classed  as  far  advanced 
showed  laryngitis.  Tuberculous  laryngitis 
complicating  pulmonary  tuberculosis  renders 
prognosis  more  unfavorable. 

Enteritis  occurred  in  40  cases.  We  mean 
here  by  enteritis  those  whose  symptoms  are  so 
marked  that  there  is  no  question  of  doubt.  If 
an  attenrpt  were  made  to  diagnose  witli  the  X- 
ray  and  if  we  were  to  list  as  enteritis  those 
cases  whose  vague  abdominal  symptoms  would 
suggest  this  complication,  I am  of  the  opinion 
that  approximately  20  per  cent  instead  of  2 
per  cent  would  show  this  as.  a complication. 
One  in  every  fifty  cases  that  enter  the  sana- 
torium shows  the  typical  picture  of  advanced 
disease  with  the  colicky  pains,  diarrhoea  and 
rapid  loss  of  weight.  We  have  found  tuber- 
culous peritonitis  in  13  cases. 

It  is  very  interesting  to  note  that  in  our 
complications  fistula-in-ano  has  occurred  in 
only  11  cases,  or  in  less  than  1 per  cent.  I be- 
lieve that  an  institution  for  white  will  show 
this  condition  more  often  and  I believe  the 
explanation  lies  in  the  fact  that  fistula-in-ano  is 
usually  found  in  the  old  chronic  cases  of  tuber- 
culosis, of  which  the  percentage  is  much  larger 
among  the  white  than  the  colored  people. 

Our  percentage  of  tuberculous  adenitis  and 
arthritis  is  low  on  account  of  fact  that  we 
admit  few  children.  Tuberculous  meningitis 
has  been  found  by  us  in  5 cases. 
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We  have  found  spontaneous  pneumothorax 
as  a complication  in  17  cases,  the  collapse  rang- 
ing in  size  from  a small  orange  to  a massive 
collapse  encroaching  on  the  heart  and  opposite 
lung.  Eight  of  these  cases  proved  fatal.  In 
some  of  them,  death  followed  the  initial  shock ; 
in  others,  death  was  due  to  pyogenic  infection 
following  the  rupture.  It  is  interesting  here 
to  note  that,  in  211  deaths,  14  have  been  due 
directly  to  hemorrhage — that  is,  14  died  dur- 
ing the  hemorrhage.  Hemorrhage  is  a com- 
mon cause  of  death  in  tuberculosis  on  account 
of  the  pneumonia  that  may  follow  or  a wide 
spreading  infection  following  the  hemorrhage, 
but  it  is  generally  considered  that  death  dur- 
ing hemorrhage  is  not  common.  We  have 
found  it  to  be  rather  common. 

Among  those  non-tuberculous  conditions 
simulating  tuberculosis,  we  have  found  lung 
abscess  in  10  cases.  Most  of  those  cases  gave 
a history  of  pneumonia  or  a tonsillectomy  un- 
der general  anesthesia.  We  find  lung  abscess 
as  stubborn  a condition  to  deal  with  as  pul- 
monary tuberculosis.  We  have  tried  artificial 
pneumothorax  in  some  cases  with  partial  suc- 
cess. 

We  have  found  malignancy  in  5 cases.  The 
diagnosis  in  these  cases  rested  on  symptoms, 
physical  examination  and  X-ray  plates  as  well 
as  the  ultimate  outcome. 

Bronchiectasis  has  been  found  by  us  twice. 
We  mean  by  this  that  we  have  found  two  cases 
of  bronchiectasis  in  which  the  cause  could  not 
be  listed  as  tuberculosis.  As  stated  above,  we 
have  found  7 cases  of  pulmonary  syphilis  in 
our  series  of  1,700. 

In  summary,  I would  say  that  a list  of  those 
conditions  complicating  pulmonary  tuberculo- 
sis would  vary  greatly  with  the  accuracy  of 
the  examiner.  Our  books  show  a great  varia- 
tion in  the  number  of  minor  complications 
recorded  by  the  different  physicians.  This  is 
especially  true  of  glands,  tonsillitis,  arterio- 
sclerosis, etc.  Some  examiners  record  all  con- 
ditions found;  others  record  only  those  to  be 
treated.  This  is  not  true,  however,  of  syphilis, 
intestinal  parasites,  laryngitis,  and  the  more 
serious  non-tuberculous  complications.  And, 
in  summary,  I will  again  call  attention  to  the 
comparatively  large  percentage  of  pulmonary 
syphilis  and  lung  abscess,  and  to  the  low  per- 
centage of  intestinal  parasites,  fistula-in-ano 
and  asthma.  Diabetes  also  shows  a very  low 
percentage.  I would  also  call  attention  to  the 
high  percentage  of  those  dying  with  hemor- 


rhage and  to  the  large  number  of  cases  of 
spontaneous  pneumothorax.  The  latter  I be- 
lieve to  be  even  greater  than  is  shown  by  our 
records. 

In  the  preparation  of  this  paper,  I am  in- 
debted to  the  able  assistance  of  B.  S.  Yancey, 
a student  of  the  University  of  Virginia,  for 
compiling  the  statistics. 

Discussion. 

Dr.  H.  U.  Stephenson,  Richmond : — This  paper  is, 
to  me,  one  of  the  finest  papers  we  have  had  during 
this  session.  The  information  given  therein  is  won- 
derful. I have  heard  a great  deal  of  Dr.  Carter’s 
work,  and  I hear  he  is  a great  man.  I have  never 
seen  him,  but  I am  convinced  that  he  is  very  syste- 
matic, and  a good  man  in  a good  place.  He  has 
evidently  given  a great  deal  of  attention  and  study 
to  his  paper,  and  has  studied  his  cases.  I believe 
the  paper  is  very  accurate,  and  I want  to  congratu- 
late the  society  upon  it. 

Du.  W.  A.  Brumfield,  Blacksburg: — One  thing 
that  struck  Dr.  Carter  as  a little  remarkable  is  what 
every  field  worker  and  laboratory  worker  would  have 
expected.  He  reports  seven  cases  of  hook-worm  in 
1700  cases  examined,  negroes.  In  one  county  in  the 
state  I found  over  twenty  per  cent  hook-worm  in- 
fection among  white  school  children,  and  in  the  same 
place  examined  115  negroes  and  found  hook-worm 
only  in  one  quadroon.  That  is  exactly  what  we 
have  found  all  over  the  South,  and  when  Dr.  Allan 
J.  Smith  experimentally  infected  a number  of  ne- 
groes, mulattoes,  and  whites,  he  found  the  degree  of 
infection  low  in  the  negroes,  higher  in  the  mulat- 
toes, and  highest  in  the  whites.  I know  of  no  dis- 
ease in  which  the  racial  line  is  so  sharply  drawn 
as  in  hook-worm  disease.  The  negro  enjoys  almost 
an  immunity.  I do  not  know  why. 


SOME  ASPECTS  OF  MOUTH  TROUBLES.* 

By  J.  S.  DAVIS,  M.  D.,  University,  Va. 

I feel  that  some  apology  is  due  you  for  the 
selection  of  my  trite  title,  but  the  subject  is  one 
in  which  I have  been  interested  during  the 
past  summer,  when  I looked  up  the  appropri- 
ate literature  for  the  revision  of  an  article. 
Your  amiable  chairman  of  the  program  com- 
mittee is  particeps  cnminis  therein,  as  he  with 
prophetic  insight  divined  my  impulse  and  in- 
timated that  out  of  the  presumed  but  delusive 
abundance  of  my  heart  the  mouth  might  speak. 
I hope,  however,  not  to  leave  you  with  the 
bad  taste  traditionally  connected  therewith,  as 
several  savory  and  perfumed  mouth  washes 
will  be  advised. 

It  would  be  unprofitable,  even  if  time  per- 
mitted, to  discuss  or  even  mention  all  the 
varieties,  but  I should  like  to  speak  of  a few 
of  those  oral  distinctions,  that  recent  time  has 
made  fashionable,  or  which  present  some  com- 

•Read  by  invitation  before  the  Richmond  Academy  of  Medi- 
cine, November  10,  1925. 
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parative  novelties  of  etiology,  pathology  or 
treatment.  The  familiar  symptomatology  will 
receive  very  little  attention.  Many  general 
diseases  have  distinctive  oral  manifestations, 
such  as  sprue,  pellagra  and  pernicious  anae- 
mia, as  well  as  several  exanthemata,  and  some 
cutaneous  maladies  may  invade  the  mouth. 
The  first  to  be  mentioned  is  aphthous  stoma- 
titis. The  etiology  of  this  common  form  has 
experienced  great  difficulty  in  establishment; 
bacteria,  dyspepsia  and  neuropathic  influences 
have  been  suspected  and  even  lapses  from 
veracity  accused,  but  vitamins  could  not  es- 
cape responsibility,  so  Gerstenberger  finally 
found  the  principal  factor  to  be  lack  of  water 
soluble  vitamin  C,  which  is  secured  from  yeast, 
tomatoes  and  orange  juice.  The  appropriate 
dietary  must  be  supplemented  by  the  time  hon- 
ored nitrate  of  silver  locally,  but  it  is  claimed 
the  trouble  will  never  occur  if  the  food  is 
proper. 

Fordyce’s  disease  which  presents  somewhat 
similar  lesions  is  confined  to  the  mucosa  of  the 
cheeks  and  lips,  but  never  appears  on  the  palate 
or  tongue,  as  aphthous  stomatitis  does. 

The  odium  of  producing  thrush  has  been 
extended  to  a number  of  different  fungi, 
chiefly  of  the  monilia  persona  group,  though 
odium  albicans  and  saccharomyces  albicans 
buccalis  still  maintain  their  opprobrious 
supremacy.  Further  laurels  have  been  added 
to  gentian  violet,  now  so  popular  for  every- 
thing, which  in  one  per  cent  solution  locally 
applied  is  regarded  as  a specific  for  this  trou- 
ble. In  one  of  my  cases,  twenty-five  years  ago, 
where  it  complicated  typhoid  fever,  the  gullet 
was  so  obstructed  as  to  necessitate  gavage, 
which  had  to  be  repeated  every  six  hours,  so 
rapidly  did  the  growth  refill  the  channel. 
Calomel  in  small  doses  then  recommended  for 
the  condition  signally  failed  and  the  patient 
died,  mainly  from  this  factor. 

Time  and  further  study  have  drawn  the 
noose  more  tightly  around  the  neck  of  Vin- 
cent’s combination  as  the  main  bacterial  cause 
of  ulcerative  stomatitis.  Predisposition  is 
furnished  by  under-nourishment,  debility  and 
over-exertion,  as  well  as  syphilis  and  some  other 
troubles.  Chemically,  phosphorus,  mercury, 
lead  and  the  prolonged  use  of  aspirin  have  been 
concerned. 

There  are  many  varieties,  of  which  the 
“trench  mouth”  in  the  great  war  is  the  most 


conspicuous,  and  numerous,  though  often  vain, 
remedies  are  advocated  for  its  relief.  The  best, 


according  to  Osborne,  is: 

o 5 

Bisulphate  of  Quinine  0.1 

Boric  Acid  5. 

Syrup  of  Ipecac  25. 

Glycerine  25. 

Peppermint  Water  qs.  ad 200. 


Dilute  one  tablespoonful  with  an  equal  part 
of  warm  water  and  use  on  a tooth  brush  or  as 
a mouth  wash.  This  is  one  of  the  very  best 
applications  I have  ever  used  and  rarely  fails 
to  give  complete  relief. 

Gunston’s  specific  consists  of : 

Wine  of  Ipecac  6 drams 

Glycerine  and  F o w 1 e r’s 

Solution  aa  10  drams 

Hydrogen  Peroxicl  q.s.  ad.. ..16  ozs. 

This  is  used  as  a spray  twice  a da}7. 

Mercuric  cyanide  one  per  cent,  after  cleans- 
ing with  H202  applied  on  cotton,  is  Corby's 
specific. 

Di'iscoll  thinks  all  ravages  of  Vincent’s  will 
yield  to  intravenous  injection  of  one  per  cent 
tartar  emetic  freshly  prepared  in  freshly  dis- 
tilled water.  Five  c.c.  is  given  slowly,  and  in 
two  to  three  days  10  c.c.  may  be  similarly  ad- 
ministered. Permanent  relief  is  then  obtained 
after  six  doses  at  two  or  three  day  intervals. 
Be  sure  to  get  in  the  vein  or  disappointment 
and  disaster  will  impend.  Arsphenamine  lo- 
cally and  by  injection  is  also  very  good. 

Noma  now  admits  Vincent’s  as  its  chief 
cause  after  much  experimentation,  as  several 
complacent  dogs  can  testify.  Metastases  in  the 
stomach  and  colon  have  been  described  by 
McCarrick  in  one  case. 

As  to  pyorrhoea  alveolaris , Tilden  claims 
that  neither  it  nor  tooth  caries  will  occur  if  the 
diet  is  free  from  salt  meats,  and  refined  flours, 
i.  e .,  if  we  keep  up  our  alkaline  reseiwe;  and 
Howe  emphasizes  the  importance  of  an  ample 
and  available  supply  of  calcium,  principles 
which  the  Defensive  Diet  League  of  America 
is  striving  to  popularize.  A minimum  of  fats, 
sweets  and  heavy  meats  with  a maximum  of 
fruits,  grains  and  vegetables  is  then  the  best 
bill  of  fare.  All  fruits  are  alkaline  except 
prunes,  plums  and  cranberries,  as  are  all  vege- 
tables except  peas,  beans  and  lentils.  Most 
fruits  contain  vitamins  in  abundance.  Acido- 
sis through  improper  food  is  to  blame.  Slight 
degrees  of  this  should  be  detected  and  attended 
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to  according  to  the  following  scheme  of  Har- 
ter: 1.  Sit  still  five  minutes.  2.  Draw  several 
deep  breaths  and  then  hold  the  breath  with 
nostrils  and  mouth  closed.  (Caution  against 
releasing  at  first  sign  of  discomfort).  Nor- 
mally breath  can  be  held  for  45  seconds.  If 
only  30-40  seconds,  mild  acidosis  is  indicated; 
and  20-30  seconds,  high  acidosis  requiring  im- 
mediate treatment  by  other  means  than  food 
alone.  Dentists  incriminate  abnormal  pres- 
sure on  badly  placed  teeth  as  a large  factor 
in  pyorrhoea  alevolaris. 

Oral  sepsis  has  been  accused  of  so  many 
crimes  (in  fact,  there  is  no  ill  of  the  flesh  that 
escapes  it)  that  it  would  indeed  be  a God-sencl 
if  a reliable  pathognomonic  sign  of  its  respon- 
sibility were  available  in  many  obscure  condi- 
tions,— and  Torrens  claims  to  have  done  so. 
He  describes  a specific  type  of  white  corpuscle 
found  only  in  oral  infections.  It  is  a large 
lymphocyte-like  body,  irregular  in  contour, 
whose  cytoplasm  has  grayish  grainy  appear- 
ance. The  nucleus  is  irregular  and  stains  with 
moderate  density,  frequently  cuboid  or  ovoid 
with  one  flattened  side.  This  irregularity  does 
not  correspond  with  that  of  any  adjacent  cell, 
so  it  is  independent  of  pressure.  The  cyto- 
plasm frequently  shows  vacuoles  and  acido- 
phile  granulations.  Technique  must  be  per- 
fect. Thft;  cell  is  occasionally  seen  in  lues  and 
early  tuberculosis,  but  should  be  distinguished 
by  their  history  and  other  symptoms.  This, 
however,  may  be  a mare’s  nest,  as  Haden,  after 
much  study,  denies  the  conclusion  in  toto , and 
I have  not  found  such  a cell  in  a few  cases  of 
undoubted  mouth  sepsis,  unless  a recent  and 
most  remarkable  case  now  in  the  University  of 
Virginia  Hospital  exemplifies  it. 

This  case  is  that  of  a white  woman,  seventy- 
seven  years  of  age,  who  came  under  my  care 
recently  complaining  of  great  debility  and  a 
violent  pain  in  the  left  side  over  the  lower  ribs. 

Physically,  there  was  a pleural  rub  and  some 
broncho-pneumonia.  She  had  been  in  bad 
health  for  a number  of  years  and  had  lost  most 
of  her  teeth  by  abscesses  and  decay.  Her  mouth 
was  very  foul  and  the  odor  of  her  breath  al- 
most cadaveric.  Her  temperature  was  103° 
and  her  pulse  110. 

The  leucocytes  numbered  116,000  and  on  the 
film  looked  as  if  the  vast  majority  were 
lymphocytes  and  accordingly  leucaemia  of  that 
variety  was  suspected.  There  were  no  eosino- 


philes  or  basophiles.  Closer  study,  however, 
revealed  many  cells  like  those  described  by 
Torrens,  mononuclear  white  cells  with  gran- 
ules. The  nucleus  was  indented  often  or  ovoid 
so  that  our  hematologist  was  inclined  to  call 
them  young  polymorphonuclears.  The  count 
showed : Pmns.  5 per  cent,  lymphocytes  8 per 
cent,  atypicals  86  per  cent.  No  other  varieties. 
Of  atypicals  3 per  cent  showed  granules  and 
97  per  cent  none. 

Some  showed  the  peroxidase  reaction,  and 
these  have  been  greatly  increased  in  number 
since  we  got  the  mouth  clean. 

It  is  suggested  that  possibly  Torrens’  diag- 
nostic corpuscle  may  be  only  a young  neutro- 
philic leucocyte  brought  out  by  a violent  toxin. 
The  pulmonary  condition  persisted,  but  the 
white  cell  count  has  now  fallen  to  41,600  and 
the  irregular  pmns.  are  78  per  cent  with  7 per 
cent  showing  granules.  This  tinctorial  affinity 
'is  then  increased  as  she  recovers  from  the 
mouth  trouble. 

.A  similar  peculiarity  was  described  last 
spring  in  the  blood  of  cases  of  lethargic  en- 
cephalitis and  corroborated  experimentally  by 
injuries  to  the  thalamus.  My  patient,  however, 
does  not  show  any  lethargic  symptoms  except 
a double  ptosis  which  has  persisted  from  child- 
hood and  is  shown  by  several  members  of  her 
family.  On  Torrens’  view  the  oral  infection 
might  have  hit  the  basal  ganglia. 

Guthrie  describes  a form  with  a green  mould 
extending  up  on  the  tooth  and  considers  it 
strongly  suggestive  of  pyelitis.  He  has  seen 
it  associated  many  times.  Swollen  gums  with 
a green  exudate  are  sometimes  due  to  acti- 
nomycoses, though  yellow  grains  are  there  too. 
The  “blue  gum”  nigger  bite  has  lost  its  specific 
virulence,  being  often  due  to  lead.  Dark  pig- 
mented spots  on  the  oral  mucosa  were  found  by 
Weber,  unconnected  with  Addison’s  Disease, 
but  with  tuberculosis  elsewhere  or  pernicious 
anaemia.  It  may  be  atavistic  and  corroborate 
the  evolutionary  ideas  as  to  the  ancestry  of 
some  degenerates,  especially  canine. 

Dr.  Haden  found  more  bacteria  at  the  roots 
of  dead  teeth  whose  X-rays  were  negative  than 
those  that  showed  abscesses,  so  that  no  de- 
vitalized dental  remnant  should  be  regarded 
as  safe.  A nitrite  producing  bacillus  has 
been  found  in  the  saliva  of  sufferers  from  sul- 
phaemoglobinemia  and  a vaccine  made  from 
it  has  been  successfully  used. 
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As  to  treatment,  emphasis  is  strong  on 
thorough  eradication  of  the  focus,  not  just 
simple  tooth  extraction  and  blind  curettement 
in  alveolar  abscess,  but  a real  surgical  opera- 
tion, with  a clearly  visible  field,  as  otherwise 
actual  harm  may  result  from  leaving  behind 
some  thereby  invigorated  infection. 

In  chronic  cases  with  leucopenia  the  prelimi- 
nary administration  of  nuclein  is  desirable  to 
relieve  the  anaphylaxis  this  indicates. 

The  tongue  still  continues  unruly  and  acute 
glossitis  may  be  a fatal  affair.  Tongue  coat- 
ings, of  which  our  forefathers  made  so  much, 
have  since  lost  most  of  their  dignity  and  sig- 
nificance. A unilateral  white  tongue,  where 
epithelium  and  papillae  are  blanched,  associ- 
ated with  a very  bad  taste,  has  been  described 
to  off-set  the  antiquated  black  variety.  It  is 
probably  a neurotic  affair. 

Moeller’s  glossitis,  glossodynia  exfoliata,  has 
also  made  its  debut,  especially  in  women,  being- 
characterized  by  abnormal  smoothness  and  a 
loss  of  papillae,  with  a tendency  to  ulcer  for- 
mation on  the  lips  and  margin  of  the  tongue. 
Acid  foods  are  peculiarly  painful.  It  recurs 
with  periods  of  painlessness.  Olive  oil  is  the 
best  application  and  vehicle  for  sore  tongue. 

Handfield  Jones  has  well  described  and  dis- 
tinguished the  different  forms  of  ulcer  of  the 
tongue.  They  are  simple  or  traumatic,  tuber- 
culous, syphilitic  and  neoplastic.  The  trauma- 
tic are  of  varied  depth,  a pinkish  yellow  color 
and  apt  to  be  painful.  The  edges  are  indu- 
rated and  sloping.  The  tuberculous  form  is 
shallow,  grayish  yellow  and  also  painful.  The 
edges  are  sinuous  and  not  undermined,  but 
sloping.  The  syphilitic  and  neoplastic  are 
both  deep  and  gray  in  color,  but  not  painful 
locally  though  there  is  often  referred  suffering 
in  the  malignant  forms.  The  edges  of  the 
luetic  form  are  punched  out  and  ragged  and 
undermined,  while  the  neoplastic  are  raised, 
everted  and  also  ragged.  The  treatment  is 
addressed  to  the  cause  and  the  prognosis  good 
except  in  the  tuberculous  and  malignant  forms. 

I would  especially  warn  against  treating  the 
condition  with  caustic  applications,  as  I have 
been  badgered,  cajoled  or  provoked  into  doing 
by  insistent  patients.  We  all  feel  this  way 
in  elderly  subjects  but  now  precocious  youth 
aspires  to  cancer  and  such  measures  will  lose 
valuable  or  irreparable  opportunities. 

I can  testify  to  the  relationship  of  glossody- 
nia to  lingual  tonsillitis,  as  one  of  my  cases 


was  promptly  relieved  by  removal  of  the  of- 
fending structure.  The  idea  that  torus  palati- 
nus  indicated  tuberculosis,  syphilis,  pulmonary 
osteo-arthropathy  or  degeneracy  has  exploded 
and  it  is  now  regarded  only  as  a congenital 
anomaly  chiefly  in  females.  The  prepon- 
derance of  women  sufferers  with  mouth  trou- 
ble is  remarkable. 

No  one  can  be  more  sensible  than  I of  the 
desultory  and  disconnected  presentation  I have 
made  of  some  of  the  mouth’s  ills.  They  are 
still  regarded  as  among  the  minor  disorders, 
but  that  they  can  cause  great  discomfort,  as 
well  as  serious  and  even  fatal  disease,  is  rapidly 
gaining  wide  recognition. 

The  realization  that  dentistry  is  a highly 
specialized  branch  of  surgery  and  the  prompt 
and  sympathetic  co-operation  between  its  vo- 
taries and  ourselves  is  already  productive  of 
the  greatest  benefit  to  an  increasing  number  of 
mankind. 

The  mouth  is  the  largest  and  most  patulous 
orifice  of  the  body  and  the  least  able  to  defend 
itself  against  infection  and  abuse.  Its  study 
has  not  only  local  but  general  interest,  as  many 
constitutional  diseases  may  show  their  first 
and  characteristic  symptoms  there,  as  already 
stated. 

Clean  hands  and  a pure  heart  are  highly 
recommended  by  the  Psalmist,  but  to  keep  the 
door  of  the  lips  has  also  Scriptural  authority 
and  I would  close  with  Woods  Hutchinson’s 
advice,  which  I now  exemplify  lest  your  pa- 
tience fail  and  delayed  vengeance  fall — “To 
shut  the  mouth  and  save  the  life.” 


CARBOHYDATES  IN  NON-DIABETIC 
ACIDOSIS.* 

By  ALBERT  H.  HOGE,  M.  D.,  F.  A.  C.  P..  Bluefield,  W.  Va. 

The  condition  known  as  acidosis,  which 
really  means  some  disturbance  of  the  acid  base 
balance  of  the  body,  has,  since  the  discovery 
of  insulin,  received  a great  deal  of  attention. 
It  will  be  the  purpose  of  this  paper  to  deal 
with  that  form  of  acidosis  seen  in  patients 
who  do  not  have  diabetes. 

The  non-diabetic  form  may  not  be  so  dan- 
gerous as  the  diabetic  type,  yet  a close  analysis 
of  deaths  occurring  in  any  hospital  will  reveal 
that  it  materially  helped  to  incx-ease  the  num- 
ber. 

The  treatment  of  this  type  is  relatively 

♦Read  before  Southwestern  Virginia  Medical  Society,  at  Moun- 
tain Lake,  Va.,  August  27-28,  1925. 
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simple,  and  can  be  carried  out  by  any  physi- 
cian or  nurse,  and  does  not  require  especial 
training  in  dietetics.  Recovery  is  usually 
rapid,  at  times  bordering  upon  the  spectacular. 
It  is  quite  unlike  the  diabetic  type  of  acidosis, 
in  which  the  patient  is  changed  from  acute  ill- 
ness to  a chronic  type,  with  danger  of  return, 
anytime,  to  a critical  stage.  In  the  non-diabe- 
tic type,  a complete  recovery  is  usually  a 
permanent  one. 

There  will  be  no  attempt  in  this  paper  to 
deal  with  the  question  of  alkalosis,  which  does 
clinically  resemble  acidosis.  The  differentia- 
tion is  made  by  examining  the  blood  carbondi- 
oxide.  The  use  of  glucose  helps  to  restore  the 
acid  base  balance  of  the  body.  Clinically,  it 
has  been  of  great  value  in  both  forms;  there- 
fore, a differential  diagnosis  of  acidosis  and 
alkalosis  is  not  essential  in  carrying  out  the 
treatment  advocated. 

It  is  my  desire  to  show  you  that  I believe 
in  many  diseases  it  is  possible  to  lessen  the 
degree  of  acidosis  by  the  proper  control  of 
diet,  A well  person  of-  average  size,  at  very 
mild  work  or  leading  a sedentary  life,  demands 
about  2,000  to  2,500  calories  of  food  daily.  In 
diseases  which  cause  a high  temperature,  this 
demand  is  often  materially  increased.  At  the 
same  time,  the  amount  of  food  and  the  desire 
for  it  are  lessened.  These  patients  are  usually 
put  upon  a liquid  diet,  often  of  low  caloric 
value,  of  usually  less  than  1,000  calories  per 
day.  The  carbohydrates  that  are  stored  up  in 
the  body  in  the  form  of  glycogen  are  rapidly 
utilized,  the  result  being,  patients  are  forced 
to  live  largely  upon  their  own  fats.  Now,  a 
study  of  these  charts  will  show  to  what  this 
leads. 


Chart  No.  1. 

Normal  Protein  Digestion. — Some  of  this, 
you  can  see.  goes  to  tissue  repair,  while  some 
combines  with  the  hydrochloric  acid  which  en- 
ters the  blood,  and  forms  ammonium  chloride ; 
a part  of  it  combines  with  C02  to  form  urea, 
while  58  per  cent  of  it  is  converted  into  lactic 
acid. 

Normal  Carbohyd rate  Digestion.  — The 
sugar  or  starch  is  converted  into  dextrose,  then 
to  lactic  acid,  and  this  is  converted  into  an 
unknown  substance.  The  physiologists  and 
chemists  have  not,  as  yet,  been  able  to  definitely 
determine  the  end  results  of  carbohydrate  di- 
gestion. It  will  be  seen,  also,  that  a portion  of 
the  unknown  substance  of  carbohydrate  diges- 
tion combines  with  the  end  result  of  fat  meta- 
bolism. 

Normal  Fat  Digestion. — The  fats  are  changed 
to  fatty  acids  and  glycerols  in  the  small  intes- 
tines. As  they  pass  through  the  intestinal 
walls  they  are  changed  back  into  fats  again, 
then  immediately  back  to  fatty  acids  and 
glycerols.  The  cause  of  this  peculiar  and  ap- 
parently unnecessary  phenomena  is  unknown. 
Ten  per  cent  of  this  fatty  acid  and  glycerols 
is  converted  into  lactic  acid  and  the  remainder, 
or  90  per  cent  of  the  total  fat,  is  converted  into 
diacetic  acid,  which  would  remain  unchanged 
in  the  blood  and  be  excreted  by  the  kidneys 
as  diacetic  acid,  acetone  and  beta-hydroxbu- 
turic  acid  but  for  the  fact  that  the  unknown 
substance  just  described  as  being  the  end  result 
of  carbohydrate  digestion  gives  off  a substance, 
which  is  also  unknown,  that  combines  with  the 
diacetic  acid  formed  from  fat  digestion  and 
causes  it  to  be  eliminated  as  carbon  dioxide  and 
water. 
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It  will  be  seen,  then,  from  a study  of  this 
chart,  that  about  90  per  cent  of  all  the  fat 
taken  into  the  body,  unless  acted  upon  by  the 
unknown  substance  in  the  carbohydrate  food, 
woidd  remain  as  some  form  of  acid  in  the 
blood,  and  would  produce  a ketosis.  This  food 
is,  therefore,  spoken  of  as  ketogenic  food,  while 
all  carbohydrate  food  and  58  per  cent  of  the 
protein  food  and  about  10  per  cent  of  the  fats 
are  converted  into  lactic  acid  and  produce  the 
unknown  substance  which  destroys  these  acid 
bodies.  They  are,  therefore,  spoken  of  as  the 
anti-ketogenic  foods. 


Chart  No.  2. 

The  second  chart  illustrates  what  takes  place 
in  a patient  who  is  a complete  diabetic.  The 
principal  changes  to  be  noted  in  this  are  first 
under  proteins.  There  is  no  protein  that  goes 
to  tissue- repair,  but,  on  the  contrary,  the  bodily 
tissues  are  broken  down  and  converted  back 
into  amino  acids.  Instead  of  the  ammonia 
combining  with  the  hydrochloric  acid,  as  shown 
in  the  normal,  it  combines  with  the  diacetic 
acid  in  the  blood  and  is  eliminated  as  ammonia 
diacetate.  The  urea  is  reduced  from  85,  in  the 
normal,  to  58  in  the  complete  diabetic.  There 
is  no  lactic  acid  formed  from  carbohydrates 
in  a complete  diabetic;  therefore,  all  of  the 
carbohydrate  food  taken  is  converted  into  dex- 
trose and  is  eliminated  in  the  urine  as  dextrose. 
In  studying  the  end  result  of  fat  in  this  con- 
dition, there  is  no  unknown  substance  formed 
from  the  carbohydrates  to  combine  with  the 
diacetic  acid.  This  later  must,  then,  be  elimi- 
nated as  acetone  or  diacetic  acid. 

It  will  be  seen,  therefore,  in  the  diabetic,  to 


avoid  acidosis,  one  must  maintain  a ratio  be- 
tween the  ketogenic  and  anti-ketogenic  foods, 
because  fats  will  not  burn  except  in  a car- 
bohydrate fire.  Palmer  and  Ladd  have  shown 
that  one  gram  of  carbohydrate  will  safely  burn 
three  grams  of  fats.  The  ratio  of  anti-keto- 
genic to  ketogenic  foods  of  one  to  three  is  well 
known  in  treating  diabetics.  A ratio  of  one 
to  four  will  cause  the  appearance  of  acetone 
bodies  in  the  blood,  and,  since  they  are  acids, 
they  must  be  neutralized.  If  the  amount  of 
carbohydrate  intake  is  not  sufficient  to  create 
enough  of  the  unknown  substance  to  change  it 


to  carbon  dioxide  and  water,  the  body  is  forced 
to  call  upon  the  alkali  reserve,  or  buffers,  to 
destroy  these  acids,  with  the  result  that  the 
bicarbonate  reserve  and  the  carbon  dioxide  in 
the  blood  are  reduced  in  proportion  to  the  de- 
gree of  acidosis. 

Every  physician  is  now  familiar  with  the 
effect  of  insulin  in  diabetic  acidosis  and  coma. 

Thalhelmer’s  first  article  on  the  use  of  in- 
sulin in  post-operative  acidosis  opened  quite 
a new  field  in  the  use  of  this  most  valuable 
remedy.  That  a certain  proportion  of  opera- 
tive cases  will  develop  an  acidosis  is  well 
known  to  surgeons.  Several  things  contribute 
to  this,  an  important  one  being  the  anaesthetic, 
especialty  when  ether  and  chloroform  are  used. 
The  longer  the  anaesthetic,  the  greater  the 
danger  of  anaesthetic  toxemia.  The  use  of 
ethylene  as  an  anaesthetic  seems  to  have  greatly 
lessened  the  danger  of  acidosis.  The  presence 
of  any  infection  increases  the  danger.  The 
shock  and  loss  of  blood  oftentimes  predispose 
to  it.  The  custom  of  light  feeding  or  partial 
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starvation  for  a few  days  before  operation,  to 
lessen  gas  pains,  should  not  be  employed,  es- 
pecially so  when  one  considers  that  the  entire 
intestinal  tract  is,  as  a rule,  cleared  of  all  food 
material  before  operation,  and  none  of  these 
patients,  as  a rule,  are  allowed  food  for  a few 
days  following  operation.  The  intake  of  fluid 
is  always  limited.  It  seems  the  shock,  which  ac- 
companies so  many  surgical  operations,  causes 
a rapid  using  up  of  all  carbohydrates  stored 
in  the  body  in  the  form  of  glycogen,  and  pa- 
tients are  forced  to  live  for  several  days  al- 
most entirely  upon  their  body  fats,  which  is 
about  90  per  cent  ketogenic  food.  The  ratio  of 
one  to  three  is  not  maintained;  therefore,  they 
develop  a ketosis,  and  with  that  the  patient 
always  has  vomiting.  This  really  produces  a 
vicious  cii’cle.  the  vomiting  causing  starvation 
and  preventing  the  further  intake  or  retention 
of  fluids,  thereby  increasing  the  ketosis.  It  is, 
consequently,  not  difficult  to  understand  why 
emergency  cases,  Avith  little  or  no  preparation 
before  operation,  do,  as  a rule,  vomit  far  less 
than  those  cases  that  are  carefully  prepared. 
I wish  to  emphasize  fully  that  one  may  have 
a severe  acidosis  with  little,  if  any,  ketosis. 
There  are  many  things  that  affect  the  alkali 
reserve  of  the  body  that  are,  as  yet,  without 
satisfactory  explanation. 

I wish  to  tell  you  today  of  some  of  the  re- 
sults Ave  have  gotten  in  our  hospital  in  post- 
operative acidosis  and  the  toxemia,  or  A^omit- 
ing,  of  pi-egnancy.  I will  not  bore  you  with 
long  case  reports.  During  the  past  twenty- 
three  months,  we  have  had  nine  cases  of  severe 
acidosis  following  operations.  Ether  was  used 
in  each  case.  They  all  showed  a large  amount 
of  acetone  and  diacetic  acid  in  the  urine,  and 
each  one  had  a severe  and  continuous  vomiting, 
flushed  face,  the  lips  and  tongue  Avere  dry  and 
parched,  they  were  all  restless,  the  pulse  was 
rapid  and  weak — in  fact,  I haAre  included  in 
this  report  only  those  cases  of  very  severe 
acidosis,  the  kind  that  usually  vomit  until  they 
die.  In  eight  of  these,  we  were  able  to  control 
the  vomiting  entirely  in  from  twelve  to  thirty- 
six  hours  by  the  use  of  glucose  and  insulin. 
But  in  the  ninth  case,  a neurotic  man,  folloAV- 
ing  a gastro-enterostomy,  vomiting  was  almost 
continuous  from  the  time  of  operation.  Dur- 
ing the  second  day  he  was  given  1,000  c.c.  of  5 
per  cent  glucose,  intravenously,  to  which  was 
added  thirty  units  of  insulin.  There  was  a 
distinct  improA^ement,  and  the  following  day 


he  was  given  1,500  c.c.  and  forty-fi\Te  units  of 
insulin.  The  fourth  day  he  retained  the  small 
amount  of  fluids  taken  by  mouth.  The  vomit- 
ing returned  at  internals,  though  he  was  given 
glucose  and  insulin  daily.  The  patient  died  on 
the  ninth  day,  rather  suddenly,  after  ATomiting 
a large  amount  of  blood.  His  acidosis,  how- 
ever, had  almost  entirely  cleared  up. 

I feel  the  rapid  recovery  of  the  eight  cases, 
and  the  partial  benefit  obtained  in  the  ninth 
case,  justify  me  in  reporting  them.  Our  en- 
tire staff  feel  that  the  recovery  of  some  of 
these  cases  was  due  entirely  to  the  use  of  glu- 
cose and  insulin.  We  are  using  solutions  of 
glucose,  with  or  Avithout  insulin,  more  and 
more,  to  replace  the  former  so-called  stock 
solutions,  following  severe  operations  to  pre- 
vent acidosis.  The  hearty  co-operation  of  our 
surgical  staff  is  responsible  for  the  results  ob- 
tained in  these  cases.  Surgeons  do  not  always 
spend  much  time  on  the  study  of  the  action  of 
drugs.  When  medication  is  necessary,  the 
surgeon  should  either  study  more  carefully  the 
art  of  the  physician,  or  else,  allow  the  physi- 
cian to  decide  what  the  patient  should  receive. 

We  have  treated  in  the  past  year  three  cases 
of  severe  toxemia  of  pregnancy.  Two  were 
four  months’  pregnant  and  one  six  months. 
The  latter  had  lost  thirty-eight  pounds  in 
weight.  These  cases  were  i*eferred  to  the  hos- 
pital by  their  family  physicians  to  have  preg- 
nancy interrupted,  so  alarming  were  their 
symptoms.  All  had  acetone  in  their  urine,  and 
each  one  had  vomited  from  early  in  the  second 
month  and  had  been  thoroughly  treated  by 
capable  physicians,  without  any  real  benefit. 
Each  case  was  treated  exactly  alike — put  to 
bed,  and  was  daily  given  enemas  of  sodium 
bicarbonate,  4 oz.  of  20  per  cent  solution,  glu- 
cose by  rectum,  every  three  hours,  and  5 per 
cent  glucose  and  insulin  intravenously.  In  each 
case  the  vomiting  was  controlled  in  less  than 
forty-eight  hours,  after  which  they  Avere  put 
upon  an  almost  absolute  carbohydrate  diet, 
especially  fruits,  the  glucose  and  insulin  be- 
ing continued  for  one  Aveek.  After  discharge 
from  the  hospital,  these  patients  were  kept 
largely  upon  a diet  rich  in  starch  and  SAveets, 
and  urged  to  use  fruits  of  all  kinds.  Upon  this 
diet,  and  without  further  medication,  they  all 
Avent  the  full  term  without  further  serious  re- 
turn of  vomiting.  I wish  to  emphasize  the 
value  of  fruits  in  these  cases,  and  correct  the 
impression  a feAV  have  that  acid  fruits  should 
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not  be  given  in  acidosis.  The  more  acid,  the 
larger  amount  of  sugar  it  will  be  necessary  to 
use  to  make  it  palatable.  One  gets,  therefore, 
the  normal  fruit  sugar  plus  the  added  cane 
sugar.  It  should  also  be  borne  in  mind  that 
the  acids  of  citrus  fruits  are  oxidized  in  the 
body  and  changed  to  bicarbonate.  An  acid 
fruit  will,  therefore,  become  an  alkali  in  the 
blood  and  help  to  destroy  the  acids  already 
present. 

The  investigations  of  Potter  and  Harding 
have  shown  that  the  toxemia  and  vomiting  of 
pregnancy  is  generally  due  to  an  acidosis  or 
ketosis.  They  have  treated  many  cases  of 
severe  vomiting  in  pregnancy  successfully  by 
using  glucose.  Since  this  condition  is  largely 
due  to  insufficient  combustion  of  carbohydrates, 
one  would  naturally  ask  why  use  the  insulin 
with  the  glucose.  I believe  I have  shown  you, 
on  the  charts,  that  ketosis  occurs  only  when 
carbohydrate  metabolism  is  sub-normal.  I be- 
lieve it  is  fair  to  presume  that  ketosis  occurs 
when  either  insufficient  carbohydrates  are  sup- 
plied to  the  body,  or  else,  the  carbohydrate 
metabolism  is  below  nonnal.  We  can  easily 
supply  the  carbohydrate  intake  by  giving  glu- 
cose. A number  of  investigators  have  shown 
that  some  of  these  people  cannot  utilize  the 
glucose  alone,  after  it  is  given,  and  that  it  will 
pass  out  throuh  the  urine,  as  glucose  un- 
changed. Now,  unless  carbohydrates  are  com- 
busted and  converted  into  the  unknown  sub- 
stance described,  it  matters  not  bow  much  is 
taken  into  the  body,  the  acidosis  due  to  ketosis 
will  remain  unchanged.  Since  insulin,  when 
injected,  causes  both  a rapid  and  complete 
combustion  of  carbohydrates  in  the  body,  it 
seems  rational  that  insulin  combined  with  glu- 
cose should  clear  up  an  acidosis  due  to  ketosis, 
more  rapidly  than  when  glucose  is  used  alone. 
My  clinical  experience  has  shown  this  to  be 
the  case.  I would,  however,  be  reluctant  to 
form  opinions  from  my  limited  number  of 
cases  were  it  not  for  the  great  work  of  Thal- 
heimer,  Fisher,  Mensing,  Snell  and  others,  who 
have  reported  cases  of  post-operative  acidosis 
treated  with  glucose  alone,  without  benefit,  and 
promptly  got  well  when  insulin  was  added  to 
the  glucose.  In  our  work,  the  insulin  has  al- 
ways been  added  directly  to  the  glucose  and  all 
given  together.  There  are  those  who  advocate 
the  use  of  insulin  separately,  half  the  dose  being 
given  before  the  glucose  injection  is  started, 
and  the  remainder  given  at  the  completion  of 
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the  injection  of  glucose.  I believe  this  to  be 
of  minor  importance. 

There  are  those  who  will,  of  course,  be  won- 
dering how  much  insulin  to  use.  Since  this 
product  is  not  standardized  and  is  subject  to 
many  changes,  one  can  only  follow  a safe 
course.  One  imit  of  insulin  will  burn  about 
one  and  one-half  grams  of  carbohydrate.  It 
would  be  safe,  then,  to  use  one  unit  of  insulin 
to  three  grams  of  glucose.  The  5 per  cent  glu- 
cose solution  being  the  one  used  in  most  hos- 
pitals, we  can  figure  our  doses  from  that.  One 
thousand  c.c.  of  this  solution  contains  about 
50  grams  of  glucose.  You  can  safely  add  one 
c.c.  of  the  U-20  strength,  or  twenty  units  of 
insulin,  and  have  no  fear  whatever  of  shock, 
the  ratio  being  about  two  and  one-half  grams 
to  one  unit.  I wish  to  again  emphasize  that 
one  cannot  expect  satisfactory  results  from  this 
form  of  treatment  in  any  type  of  acidosis  ex- 
cept that  due  to  some  disturbance  of  the  carbo- 
hydrate fat  metabolism  with  the  production  of 
ketosis.  It  is  evident  that  the  treatment  of 
acidosis  depends  upon  the  manner  of  its  pro- 
duction. 

The  acidosis  of  renal  origin  is  due  to  the 
failure  of  the  kidneys  to  eliminate  acid  phos- 
phate. In  these  cases  there  is  no  interference 
with  the  acid  production  in  the  body,  but  the 
kidneys  are  simply  unable  to  do  what  they 
should.  It  is  evident  that  insulin  and  carbo- 
hydrates cannot  influence  this  condition. 

In  acidosis  occurring  in  diarrhea  of  infants 
and  young  children,  one  sees  the  type  of  acido- 
sis occurring  in  the  so-called  ileo-colitis  or 
alimentary  intoxication.  This  form  of  acido- 
sis is  not  the  result  of  an  excess  production  of 
acetone  bodies,  although  these  are,  at  times, 
increased.  At  other  times,  in  the  presence  of 
severe  acidosis,  there  will  be  no  evidence  of 
ketosis.  The  acidosis  is  due  in  part  to  the  fail- 
ure of  the  kidneys  to  eliminate  the  acid  phos- 
phate, the  mechanism  being  similiar  to  that  in 
renal  diseases.  The  difference  is  the  failure  of 
the  kidneys  to  eliminate  the  acids  in  these  cases, 
and  is  the  result  of  a functional  incapacity  of 
the  kidneys  due  to  the  fact  that  so  much  fluid 
has  been  lost  from  the  body  by  other  channels 
that  the  urine  secretion  becomes  almost  im- 
possible. Oftentimes  the  urine  is  reduced  to 
one  or  two  ounces  daily.  The  treatment  of  this 
condition  calls  for  the  administration  of  fluids 
by  mouth,  intravenously,  intraperitoneally,  or 
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by  whatever  form  they  can  be  introduced.  I 
believe  that  glucose  and  insulin  should  be  used 
in  these  cases,  but  it  would  be  usless,  were  not 
a large  amount  of  fluid  also  used. 

Summary 

In  a series  of  post-operative  non-diabetic 
acidosis,  consisting  of  nine  cases,  the  use  of  in- 
sulin combined  with  glucose  has  given  better 
and  more  rapid  results  than  by  any  other 
method  known  to  us. 

In  a series  of  three  cases  of  severe  toxemia  or 
vomiting  of  pregnancy,  each  having  failed  to 
respond  to  any  of  the  usual  methods  of  treat- 
ment, all  were  carried  to  full  term  without 
further  discomfort. 

Historical  Resume  of  Acid  Intoxication  Therapy. 
Comparatively  recent — 50  years.  Redounds  to  credit 
of  modern  medicine. 

1873.  Salkowski.  (Virchow’s  Arch.)  Withdrew  al- 
kali from  bodies  of  rabbits  by  administra- 
tion of  Taurin.  Consequent  death. 

1877.  Walter.  Increase  in  N Ha  excretion  in  vari- 
ous diseases  found  an  increase  in  diabetes. 
18S3.  Stadelmann.  Substantiated  this  work  by 
comparison  of  mineral  acids  and  bases. 
Showed  that  the  bases  were  greatly  in  ex- 
cess of  mineral  acids.  Concluded  that  acid- 
ity of  urine  due  to  organic  and  not  inor- 
ganic acids. 

1884.  Minkowski.  Showed  that  the  acid  was  B hy- 
droxybutyric  and  that  diacetic  and  acetone 
could  be  derived  from  it. 

1889.  Magnus-Levy  NaHCOs  therapy  in  man  over- 
comes diabetic  coma.  Walter  had  discovered 
that  he  could  temper  the  acidosis  of  his 
rabbits  with  NaHCOa. 
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’Tis  strange  how  the  things  you  want  to  recall, 
You  find  you  cannot  remember  at  all, 

When  the  things  you  would  rather,  far  rather  forget, 
Are  the  things  that  in  memory  firmly  are  set. 

— Selected. 


MEGALO-URETER.* 

By  JOSEPH  F.  GEISINGER,  M.  D.,  Richmond,  Va. 

Stuart  Circle  Hospital. 

It  is  not  the  purpose  of  this  review  to  in- 
troduce a consideration  of  those  dilatations 
of  the  urinary  channels  which  are  contingent 
upon  obvious  obstructions  of  the  outflow  and 
which  are  seen  most  characteristically  in  the 
course  of  pregnancies,  or  as  the  result  of  cal- 
culi, hypertrophies  of  the  prostate  gland,  val- 
vular formations  in  the  urethra,  occlusion  of 
the  ureter  bji  tuberculous  or  other  strictures, 
congenital  or  acquired,  and  the  other  occa- 
sional conditions  well  recognized  by  the 
urologist. 

On  the  contrary,  this  entire  and  quite  ex- 
tensive group  is  deliberately  eliminated  from 
the  discussion,  which  is  sharply  narrowed  to  a 
single  remaining  type,  so  rare  in  comparison 
with  the  others  as  to  be  almost  unique  in  the 
literature.  Perhaps  the  best  indication  of  the 
essential  characteristics  of  this  type  is  the 
descriptive  name,  megalo-ureter,  coined  by 
Caulk  three  years  ago  and  now  more  or  less 
commonly  adopted.  The  term  immediately 
suggests  a fundamental  etiological  alliance  be- 
tween the  condition  and  the  better  known, 
though  no  better  understood,  megalo-colon  or 
Hirschsprung’s  disease,  the  similarity  to  which, 
in  fact,  was  the  occasion  for  the  plagiarism 
of  title. 

Developmental  irregularities  of  the  ureter 
may  affect  either  the  number,  the  caliber,  or 
the  caudal  insertion  of  the  tube.  Irregularity 
of  number,  under  which  group  are  included 
the  partial  bifurcations,  are  not  uncommon. 
In  a previous  communication  the  writer  has 
recorded  a small  series  of  his  own  cases  ex- 
hibiting complete  duplication  of  the  ureter  on 
one  side,  and  one  case  exhibiting  complete  du- 
plication on  both  sides.  Irregularity  of  inser- 
tion is  extremely  rare  and  has  come  under  the 
observation  of  the  writer  in  only  one  clinically 
unimportant  instance,  both  ureteral  orifices 
being  situated  just  to  the  vesical  side  of  the 
sphincter,  the  usual  anatomical  trigone  being 
absent.  Irregularity  of  caliber,  so  common 
from  accidental  or  acquired  causes,  occupies, 
when  due  to  congenital  defect,  an  incidence 
said  to  be  between  the  other  two  irregularities. 
The  actual  number  of  recorded  cases,  however, 
is  exceedingly  small.  The  megalo-ureter,  so- 

♦Read  before  Richmond  Academy  of  Medicine. 
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called,  is  the  classical  representative  of  this 
third  group. 

The  assumption  that  a developmental 
anomaly  underlies  the  type  of  ureter  to  be 
described  requires  a reference  to  the  embryolog- 
ic  background  of  the  tube,  though  it  may  as 
well  be  admitted  at  the  outset  that  the  inquiry 
has  led  to  no  very  definite  conclusions.  The 
ureter  originates  as  a bud  from  the  Wolffian 
duct,  and,  surrounded  by  a mesodermal  cap, 
which  eventually  becomes  part  of  the  renal 
parenchyma,  grows  rapidly  upward,  sub-divid- 
ing to  form  the  pelvis  and  its  calyces.  It  is  at 
first  wide  and  then  becomes  narrower.  Subse- 
quently, it  develops  certain  constrictions,  and 
between  these  lie  spindle-like  enlargements. 
Originally,  it  has  no  musculature,  but  later 
muscle  fibres  appear  below  and  grow  upward 
until  they  embrace  the  entire  channel.  In  so 
complicated  a process  a slight  deviation  at  the 
beginning  may  become  of  great  significance 
by  the  time  full  development  is  accomplished. 
It  is  easy  to  understand  that  a faulty  implan- 
tation of  the  bud,  even  to  an  infinitesimal 
degree,  may  ultimately  land  the  outlet  of  the 
ureter  entirely  beyond  the  bladder ; or  that  two 
buds  on  one  side  will  produce  two  ureters  in- 
stead of  one;  or  that  precocious  subdivision  of 
one  bud  will  result  in  a bifurcated  ureter;  or 
that  valve-like  folds,  twists  and  unusual  con- 
strictions, will  result  in  dilatations  upon  simple 


mechanical  principles.  But,  thus  far,  only  a 
speculative  approach  has  been  made  to  the 
discovery  in  this  embryologic  field  of  a rea- 
sonable explanation  of  the  ureter  dilated  not 
because  of  ' an  obstruction  to  its  accumlating 
contents  but  because  of  some  inherent  defect 
in  the  wall  of  the  tube  itself, — in  other  words, 
a ureter  which  was,  so  to  speak,  senselessly 
born  dilated. 

Clinically  considered,  the  obstructive  type 
of  dilatation  presents  first  of  all  the  obstruc- 
tion itself.  In  addition,  the  resulting  hydro- 
ureter  is  associated  with  an  even  more  pro- 
nounced hydronephrosis,  the  pelvis  dilating 
to  such  an  extent  that  it  ultimately  reduces 
the  parenchyma  to  a mere  shell.  Finally,  and 
as  a consequence,-  the  function  of  the  kidney 
soon  becomes  seriously  disturbed,  and  is  often 
completely  destroyed.  In  sharp  contrast,  the 
megalo-ureter  exhibits  primarily  no  obstruc- 
tion, no  involvement  of  the  renal  pelvis,  no 
destruction  of  kidney  tissue,  and  no  disturbance 
of  function.  There  is  simply  a gigantic  ureter 
which  for  a long  time  may  perform  its  essen- 
tial duties  so  satisfactorily  that,  if  accidentally 
discovered  at  this  stage,  it  presents  no  par- 
ticular surgical  aspects.  Such  a case  has  been 
reported  by  Ockerblad.  On  the  other  hand, 
the  lack  of  tonicity  may  gradually  become 
more  pronounced  until  the  ureter  is  unable 
even  to  overcome  the  normal  sphincteric  ac- 


On  reader’s  left  is  uretero-pyelogram  displaying:  normal  ureter  and  renal  pelvis  exhibited  to  establish  basis 
of  comparison  with  the  megalo-ureter  which  is  under  discussion  and  which  is  displayed  in  the  plate  on  the  right. 
X-Ray  work  by  Dr.  F.  M.  Hodges  and  Dr.  L.  O.  Snead,  Richmond,  Va. 
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tion  of  the  uretero-vesical  valve  and  large  re- 
tentions will  occur,  but  can  be  relieved  by 
simple  section  of  the  sphincter.  Caulk’s  case 
was  of  this  type,  and  both  his  case  and  Ocker- 
blad’s  retained  the  striking  characteristics  of 
undilated  pelves  and  unimpaired  function. 
Finally,  however,  stagnation — not  so  easily 
controllable — may  occur;  actual  back  pressure 
effects  will  then  begin  to  involve  the  pelvis 
also,  the  inevitable  infection  will  supervene, 
and  as  a result  of  this  combination  of  second- 
ary circumstances  the  function  of  the  kidney 
will  become  progressively  depressed  until  the 
situation  assumes  serious  surgical  proportions, 
usually  requiring  nephrectomy.  Such  a case  is 
the  one  now  to  be  reported: 

Patient — White,  male,  single,  age  25  when  first 
seen,  in  August,  1922. 

Onset  of  trouble  which  brought  him  under  obser- 
vation was  dated  seven  years  previously,  when  he 
suffered  a violent  attack  of  pain  in  his  left  side  just 
above  the  anterior  fourth  of  the  crest  of  the  ilium. 
This  spell  lasted  about  four  days,  during  which 
time  he  had  constant  discomfort  and  frequent  hard 


Kidney  and  section  of  ureter  removed  at  operation. 


colics,  the  pain  radiating  downward  to  his  left  testi- 
cle and  along  the  inner  side  of  his  left  leg  nearly 
to  the  knee.  Incidentally,  his  side  became  sore  to 
the  touch.  Much  nausea  and  vomiting  accompanied 
this  attack,  but  no  bladder  disturbance,  no  bloody 
urine,  and  no  fever. 

One  year  later  patient,  following  a spell  of  measles, 
had  some  pain  in  his  testicle  and  down  his  leg, 
but  none  in  his  side.  Two  years  after  this  (1919), 
he  suffered  seven  typical  colics  in  the  course  of  three 
weeks  and  in  the  succeeding  two  years  had  a num- 
ber of  recurrences,  which  interfered  seriously  with 
his  work  as  a medical  student  and  which  finally 
led  him  to  submit  to  a cystoscopic  examination  at 
the  hands  of  a competent  urologist  in  Richmond. 
This  examination  disclosed  an  impassible  obstruc- 
tion in  the  left  ureter  about  one  inch  from  the 
bladder.  X-ray  plates  were  negative  for  calculus. 
Urinalysis  was  consistently  negative,  and  bladder 
disturbance  was  conspicuous  by  its  absence.  Sub- 
sequent to  this  examination,  the  patient  had  several 
mild  spells  and,  finally,  came  under  observation  of 
the  writer,  who,  at  a cystoscopic  investigation  in 
August,  1922,  also  noted  a sharp  obstruction  in  the 
lower  left  ureter,  through  which  he  was  able,  how- 
ever, after  much  manipulation,  to  pass  a No.  6 stiff 
bougie  for  its  full  length.  A month  later,  when  an 
attempt  was  made  to  further  dilate  this  supposed 
stricture  no  bougie  or  catheter  of  any  size  could  be 
passed  beyond  a point  about  1%  inches  from  the 
bladder. 

For  two  years  the  patient  now  had  complete  relief 
from  pain  and  was  able  to  proceed  with  his  work 
until  September,  1924,  when  he  had  a recurrence, 
with  pain,  beginning  in  his  left  testicle,  running 
down  the  inner  side  of  his  thigh,  and  finally  ex- 
tending upward  to  the  renal  area,  where  it  became 
quite  severe.  At  a cystoscopic  examination  now 
made,  a No.  8 catheter  was  carried  rather  easily  to 
the  pelvis,  encountering  obstruction  only  in  the  mid- 
ureter. A steady  drip  of  cloudy  urine  indicated  con- 
siderable retention;  the  catheter  was  left  in  posi- 
tion for  drainage  and  frequent  irrigations.  After 
two  days  it  was  no  longer  working  satisfactorily 
and  was  removed.  Shortly  after  the  removal  of  the 
catheter  pain  recurred  and  in  the  absence  of  the 
writer,  an  emergency  cystoscopic  was  done  else- 
where. The  pelvis  was  again  evacuated  and  a pyelo- 
gram  was  attempted  but  proved  a total  failure. 

The  minute  details  of  the  subsequent  history  are 
too  elaborate  to  justify  repetition  here.  It  had  now 
become  obvious  that  the  patient,  instead  of  a simple 
stricture,  had  a serious  grade  of  retention  in  his 
left  urinary  tract,  with  infection  and  sharp  depres- 
sion of  function.  It  appeared  desirable  to  push  the 
case  to  a conclusion  of  some  sort,  but  at  this  stage 
it  was  difficult  to  get  the  patient  to  submit  to  the 
necessary  manipulations.  Finally,  however,  his  pain 
and  disability  became  so  considerable  that  he  invited 
anything  promising  relief.  In  March,  1925,  there- 
fore, a systematic  development  of  the  case  was  un- 
dertaken, and,  in  the  course  of  a series  of  cysto- 
scopies then,  the  data  secured,  when  added  to  that 
previously  assembled  at  odd  times,  presented  a situa- 
tion about  as  follows: 

Obstruction — Ureter  occasionally  impassable;  at 
other  times  admitted  catheters  of  considerable  size; 
obstruction  usually  in  lower  ureter,  but  sometimes 
in  mid-ureter. 

Function — Absence  of  function  on  left;  steady 
climb  of  function  on  right  until  it  was  showing  per- 
fect compensation. 

Microscopy — Gross  infection  on  left,  where  none 
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had  been  present  in  earlier  years;  no  infection  on 
right. 

Pyelography — Slight  dilatation,  probably  compen- 
satory, on  right  side,  which  was  otherwise  entirely 
normal.  Pyelography  on  left,  at  first  abortive,  owing 
to  unsuspected  coiling  of  catheters  in  dilated  lower 
ureter;  later  successful  and  exhibiting  enormous 
dilatation  of  ureter  and  considerable  dilatation  of 
pelvis. 

Clinical  Condition — Increasing  pain  and  disability. 
Spells  of  acute  retention,  which  finally  were  so  con- 
siderable that  distended  ureter  became  not  only 
easily  palpable  through  the  rectum  and  the  abdomi- 
nal wall,  but  upon  one  occasion  was  also  clearly 
visible,  presenting  an  elongated  sausage-like  bulge 
upon  the  left  abdomen. 

Procedure — Nephrectomy  with  removal  of  about 
one-half  of  the  ureter. 

Result — Patient  now  in  perfect  health  with  renal 
function  of  78  per  cent. 

Operative  Specimen — (Reported  by  Dr.  Charles 
Phillips) : 

Gross  Description — Left  kidney  and  upper  13  cm. 
of  the  ureter,  received  in  formalin.  The  kidney 
measures  11x6x4.5  cm.  The  surface  is  roughened 
and  nodular  with  many  small  cysts,  which  are 
especially  numerous  in  the  lower  pole  on  the  ante- 
rior surface.  The  whole  is  approximately  normal 
in  size.  The  pelvis  is  dilated  into  a moderate  de- 
gree of  hydronephrosis.  The  ureter  is  2.5  cm.  in 
diameter  just  at  it  leaves  the  kidney  and  in  a short 
distance  is  3.5  cm.  in  diameter  at  its  widest  point. 
1.5  cm.  from  the  pelvis  there  is  a partial  stricture 
from  one  side.  On  cut  section  the  average  thick- 
ness of  the  parenchyma  is  about  1.5  cm.  and  only 
in  three  places  are  there  any  tubules  to  be  seen 
running  into  papillae.  There  are  numerous  rather 
large  cyst-like  pockets  emptying  into  the  main  di- 
lated pelvis.  The  cysts  in  the  lower  pole  are  sub- 
capsular  and  filled  with  a sort  of  gelatinoid  mate- 
rial. No  tissue  that  might  be  called  grossly  normal 
is  seen.  The  capsule  strips  easily.  The  average 
thickness  of  the  ureter  is  .5  mm.  The  pelvic  fat  is 
somewhat  increased  in  amount. 

Microscopic  Description — Representative  sections 
cut  from  this  kidney,  carefully  studied,  show  severe 
and  extensive  degenerative  changes  of  the  paren- 
chyma, multiple  small  cysts  of  probably  congenital 
origin  and  a greatly  dilated  pelvis  and  ureter. 
Throughout  the  whole  kidney  there  is  now  present 
a marked  and  severe  acute  inflammation,  practically 
suppurative  in  places,  on  a severe  chronic  inflam- 
mation of  long  duration.  There  is  great  disorgani- 
zation of  all  the  structure  by  fibrosis,  amyloid  de- 
generation and  cloudy  swelling.  The  glomerular  re- 
gion is  markedly  thinned  out  and  only  a few  intact 
glomeruli  are  seen,  most  of  the  rest  being  almost 
entirely  obliterated  by  fibrous  tissue  or  amyloid  or 
with  considerably  thickened  capsules.  The  tubular 
region  is  likewise  broken  up  and  scarred  and  many 
of  the  tubules  are  obliterated  or  show  amyloid 
changes  or  severe  cloudy  swelling.  Many  of  the 
tubules  show  polynuclear  leukocytes  in  them.  There 
is  a marked  proliferation  of  the  interstitial  tissue 
throughout.  In  places  this  is  quite  cellular  and  in 
others  quite  fibrous,  constituting  a chronic  intersti- 
tial nephritis.  There  are  numerous  focal  round  cell 
infiltrations  scattered  about  without  any  regularity. 
The  capsule  is  thickened  somewhat  in  places.  The 
cysts  are  filled  with  a clear  gelatinoid  substance  re- 
sembling the  colloid  of  the  thyroid  gland.  The  cyst 
walls  are  somewhat  fibrous,  thin,  and  adjacent  struc- 
tures are  much  compressed  and  out  of  shape.  At 
least  one  cyst  is  lined  with  a.  regular  low  cuboidal 


epithelium  and  possibly  all  of  them  might  have  been 
originally.  Tissues  of  the  pelvis  and  ureter  show  the 
same  disorganization,  acute  and  chronic  inflamma- 
tion. The  general  appearance  of  the  whole  kidney 
suggests  that  the  cysts  are  probably  of  congenital 
origin  and  that  the  original  development  of  paren- 
chyma was  rather  good,  but  which  has  been  in- 
fected for  so  long  that  the  present  picture  of  the 
kidney  proper  might  easily  be  due  solely  to  inflam- 
mation with  resultant  degenerations. 

Pathological  Diagnosis — Acute  on  a chronic  diffuse 
nephritis,  with  extensive  degenerative  changes  in  a 
kidney  showing  multiple  small  cysts  of  probable 
congenital  origin,  hydronephrosis,  hydro-ureter  and 
megalo-ureter. 

The  writer  has  admitted  already  that  this 
case  fails  to  present  the  undisturbed  function 
and  the  absence  of  pelvic  involvement  char- 
acteristic of  the  true  megalo-ureter.  He  sub- 
mits the  data,  however,  under  the  belief  that 
primarily  the  case  was  of  this  unusual  con- 
genital type,  and  that  the  loss  of  these  char- 
acteristics was  due  to  secondary  complications 
developing  later  in  life.  Certain  points  em- 
phasize this  conclusion.  An  inspection  of  the 
pyelogram  will  at  once  suggest  a congenital 
anomaly  to  any  observer.  The  fact  that  upon 
some  occasions  nothing  could  be  passed  through 
the  ureter,  while  upon  others  catheters  readily 
entered,  would  indicate  that  no  stricture  was 
present,  as  originally  supposed,  but  that  the 
catheter  tips  became  hung  in  the  large,  lobu- 
lated,  flabby  ureteral  walls,  sometimes  in  the 
mid-ureter,  but  especially  near  the  bladder 
where  there  was  a definite  U-shaped  curve  with 
a narrower  ureter  below  and  a wide  pouch 
above.  As  the  toneless  ureter  became  less  and 
less  able  to  expel  its  contents,  back-pressure 
finally  began  to  cause  dilatation  in  the  true 
pelvis  also,  but,  as  indicated  by  Dr.  Phillips, 
this  dilatation  does  not,  by  a considerable 
margin,  approach  the  situation  which  should 
have  been  present  had  the  condition  been  ob- 
structive from  the  outset.  With  a ureter  of 
these  dimensions  in  a simple  case  of  hydro- 
nephrosis the  pelvis  should  have  been  of  great 
size  and  the  renal  tissues  flattened  out  of  exist- 
ence. As  a matter  of  fact,  the  pelvis,  though 
dilated,  is  of  only  moderate  size;  it  retains 
its  essential  anatomic  details  (orderly  ar- 
rangement of  calyces)  and  a large  amount  of 
renal  structure  is  life.  When  to  the  element 
of  increasing  back  pressure  is  added  the  de- 
velopment of  gross  infection,  the  disturbance 
in  function  is  also  easily  understood.  Finally, 
the  age  of  the  patient  and  his  clinical  history 
are  highly  suggestive,  and  when  this  history  is 
closely  analyzed  it  appears  to  contribute  sev- 
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eral  additional  points  to  the  presumption  that 
some  disorder  in  his  embryologic  processes 
must  be  charged  with  responsibility  for  the 
gigantic  structure  of  his  left  urinary  tract. 


MEDICAL  TREATMENT  OF  SOME  OF 
THE  PELVIC  DISEASES  MOST  COM- 
MONLY MET  WITH.* 

By  R.  H.  WOOLLING,  M.  D„  Pulaski,  Va. 

The  Executive  Committee  asked  me  to  furn- 
ish a paper  on  “Medical  Treatment  of  Pelvic 
Diseases.”  It  is  manifestly  impossible  to  give 
the  specific  treatment  of  individual  pelvic  dis- 
eases in  a paper  as  short  as  this  must  neces- 
sarily be  in  order  to  conform  to  the  twenty 
minutes’  rule.  A better  title  to  these  remarks 
would  be  “The  Medical  Treatment  of  Some  of 
the  Pelvic  Diseases  Most  Commonlv  Met 
With.” 

I am  going  to  take  a short  time  in  which  to 
mention  the  general  remedial  measures  re- 
sorted to  in  order  to  relieve  or  ameliorate  the 
abnormal  pelvic  conditions  that  we  are  con- 
stantly called  on  to  treat;  and  then  proceed 
with  the  paper  proper. 

It  is  well  to  remember  the  rich  blood  and 
lymphatic  supply  of  these  organs,  as  well  as 
the  fact  that  any  deviation  from  the  normal 
position  either  relaxes  or  stretches  too  much 
the  ligaments  which  support  them  and  also 
the  blood  vessels,  thereby  causing  a congestion 
or  stasis  which  lessens  the  resistance  of  these 
organs,  thus  rendering  them  more  liable  to  in- 
fection and  disease  and  lessening  the  power  to 
throw  off  disease  when  once  contracted. 

The  effect  which  the  changes  in  the  pelvic 
circulation  have,  not  only  on  the  pelvic  organs 
but  on  the  whole  circulatory  system,  may  be 
appreciated  when  we  recall  the  fact  that,  next 
to  the  perijjheral,  the  region  of  the  pelvic  ves- 
sels, with  their  large  venous  plexuses,  is  one  of 
the  most  important  elements  in  regulating 
blood  distribution  and  blood  pressure. 

One  of  the  most  important  general  remedial 
measures  at  our  command  is  the  production  of 
pelvic  hyperemia  and  pelvic  anemia.  Arterial 
hyperemia  increases  the  nutrition  of  the  tissues, 
stimulates  local  tissue  metabolism  and  increases 
the  regenerative  function.  Hyperemia  can  be 
produced  by  warm  applications,  95°  F.  to  10o° 
F.,  which  should  be  changed  often.  Hot  appli- 

*Read as  part  of , a symposium  on  “Pelvic  Diseases”  before 
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cations,  105°  to  110°,  cause  permanent  dilata- 
tion. Warm  and  hot  applications  are  used  in 
menstrual  colic,  for  old  hard  exudates,  in  the 
chronic  stage  of  inflammation  of  the  uterus  and 
adnexa,  and,  locally,  in  vulvitis  and  inflamma- 
tion of  the  glands  of  Bartholin.  They  should 
not  be  used  in  fever,  pus,  pregnancy  and 
marked  bleeding.  Hyperemia  can  be  produced 
by  stimulating  applications  which  consist  of 
cool  moist  cloths,  70°  F.,  covered  with  a dry 
towel,  and  changed  only  every  four  or  five 
hours.  Stimulating  applications  at  first  have 
the  same  action  as  cool  ones,  but  soon  the 
moistened  band  becomes  as  warm  as  the  blood 
and  hyperemia  or  reaction  takes  place.  This 
warm  blood  passes  from  the  skin  deep  down 
and  causes  a dilatation  of  the  vessels  and  an 
increase  flow  of  blood  to  the  internal  genitalia. 
These  applications  mildly  stimulate  tissue 
change  and  resorption  in  the  subacute  stage  of 
inflammation,  such  as  exudates. 

Hyperemia  can  also  be  produced  by  short, 
cool  sitz-baths,  50°  to  65°  F.,  and  lasting  from 
one  to  five  minutes.  This  causes  a contraction 
of  the  peripheral  vessels  and  the  vessels  of  the 
pelvic  organs.  After  leaving  the  bath,  there 
is  a reactive  dilatation  of  the  skin  and  pelvic 
vessels,  with  a reactive  flow  to  the  pelvic  ves- 
sels. This  kind  of  bath  is  used  when  we  wish 
an  active  hyperemia  and  a stimulation  of  the 
motor  and  secretory  function  of  the  uterus,  as 
in  amenorrhea,  leukorrhea,  in  patients  not  too 
weak;  in  hypoplasia,  in  asthenic  uteri  with 
metrorrhagia  and  menorrhagia,  in  chronic  me- 
tritis and  in  subinvolution.  It  should  not  be 
used  in  acute  and  subacute  inflammations  of 
the  genitalia,  in  pregnancy,  and  where  there 
is  great  pain.  Hyperemia  can  also  be  pro- 
duced by  warm  sitz-baths,  90°  to  105°  F.,  last- 
ing fifteen  to  thirty  minutes,  which  causes  a 
flow  of  blood  to  the  pelvis  and  its  organs,  and 
is  used  to  stimulate  resorption  and  to  exert  a 
sedative  action.  It  is  indicated  in  hypoplasia, 
amenorrhea  and  scanty  menstruation;  in  spas- 
tic dysmenorrhea,  in  chronic  endometritis  and 
in  chronic  parametritis  and  perimetritis;  in 
hard  exudates  after  the  fever  has  subsided; 
also  in  salpingo-oophoritis  when  there  is  much 
paid  without  fever  and  no  pus.  They  are  use- 
ful in  the  chronic  stage  of  cystitis,  but  should 
not  be  used  in  acute  gonorrhea,  in  pregnancy, 
in  menorrhagia  or  metrorrhagia,  or  in  accumu- 
lation of  pus  in  the  pelvis. 

One  of  the  most  effectual  means  of  produc- 
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ing  hyperemia  is  by  the  vaginal  douche.  Now, 
a word  about  the  vaginal  douche.  It  has  a 
cleansing  effect;  you  get  the  action  of  the 
medicament  in  the  solution,  and,  most  import- 
ant of  all,  the  thermic  effect.  Vaginal  douches 
can  accomplish  a wonderful  amount  of  good, 
but,  as  ordinarily  used  by  patients  in  the  home, 
are  practically  useless.  The  temperature  of 
the  solution  and  the  length  of  time  of  the  ap- 
plication should  be  governed  by  the  pathologi- 
cal condition  present  and  the  effect  desired. 
The  hyperemia  produced  by  warm  and  pro- 
longed vaginal  douches  on  the  pelvic  organs  is 
of  the  greatest  importance.  You  bring"  about 
an  increase  in  the  lymphatic  circulation,  and 
resorption  of  exudates.  Warm  douches  in  large 
amounts  are  useful  in  spastic  dysmenorrhea 
and  for  relief  of  the  colic  .of  endometritis 
if  the  adnexa  are  free.  Prolonged  hot  douches 
up  to  112°  F.  are  used  in  amenorrhea,  in 
scanty  menstruation,  in  chronic  endometritis 
and  metritis  and  in  subinvolution.  They 
should  not  be  used  in  the  presence  of  fever,  in 
fresh  inflammatory  processes,  or  in  the  pres- 
ence of  pus,  such  as  pyosalpinx.  Very  hot 
douches,  120°  F.,  of  long  duration  are  used  for 
relief  of  sclerotic  and  shrunken  bands,  asso- 
ciated with  misplacement,  and  for  relief  of 
hard  firm  exudates  in  the  absence  of  fever. 

Anemia  can  be  produced  by  moist  cool  ap- 
plications, 70°  F.,  which  must  be  changed 
often.  They  have  a depletory  influence  on  the 
pelvic  organs,  and  are  used  in  acute  inflam- 
matory conditions,  such  as  acute  perimetritis, 
parametritis  and  endometritis.  Anemia  of  the 
pelvic  organs  is  easily  caused  by  prolonged 
cool  sitz-baths,  50°  to  65°  F.,  for  five  to  thirty 
minutes,  which  cause  vessel  contraction.  This 
is  useful  in  bleeding  at  the  climacteric,  in  con- 
gestion of  the  pelvis  with  its  associated  dys- 
menorrhea and  menorrhagia;  also  in  pruritus 
vulvae,  and  in  vaginismus  due  to  neurotic  dis- 
turbances. They  should  not  be  used  in  weak 
and  anemic  patients,  and  where  there  is  uterine 
colic. 

Anemia  can  likewise  be  produced  by  tepid 
sitz-baths,  70°  to  85°  F.,  five  to  fifteen  minutes. 
It  has  a restful  effect  and  can  be  safely  used 
in  case  of  weak  individuals  and  those  who 
cannot  stand  the  colder  ones.  It  is  also  used 
in  inflammation  of  the  uterus  and  vagina. 
Anemia  is  produced  by  cool  douches,  70°  F., 
of  short  duration,  which  stimulate  the  tone  of 
smooth  and  striped  muscles,  and  is  used  where 


there  is  a tendency  to  prolapse,  where  there  is 
hyperemia  and  in  climacteric  bleeding.  Hot 
douches  also  stimulate  the  muscle  tone  if  not 
used  too  long;  therefore,  hot  douches  of  short 
duration  stop  bleeding,  105°  F.,  and  are  also 
used  for  climacteric  bleeding,  for  menorrhagia, 
and  for  the  bleeding  of  uterine  atony. 

The  majority  of  patients  who  visit  the  phy- 
sician’s office  because  of  bone  pelvic  disease  will 
say  that  they  have  a vaginal  discharge,  or  leu- 
korrhea.  This  may  be  due,  first,  to  some  syste- 
mic condition,  as  is  often  seen  in  young  girls 
as  the  result  of  chlorosis  or  anemia.  The  treat- 
ment of  this  condition  consists  in  correcting  the 
cause  by  proper  systemic  treatment,  with  pos- 
sibly the  addition  of  cool  sitz-baths  to  improve 
the  tone  of  the  capillaries.  Second,  this  con- 
dition may  be  caused  by  a congestion  or  en- 
gorgement, usually  seen  in  married  women  or 
women  who  have  borne  children,  and  is  usually 
due  to  some  misplacement  or  cervical  tear.  It 
is  treated  by  correcting  the  cause,  attention  to 
the  general  health  and  hot  astringent  douches. 
Third,  this  condition  may  be  due  to  an  inflam- 
matory condition.  This  may  be  catarrhal,  with 
a serous,  sero-purulent  or  purulent  discharge, 
and  contains  epithelia  and  polynuclear  leuko- 
cytes or  pus  cells,  or  it  may  be  gonorrheal  in 
character. 

In  the  catarrhal  form  the  treatment  con- 
sists of  absolute  cleanliness,  a warm  sitz-bath 
twice  daily,  and  vaginal  douches,  of  a solution 
of  alum  or  sulphate  of  zinc  or  some  astringent 
used  twice  a day.  In  the  more  stubborn  cases, 
use  Fergusson’s  speculum  and  wash  the  vagina 
thoroughly  with  a one  per  cent  solution  of 
lysol.  Then  use  through  the  speculum  pure 
pyroligneous  acid,  or  a one  per  cent  solution  of 
bichloride  mercury.  Then  dry  thoroughly 
with  cotton  and  dust  with  aristol,  or  alum  and 
boric  acid,  one  to  three  or  four  parts.  If  this 
is  not  effectual,  use  ichthyol-glycerine  or  tan- 
nic acid  and  glycerine.  After  that  use  twice 
a day  some  mild  cleansing  solution,  as  boric 
acid  or  acetate  of  alum.  If  this  condition  is 
due  to  cervical  erosion  or  catarrh,  local  appli- 
cations are  not  sufficient.  Pure  carbolic  acid 
should  be  applied  for  a few  seconds  to  the  en- 
tire erosion  area.  Pui'e  tincture  iodine  is  then 
applied  to  the  mucosa  and  to  the  vaginal  vault. 
After  this  boroglyceride  is  poured  into  the  va- 
gina and  the  vagina  packed  with  gauze  which 
is  allowed  to  remain  twenty-four  hours;  then 
astringent  vaginal  douches  are  used  twice 
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daily.  The  carbolic  acid  is  applied  twice  a 
week  and  the  iodine  three  times  a week.  These 
applications  destroy  the  ciliated  epithelium, 
which  is  necessary  to  heal  the  erosion.  As  the 
erosion  heals,  the  squamous  epithelium  is  seen 
to  grow  in  from  the  edges.  If  this  is  too  slow, 
it  may  be  stimulated  by  1 to  3 per  cent  silver 
nitrate  solution  once  or  twice  a week.  In 
stubborn  cases  it  may  be  necessary  to  use 
chloride  of  zinc  or  pyroligneous  acid. 

In  dealing  with  cervical  catarrh,  the  treat- 
ment should  be  conservative,  and  carried  out 
almost  entirely  in  the  vagina  and  not  within 
the  cervix.  The  canal  should  be  gently 
cleansed,  then  boroglyceride  poured  in  the  va- 
gina, and  the  fornices  gently  packed  with 
gauze  which  is  allowed  to  remain  for  twenty- 
four  hours,  after  which  it  is  taken  out  and  a 
vaginal  douche  given.  This  is  repeated  two 
or  three  times  a week. 

In  catarrhal  endometritis  the  treatment  is 
very  much  the  same  as  in  cervical  catarrh. 
The  sitz-baths  serve  well  in  these  cases.  Vagi- 
nal douches,  beginning  with  tepid  water  and 
using  it  a little  cooler  each  time,  act  well  and 
are  safer  than  dilating  the  cervix  and  irrigat- 
ing with  antiseptics,  as  advocated  by  some. 
This  procedure,  however,  is  necessary  in  some 
cases.  In  stubborn  cases  of  catarrhal  endome- 
tritis associated  with  marked  displacement,  es- 
pecially if  the  uterus  is  large,  surgery  has  to 
be  resorted  to. 

True  inflammatory  endometritis  is  almost  in- 
variably due  to  bacteria.  Here  you  find  the 
streptococci,  staphylococci,  sometimes  the  colon 
bacillus  and  the  saphrophytic  bacteria  which 
grow  on  dead  tissue.  In  this  condition  it  is 
necessary  to  put  the  patient  to  bed,  giving  es- 
pecial attention  to  the  secretions  and  diet. 
Apply  ice  to  abdomen,  and  use  short,  frequent 
hot  vaginal  douches  of  one-half  per  cent  lysol 
or  two  per  cent  mercurochrome.  It  is  some- 
times necessary  to  use  intrauterine  douches 
with  a double  running  catheter.  Give  ergot  in- 
ternally. If  septic  endometritis  spreads  to  the 
parametrium,  tubes,  peritoneum,  or  into  the 
general  circulation,  it  is  often  necessary  to 
promptly  resort  to  surgery. 

The  treatment  of  acute  metritis  is  like  that 
of  acute  endometritis,  but  more  prolonged.  In 
post-partum  or  abortion  cases,  intrauterine  ir- 
rigation may  be  carefully  done,  but  this  does 
not  apply  to  gonorrheal  metritis  unless  the  lat- 
ter is  post-partum. 


A large  per  cent  of  cases  of  acute  parame- 
tritis end  in  suppuration.  The  treatment  con- 
sists in  aiding  resorption  and,  if  this  fails,  pro- 
moting suppuration,  which  is  relieved  by  va- 
ginal incision.  Such  cases  of  parametritis  as 
are  associated  with  high  temperature  are  those 
that  also  have  associated  with  them  salpingo- 
oophoritis  and  pelvic  peritonitis.  Even  in 
these  cases  conservative  treatment  often  accom- 
plishes much.  The  treatment  consists  of  rest 
in  bed,  fluid  diet,  attention  to  the  bowels,  the 
ice-bag  or  ice-coil,  and  the  usual  antipyretic 
treatment  should  be  instituted.  Cold  or  tepid 
vaginal  douches  should  be  given  several  times 
daily. 

The  treatment  of  peritonitis  with  no  collec- 
tion of  fluid  in  the  peritoneal  cavity  consists  of 
free  purgation  by  salines.  Large  quantities  of 
fluids  are  administered  by  mouth,  rectum,  un- 
der the  skin,  or  intravenously.  The  cleansing 
of  the  bowels  should  be  followed  by  starvation 
diet  and  the  intestines  kept  at  rest  by  opiates 
(Bandler).  The  head  of  the  bed  should  be 
kept  elevated.  “In  more  diffuse  peritonitis 
with  general  abdominal  distention,  this  must 
be  kept  up  until  the  inflammatory  process  and 
the  exudates  have  become  localized.  In  diffuse 
cases  give  five  per  cent  solution  of  glucose  by 
rectum  or  intravenously.  In  the  subacute 
stage,  cold  cloths,  changed  every  four  or  five 
hours,  should  be  applied  and  the  bowels  kept 
open  by  enemata.  In  the  chronic  stage,  use 
warm  and  hot  sitz-baths.  Later  on,  if  exudates 
are  left  and  there  is  not  elevation  of  tempera- 
ture, loose  packing  of  the  fornices  with  glycer- 
ine and  gauze  may  be  done.”  In  old  cases 
with  adhesions,  prolonged  hot  vaginal  douches 
may  be  given,  with  mechanical  stretching  of 
the  adhesions  or  bands.  The  end  result  of 
this  condition,  whether  originally  subacute  or 
acute,  is  adhesions,  and  if  much  pain  persists, 
surgery  is  often  necessary. 
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ETIOLOGY  AND  DIAGNOSIS  OF  ACUTE 
PELVIC  DISEASES.* 
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St.  Elizabeth’s  Hospital. 

In  considering  the  etiology  and  diagnosis  of 
acute  pelvic  diseases  it  is  necessary,  first,  to 
classify  or  enumerate  the  conditions  that  prop- 
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erly  belong  to  this  subject.  Stein  (L.  I.  Med. 
Jour.,  June,  1924)  observes  that  acute  pelvic 
lesions  may  be  either  mechanical  or  inflamma- 
tory. Under  mechanical  or  traumatic,  he  con- 
siders : a. — perforation  of  uterus ; b. — ruptured 
ectopic  pregnancy;  c. — hemorrhage  or  rupture 
of  ovarian  cyst;  d. — ovarian  cyst  with  twisted 
pedicle;  e. — incarceration  of  fibroid;  f. — vagi- 
nal or  bladder  hemorrhage;  g. — ureteral  stone; 
h. — strangulated  hernia.  Under  the  inflamma- 
tory conditions,  he  considers : a. — acute  salpin- 
gitis; b. — acute  exacerbation  of  chronic  sal- 
pingitis; c. — pelvic  peritonitis. 

As  both  etiology  and  diagnosis  of  some  of 
these  conditions  are  more  or  less  obvious,  I 
shall  consider  only  the  more  important  ones. 

Perforation  of  the  uterus  is  met  with  not  in- 
frequently. The  predisposing  causes  of  uterine 
rupture  have  been  enumerated  by  Heilman, 
thus:  Cesarean  scar;  fatty  infiltration  of  the 
muscle  in  the  obese;  over-distention;  adherent 
placenta,  sepsis,  or  eclampsia  in  previous  preg- 
nancies; uterine  diseases,  malformations  or 
tumors;  cachexia;  interstitial  pregnancy;  ad- 
hesions of  the  uterus  to  surrounding  tissues; 
dystocia.  The  direct  causes  are : external 
violence;  obstetrical  operations,  and  violent 
contractions  of  the  uterus  with  formation  of 
Bandl  ring. 

The  uterus  may  rupture  after  only  a few 
hours  of  moderately  severe  pains,  and  I wish 
especially  to  stress  the  importance  of  the  Cesa- 
rean scar.  A case  illustrating:  this  factor  re- 
cently  came  under  my  observation.  The 
mother,  aged  forty,  had  had  five  normal  de- 
liveries. The  sixth  pregnancy  was  terminated 
by  Cesarean  section  on  account  of  placenta 
previa.  Pregnancy  occurred  again  and  patient 
went  to  term  with  no  untoward  symptoms.  As 
this  mother  had  had  five  normal  deliveries  and 
was  in  excellent  physical  condition,  it  was  de- 
cided to  leave  her  alone  and  let  labor  come  on 
in  a natural  way.  Labor  pains  came  on  natur- 
ally and,  after  about  two  hours  of  moderately 
severe  contractions,  the  uterus  suddenly  rup- 
tured and  in  thirty  minutes  patient  was  dead — 
before  surgical  aid  could  be  given.  Post-mor- 
tem examination  revealed  the  head  of  the  child 
and  the  placenta  free  in  the  abdominal  cavity. 

I do  not  believe  we  are  justified  in  advocat- 
ing, once  a Cesarean  section,  always  a Cesarean 
section,  but  I do  believe  that  in  every  case 
where  pregnancy  follows  a Cesarean  section, 


the  patient  should  be  placed  in  a hospital  when 
labor  comes  on  and  kept  under  the  closest  ob- 
servation, being  ready  for  immediate  operation 
should  rupture  occur. 

Diagnosis  is  made  by  sudden,  severe,  sharp 
pains,  shock,  evidences  of  internal  hemorrhage, 
altered  shape  of  the  abdomen,  and  a slipping 
away  of  the  presenting  part.  Keller  ( Gy  nee . 
and  Obst .,  February-March,  1921),  however, 
lays  stress  on  the  insignificance  of  the  symp- 
toms in  certain  cases.  In  one  case  of  ruptured 
lower  segment,  there  were  no  symptoms  until 
a retro-peritoneal  hematoma  became  infected. 
In  eleven  out  of  twenty-two  cases  rupture  oc- 
curred spontaneously  in  maternity  under  close 
supervision. 

Ruptured  Ectopic  Pregnancy. — There  are 
many  theories  and  hypotheses  put  forth  to  ex- 
plain the  causation  of  extra-uterine  pregnancy. 
This  is  undoutedly  due  to  the  fact  that  the 
physiology  of  ovulation,  implanation  and  de- 
velopment is  not  yet  entirely  understood.  It 
was  originally  thought  that  the  ciliary  cur- 
rent of  the  mucous  membrane  of  the  tubes 
and  that  of  the  uterus  was  in  opposite  di- 
rections, that  of  the  tubes  being  directed  to- 
ward the  uterus  and  that  of  the  uterus  upward 
toward  the  tubes,  thus  forming  a natural  meet- 
ing place  of  sperm  and  ovum  at  the  fundus. 
It  was  considered  abnormal  for  spermatozoa 
to  gain  entrance  into  the  tubes;  but,  should 
this  accidentally  happen,  then  tubal  preg- 
nancy was  apt  to  occur.  We  now  know  that 
the  ciliary  current  of  the  uterus  as  well  as  that 
of  the  tubes  is  downward,  and  that  the  sper- 
matozoa readily  stem  this  current,  and  it  seems 
quite  probable,  if  not  certain,  that  impregna- 
tion of  the  tubes  is  common,  if  not  the  regular 
method. 

Deaver  says,  “Once  fertilization  has  taken 
place,  development  begins  at  once,  and  what- 
ever delays  the  ovum  in  its  passage  to  the 
uterus,  putting  out  anchoring  villi,  in  the  pres- 
ence of  a suitable  soil,  renders  imminent  the 
occurrence  of  an  extra-uterine  gestation.” 

The  mechanical  influences  which  may  inter- 
fere with  the  prompt  passage  of  the  ovum  into 
the  uterus  are  malformation  of  the  tubes,  ob- 
struction from  within  or  without,  inflamma- 
tion, and  excessive  size  of  the  ovum  itself.  Of 
these,  the  inflammatory  factor  is  the  most  im- 
portant. 

The  symptoms  of  ruptured  ectopic  preg- 
nancy are  usually  frank  and  outspoken,  and 
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present  a fairly  classical  picture  of  this  condi- 
tion. 

A careful  history  and  thorough  physical  ex- 
amination are  most  important  from  the  stand- 
point of  diagnosis.  Ruptured  ectopic  preg- 
nancy is  usually  ushered  in  by  severe  lancinat- 
ing, agonizing  pain  in  the  hypogastrium  and 
the  opposite  side  of  the  pelvis,  followed  by 
shock  and  collapse,  with  symptoms  of  internal 
hemorrhage.  Physical  examination  will  reveal, 
in  the  majority  of  cases,  the  presence  of  an  en- 
larged tube,  hypertrophy  of  the  uterus,  with 
softening  of  the  cervix,  and  the  presence  of 
free  blood  in  the  pelvis,  or  a broad  ligament 
hematoma.  Pain,  hemorrhage,  and  shock 
should  be  held  in  mind  as  the  three  most  cardi- 
nal symptoms. 

Acute  salpingitis  is  nearly  always  secondary 
to  infection  of  the  uterus  or  peritoneum.  Ac- 
cording to  Polak  the  infecting  organisms  may 
reach  the  tubes  by  four  different  routes : 

1.  From  the  interior  of  the  uterus,  as  in 
acute  gonorrheal  infection  of  the  endometrium. 

2.  From  the  peritoneal  cavity  by  way  of  the 
abdominal  ostium,  as  in  streptococcic  and 
staphylococcic  cellulitis  and  peritonitis,  follow- 
ing childbirth  and  abortion. 

3.  From  the  tube  wall,  as  in  appendicular 
and  intestinal  perforations. 

4.  And,  finally,  through  the  blood  and  lymph 
channels,  as  in  the  case  of  primary  tuberculous 
salpingitis. 

Sepsis  and  gonorrhea  are  the  most  common 
causes  of  tubal  inflammation,  the  gonococcus 
being  the  organism  most  frequently  met  with, 
and  jm-oducing  from  40  to  50  per  cent  of  all 
tubal  infections. 

The  diagnosis  is  based  on  the  history,  symp- 
toms, physical  signs,  and  microscopic  examina- 
tion (Ashton).  In  the  history,  we  are  usually 
able  to  trace  the  affection  back  to  a septic  or 
gonorrheal  infection,  and  thus  establish  the 
diagnosis.  Considerable  difficulty  is  some- 
times encountered  in  differentiating  a right- 
sided tubal  inflammation  from  acute  appendi- 
citis. This  is  particularly  true  if  the  appendix 
is  adherent  in  the  pelvis,  or  if  a right  salpingi- 
tis and  appendicitis  co-exist. 

Acute  pelvic  peritonitis  may  truly  be  con- 
sidered a pathological  entity,  because  the  peri- 
toneum is  involved  in  almost  all  inflammations 
of  the  uterus,  parametrium,  tubes  and  ovaries 
as  an  extension  and  complication  of  the  origi- 
nal inflammation.  It  is  practically  always 


secondary  to  infections  of  the  uterus,  tubes, 
ovaries,  bladder,  pelvic  cellular  tissues,  intes- 
tines or  vermiform  appendix. 

Gonorrhea  and  sepsis  again  play  the  most 
important  causative  role.  Uncleanliness, 
faulty  technique,  abrasions  and  traumatism  fol- 
lowing operations,  labor,  and  abortions  also 
play  their  part  in  the  causation  of  this  malady. 

The  diagnosis,  according  to  Polak,  is  based 
on  certain  symptoms,  common  to  all  forms  of 
peritonitis,  viz.,  temperature,  tenderness,  ten- 
sion or  rigidity,  abdominal  sensitiveness,  tym- 
pany, intestinal  paresis  and  gastric  irritation, 
and  they  differ  only  in  their  intensity  and 
location. 


CLINICAL  PATHOLOGY  AS  APPLIED  TO 
PELVIC  DISEASES.* 


By  LINWOOD  D.  KEYSER,  M.  D.,  M.  S.  in  Pathology, 
Roanoke,  Va. 

Clinical  pathology  is  an  outstanding  prod- 
uct of  the  twentieth  century  and  its  general  ap- 
plication "has  reached  its  highest  development 
in  our  own  generation.  The  subject  bf  this  pa- 
per comprehends  the  whole  field  of  gyneco- 
logic pathology,  and  to  treat  it  in  detail  is  ob- 
viously impossible.  Therefore,  I have  taken 
the  liberty  of  choosing  certain  phases  of  pelvic 
disease  for  discussion. 


Menstrual  Disturbances. 

The  disorders  of  menstruation  are  manifold 
and  no  two  classifications  are  in  agreement. 
The  anatomical  or  mechanical  types  associated 
with  cervical  stenosis,  tight  cicatricial  internal 
os,  retroversion  and  acute  anteflexion,  uterine 
hypoplasia,  hyperplasia  of  the  endometrium, 
and  catarrhal  or  venereal  infection,  are  recog- 
nized. The  functional  types  are  less  well  un- 
derstood on  a pathologic  basis.  Thus,  we  may 
find  on  examination  a normal  disposition  and 
development  of  the  pelvic  organs  associated 
with  menstrual  pains.  Circulatory  disturb- 
ances, dysfunction  of  the  sympathetic  nervous 
system,  and  particularly  a dyscrasia  of  the 
functions  of  the  endocrine  glands  are  brought 
forward  to  explain  the  process.  Much  has 
been  done  in  a clinical  and  experimental  way 
to  show  the  relation  of  the  ovaries,  the  hypoph- 
ysis, and  the  thyroid  to  the  functional 
groups,  but  on  the  whole  the  knowledge  ob- 
tained has  been  inconclusive  and  the  results 

♦Read  as  part  of  a symposium  on  "Pelvic  Diseases”  before 
the  Southwestern  Virginia  Medical  Society,  at  Mountain  Lake, 
Va.,  August  27-28,  1925. 
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of  endocrine  therapy  have  been  disappointing. 
The  condition  of  small  cystic  degeneration  or 
excessive  atresia  of  the  ovarian  follicles  does 
seem  to  be  associated  with  dysmenorrhea  very 
frequently,  especially  in  younger  women  and 
the  administration  of  ovarian  substance  or  cor- 
pus luteum  not  infrequently  gives  relief. 

In  the  disorders  of  menstruation  which  are 
unassociated  with  inflammation  or  neoplasms, 
the  clinical  pathologist  has  little  aid  to  offer. 
Especially  is  this  true  of  the  functional  types. 
However,  we  must  look  to  the  future  in  ex- 
perimental medicine  to  bring  about  the  isola- 
tion of  the  ovarian  hormones  and  their  phar- 
macologic study  on  a basis  similar  to  that  in 
which  insulin,  thyroxin,  pituitrin,  and  adrena- 
lin have  been  investigated.  This  may  do  much 
to  clarify  our  minds  in  regard  to  a much  mis- 
understood and  irrationally  treated  disease. 

Conditions  Associated  With 
Pregnancy. 

In  the  toxemias  of  pregnancy  the  clinical 
pathologist  may  be  of  great  aid  in  both  diag- 
nosis and  treatment.  His  function  will  be  to 
follow  the  blood  and  urinary  chemical  and 
morphologic  findings.  In  pernicious  vomit- 
ing, the  occurrence  of  a high  ammonia  co- 
efficient in  the  urine,  with  usually  a normal 
carbon-dioxide  combining  power  in  the  blood 
indicates  a peculiar  form  of  acidosis ; while  the 
oliguria  with  albumin  and  casts  may  be  of 
significance.  In  acute  yellow  atrophy,  nephri- 
tic, pre-eclamptic,  and  eclamptic  toxemias, 
signs  of  renal  and  hepatic  malfunction  can 
be  checked  to  some  extent  through  the  clinical 
laboratory.  Thus,  in  acute  yellow  atrophy,  the 
total  nitrogen  of  the  blood  is  increased;  there 
is  acidosis;  the  urine  shows  albumin;  leucin 
and  tyrosin  crystals  are  present,  and  the  small 
quantity  of  urine  passed  may  be  of  import. 
There  is  frequently  a small  amount  of  acetone 
present  and  the  nitrogen  partition  may  show 
a diminution  in  the  urea  with  an  elevation  of 
the  ammonia  coefficient.  In  differentiating  ne- 
phritic  and  pre-eclamptic  toxemias  a high  non- 
protein  nitrogen  in  the  blood  will  favor  the 
nephritis.  Oliguria  in  marked  degrees  is  more 
usual  in  pre-eclamptive  toxemia.  In  eclampsia 
renal  insufficiency  is  frequently  acute  and  strik- 
ing. The  albumin  may  mount  as  high  as  40 
gm.  per  liter,  while  as  much  as  10  gm.  is  fre- 
quently present.  Blood  cells,  hemoglobin,  and 
casts  are  also  abundant. 


In  the  autopsy  room  the  study  of  the  kid- 
neys with  their  glomerulo-necrotic  changes,  of 
the  liver  with  the  mid-zonal  necroses  of  yellow 
atrophy,  and  the  hemorrhagic  hepatitis  with 
periportal  necrosis  in  eclampsia,  may  be  valua- 
ble in  demonstration.  For  the  future  remains 
the  task  of  isolating  the  toxins  productive  of 
these  lesions. 

The  pathology  of  abortion,  miscarriage,  and 
premature  labor  may  be  briefly  mentioned.  In 
the  first  half  of  gestation,  we  find  that  devel- 
opmental anomalies,  either  in  the  uterus  or  in 
the  embryo  itself,  misplacements  such  as  ex- 
treme retroversion,  tumors,  changes  in  the  ap- 
pendages of  the  ovum  (such  as  excessive  tor- 
sion of  the  cord,  hydramnios,  or  hydatidi — 
form  mole),  interfere  with  the  development  of 
the  fetus,  lead  to  its  death,  and  precipitate  ex- 
pulsion. Inflammation  in  the  decidua,  espe- 
cially those  forms  known  as  hypertrophic  de- 
cidual endometritis,  atrophy  of  the  decidua, 
chronic  glandular  hyperplasia,  and  acute  de- 
ciduitis are  responsible  for  perhaps  70  per  cent 
of  early  abortions.  Later  in  pregnancy,  dis- 
eases of  the  placenta  may  lead  to  the  same 
result.  An  obliterating  endarteritis  in  the  ves- 
sels of  the  chorionic  villi,  or  the  formation  of 
abundant  red  or  white  infarcts  may  interfere 
with  fetal  nutrition  to  such  an  extent  as  to 
bring  about  death.  Placenta  previa,  low  im- 
plantation of  the  placenta,  velamentous  inser- 
tion of  the  cord,  and  premature  separation  of 
the  placenta  may  likewise  bring  about  disas- 
trous circulatory  changes  with  abortion  as  a 
sequel.  Syphilis  probably  causes  most  of  the 
premature  labors  or  late  miscarriages,  its  pres- 
ence in  the  mother  seldom  interfering  with 
pregnancy  in  the  early  months.  Besides  this, 
acute  infectious  diseases,  toxemias,  malnutri- 
tion, or  progressive  systemic  disease  of  any 
kind  may  be  predisposing  factors.  It  should 
be  the  function  of  the  clinical  pathologist  to 
examine  carefully  all  premature  uterine  speci- 
mens, to  study  the  placenta  for  infarcts,  cysts, 
tumors,  calcification,  and  inflammation.  Pla- 
cental tuberculosis  is  rare.  Syphilis  is  com- 
mon and  the  gross  and  microscopic  changes 
rather  characteristic.  There  is  a dull,  greasy, 
pale  appearance,  it  is  swollen  and  enlarged. 
The  villi  when  teased  out  present  a club-shaped 
appearance,  and  have  lost  their  arborescence. 
The  blood  vessels  have  diminished  in  size  and 
number.  There  is  a proliferation  of  stroma 
cells.  The  fetus,  if  dead,  should  be  carefully 
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examined,  looking  for  the  dry,  drawn,  grayish 
appearance  of  the  skin,  and  the  thickening  of 
the  soles  and  feet,  often  with  pemphigoid  vesi- 
cles. The  lungs  may  show  pneumonia  alba,  the 
liver  a cirrhotic  enlargement  with  areas  of 
round  cell  infiltration,  together  with  large  di- 
lated capillaries,  the  so-called  “blood  islands.” 
The  spleen  and  pancreas  show  interstitial  fi- 
brosis. Most  characteristic  is  the  osteochon- 
dritis occurring  at  the  epiphyseal  and  diaph- 
yseal juncture  in  the  long  bones — Wegners 
bone  disease.  The  line  of  junction — Guerin’s 
line — is  normally  about  1 mm.  in  width  and  the 
line  of  calcification  beyond  it  is  smooth,  where- 
as, in  syphilis  the  line  of  calcification  in  jagged, 
due  to  irregularity  in  the  deposition  of  lime 
salts,  and  Guerin’s  line  is  2 to  3 mm.  in  width. 

A study  of  the  embryo,  of  the  membranes, 
and  of  the  decidua  for  changes  mentioned 
above  is  equally  important. 

In  the  consideration  of  ectopic  pregnancy 
the  pathologist  is  frequently  called  upon  to  give 
an  opinion.  Do  we  deal  in  the  individual  case 
with  ruptured  tubal  pregnancy,  inflammatory 
hematosalpinx,  tubal  abortion,  ruptured  bleed- 
ing ovarian  follicle,  or  a bleeding  ovarian  or 
tubal  neoplasm?  In  extra-uterine  pregnancy 
there  is  usually  little  or  no  decidual  reaction 
in  the  tube  or  in  the  ovary,  the  ovum  imbed- 
ding itself  directly  into  the  connective  tissue 
or  muscle  of  the  wall.  A pseudo-decidua  cap- 
sularis  envelops  the  ovum.  In  the  walls  of 
the  ruptured  tube  can  usually  be  found  the 
tell-tale  chorionic  villi  of  the  trophoblast,  even 
when  the  ovum  or  fetus  itself  has  been  lost  in 
the  mass  of  blood  which  is  found.  A hemato- 
salpinx of  inflammatory  origin  may  occur  with 
rupture,  as  in  a case  recently  seen.  However, 
this  is  rare.  Hematosalpinx  may  also  occa- 
sionally result  from  gynatresia,  but  is,  under 
such  conditions,  easily  recognizable  from  the 
concomitant  hematometra  or  hematocolpos. 
The  uterine  decidual  formation  which  takes 
place  with  ectopic  gestation  may  be  of  diag- 
nostic import.  Frequently  it  is  cast  off  in  shreds 
or  as  a complete  sac  at  the  time  of  bleeding. 
Some  observers  in  cases  of  doubt  as  to  the 
existence  of  ectopic  pregnancy  curette  the 
uterus.  The  finding  of  uterine  decidua  in  a 
degree  of  development  which  approximates 
that  of  normal  pregnancy,  tends  to  confirm  the 
diagnosis  that  pregnancy  exists  outside  the 
tube. 

The  surgical  pathology  of  chorionic  disease 


is  a matter  of  the  gravest  importance,  especial- 
ly in  connection  with  hydatidiform  mole  and 
chorio-epithelioma.  Hydatidiform  mole  occurs . 
usually  in  the  first  three  months  of  pregnancy. 
The  uterus  undergoes  greater  enlargement 
than  usual.  The  embryo  is  atrophic,  unde- 
veloped, and  finally  undergoes  dissolution.  The 
chorionic  villi  undergo  intense  hypertrophy. 
The  syncytium  and  Langhans’  cells  prolifer- 
ate to  marked  degree,  penetrating  Nitabuch’s 
fibrin  layer  of  the  placenta,  going  deep  into 
the  decidua  and  not  infrequently  into  the  uter- 
ine musculature.  The  blood  vessels  of  the- 
terminal  villi  degenerate  and  disappear  and 
the  stroma  degenerates,  so  that  in  advanced, 
cases  its  cells  become  necrotic  and  the  nuclei 
lose  their  staining  properties.  The  hyper- 
trophic villi  at  times  may  invade  the  uterine 
fall  to  such  an  extent  as  to  lead  to  perforation 
and  fatal  intra-abdominal  hemorrhage.  The 
association  of  ovarian  lutein  cystoma  with 
hydatidiform  mole  is  often  emphasized.  The 
ovaries  may  likewise  at  times  be  the  seat  of 
chronic  small  cystic  disease.  The  lutein  cysts 
undergo  involution  changes  after  expulsion  of 
the  mole.  Vulval  or  vaginal  tumors  are  often 
noted.  Whether  these  are  true  metastases  from 
the  tumor  or  they  occur  as  a result  of  phacental 
transportation  of  particles  of  a benign  growth 
is  still  sub  judice.  On  local  removal,  however, 
they  seem  to  be  cured. 

Chorio-epithelioma  is  a malignant  prolifera- 
tion of  the  embryonic  trophoblast.  It  may  de- 
velop after  full-term  labor,  abortion,  or  hyda- 
tidiform mole.  One-third  to  one-half  of  the 
cases  are  preceded  by  hydatidiform  mole,  and 
it  may  be  said  that  about  5 per  cent  of  hyda- 
tidiform moles  will  be  followed  by  chorio- 
epithelioma.  The  proliferation  of  Langhans’ 
cells  and  syncytium  is  extensive  and  the  in- 
vasion of  the  uterine  tissue  excessive.  Metas- 
tases to  the  lung,  bones,  parametrial  tissues,  and 
vulva  are  early  and  prominent  features.  His- 
tologically, the  differentiation  of  the  tissue  ob- 
tained by  curettage  from  that  of  hydatidiform 
mole  or  normal  placental  trophoblast  is  diffi- 
cult and  by  some  authors  its  possibility  is  de- 
nied. Ewing,  however,  holds  that  microscopic 
differentiation  is  possible  in  the  majority  of 
cases.  The  excess  of  syncytial  tissue,  with  ab- 
sence of  well-formed  villi,  and  wide  separation 
of  the  epithelial  elements,  the  formation  of 
bands  of  acidophilic  syncytium  commingled  in 
disorderly  relations  with  islands  of  actively 
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growing  Langhans’  cells  help  to  diagnose 
chorio- carcinoma.  The  syncytium  may  appear 
in  abundant  isolated,  elongated,  and  coherent 
buds  resembling  malignant  moles,  or  it  may 
form  diffuse  sheets  with  large  vesicular  nuclei 
and  resemble  giant  squamous  epithelium.  The 
tissue  is  extremely  hemorrhagic  and  blood 
islands  are  profuse.  Another  group  of  chorio- 
epitheliomas  to  which  Ewing  gives  the  name 
“syncytioma”  presents  the  picture  of  invasion 
of  the  uterine  wall  by  many  large  or  giant 
acidophile  cells  of  the  general  type  of  syncy- 
tial wandering  cells.  On  the  whole,  the  ex- 
amination of  curettings  in  cases  of  this  type 
cannot  be  entirety  relied  upon  to  give  the  diag- 
nosis. The  clinical  picture  of  recurrent  bleed- 
ing, especially  after  curettage  with  the  finding 
of  excessive  trophoblastic  elements  is  the  cri- 
terion which  makes  the  surgeon  decide  upon 
radical  operative  interference. 

Uterine  Diseases  and  the  Study  of 
Curettings. 

We  can  only  touch  upon  the  various  phases 
of  clinical  pathology  as  applied  to  uterine  dis- 
ease. Endometritis,  interstitial,  hyperplastic 
polypoid,  and  infectious,  are  well  recognized. 
Infectious  endometritis  and  cervicitis,  although 
more  frequently  due  to  gonorrhea,  are  not 
solely  due  to  this  cause.  The  demonstration 
of  the  gonococcus,  especially  in  smears,  is  very 
infrequent  in  the  chronic  cases.  In  chronic  leu- 
corrhea  with  definite  evidence  of  gonorrheal 
inflammation  in  the  tubes,  we  find  the  gono- 
coccus only  occasionally.  Myomata  of  the 
uterus  are  usually  diagnosed  by  bimanual  pal- 
pation. although  the  microscope  may  help  us 
in  defining  a submucous  myoma  which  is  caus- 
ing bleeding  and  which  is  frequently  not  pal- 
pated. Sarcoma  can  often  be  demonstrated  in 
curettings.  It  may  originate  in  myomatous 
degeneration  or  in  the  submucous  uterine  tis- 
sue. Usually  the  diagnosis  is  made  after  the 
uterus  has  been  removed  and  sections  of  the 
tissue  made.  The  clinical  appearance  of  ascites 
with  myomata  in  the  uterus  is  very  suggestive 
of  malignant  change. 

Cancer  of  the  uterus,  both  in  cervical  and 
fundic  location,  is  usually  demonstrated  in  the 
tissues  removed  at  biopsy.  In  spite  of  the 
warning  to  the  contrary,  the  gynecologist  still 
incises  cancerous  tissue  for  obtaining  diagnos- 
tic specimens  more  frequently  than  do  surgeons 
who  deal  with  other  parts  of  the  body.  One  or 


two  general  points  in  diagnosis  may  be  empha- 
sized. Epithelioma  is  not  often  found  in  an 
eroded  cystic  cervix  or  in  the  cervix  of  a pro- 
lapsed sclerotic  uterus.  Again,  if  the  cervix 
has  numerous  cysts,  it  is  almost  certain  not  to 
be  cancerous,  but  one  should  be  on  the  look- 
out for  adenomyoma  of  the  uterus,  particularty 
if  the  cysts  are  associated  with  a polypoid  en- 
dometrium. When  uterine  curettings  are  ex- 
amined in  the  fresh  state  and  are  found  to  be 
smooth,  reddish  or  brownish,  and  glistening, 
the  condition  is  practically  always  benign.  On 
the  other  hand,  if  the  scrapings  are  whitish,  or 
grayish  and  granular,  or  sometimes  resemble 
brain  tissue,  the  condition  is  practically  always 
malignant,  Pyometra  is  usually  associated 
with  malignant  disease. 

Tubo-Ovarian  Inflammations. 

Tuberculosis  and  syphilis  in  the  uterus  and 
vagina  as  primary  processes  are  extremely  rare. 
Tuberculous  endometritis  occurs  occasionally 
in  association  with  tubal  tuberculosis,  and  un- 
der such  circumstances  may  occasionally  be 
cliagnosable  from  curettings.  It  is  well  known 
that  tuberculous  tubes  are  practically  always 
open,  and  gonorrheal  tubes  are  practically  al- 
ways closed.  It  is  also  well  known  that  stick- 
ing a needle  in  the  little  bodies,  which  are 
often  found  on  the  serosa  of  the  fallopian 
tubes,  will  usually  indicate  whether  one  is  deal- 
ing with  tuberculosis  or  simple  inflammatory 
cysts.  If  these  little  bodies  collapse,  they  are 
inflammatory;  if  not,  they  are  tuberculous. 

If  the  pathologist  receives  a mass  from  an 
ovary  or  tube  filled  with  a whitish  putty-like 
material,  a very  simple  test  will  show  whether 
the  mass  is  a dermoid  cyst  or  the  end-result  of 
a tuberculous  process.  Broders  was  the  first  to 
demonstrate  this  and  feels  it  very  satisfactory. 
If  cold  water  is  allowed  to  run  over  some  of 
the  substance  held  in  the  gloved  hand  and  it 
washes  off,  the  process  is  practically  always 
tuberculous ; if  it  sticks  to  the  fingers,  the  sub- 
stance is  usually  the  product  of  a dermoid  cyst. 
The  substance  that  washes  off  contains  a large 
amount  of  calcium  carbonate,  while  that  which 
sticks  is  made  up  for  the  most  part  of  sebace- 
ous material.  If  a careful  microscopic  ex- 
amination is  made  of  the  walls  of  the  sac, 
which  contains  the  substance  that  washes  off 
easily,  definite  evidence  of  tuberculosis  will  be 
demonstrated  in  most  instances. 

Tumors  in  the  tubes  of  primary  origin  are 
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very  rare.  Carcinoma,  chorio-epithelioma, 
mucous  polyps,  papilloma,  fibroma,  fibro- 
mvoma,  sarcoma,  and  endothelioma  are  occa- 
sionally encountered. 

Adenomyomata. 

Adenomyomata  are  extra-luminal  inclusions 
of  endometrial-like  epithelium  surrounded  by 
myomatous  tissue.  The  work  of  Cullen,  Meyer, 
Opitz  and  others  has  led  us  to  believe  that  they 
are  developed  from  and  are  connected  with 
the  glands  of  the  uterine  mucosa.  Sampson,  in 
1921,  demonstrated  that  the  histogenesis  of  ex- 
tra-uterine adenomyomata  may  take  place  from 
the  retrograde  displacement  of  uterine  epithe- 
lium at  the  time  of  menstruation,  with  subse- 
quent implantation  in  the  various  parts  of  the 
female  pelvis,  where  such  growths  have  been 
described.  He  also  showed  that,  while  such 
growths  are  essentially  benign,  they  may  and 
frequently  do  show  invasive  tendencies.  Thus 
the  not  infrequent  finding  of  adenomj'oma  in 
the  recto- vaginal  septum,  the  round,  and  broad 
ligaments,  the  tubes  and  other  parts  of  the 
pelvis,  is  explained.  Implantation  in  the 
ovaries  gives  rise  to  the  formerly  much  misun- 
derstood and  much  discussed  chocolate  and 
tarry  cysts.  At  each  menstrual  period  the 
epithelial  lining  gives  rise  to  the  transudation 
of  blood,  with  the  formation  of  included 
bloody  fluid  in  the  glandular  structure.  This 
accounts  for  the  characteristic  pain,  which  is 
so  significant  in  diagnosis.  In  the  uterus  it- 
self it  has  been  shown  that  adenomj^omata  may 
originate  by  growing  directly  from  the  endo- 
metrium, or  the  uterus  may  be  invaded  by  im- 
plants that  have  occurred  on  the  serous  surface 
of  the  organ.  The  histologic  diagnosis  of  ade- 
nomyoma  presents  no  difficulty,  the  ectopic 
myomatous  tissue,  the  included  endometrial- 
like  tissue  and  the  content  in  old  menstrual 
blood  making  the  picture  clear. 

Ovarian  Tumors. 

No  field  of  pathology  requires  more  skill  and 
experience  in  gross  and  microscopic  diagnosis 
and  is  more  misunderstood  by  perhaps  the  ma- 
jority of  pelvic  surgeons  than  the  study  of 
ovarian  neoplasms.  It  would  be  futile  n*t  this 
time  to  elaborate  on  the  various  classifications 
that  have  been  proposed,  or  the  histologic  dif- 
ferences of  the  various  types.  Of  the  simple 
cysts,  non-proliferating  in  type,  we  may  men- 
tion the  follicle  cysts — most  of  which  are  mono- 


locular,  filled  with  a thin  amber  fluid,  and  con- 
taining no  epithelial  lining.  From  the  thecal 
cells  may  develop  a lining  with  lutein-like  cells. 
These  are  to  be  differentiated  from  true  corpus 
luteum  cysts,  which  are  surrounded  by  a thicker 
layer  of  lutein  cells,  this  layer  being  arranged 
in  wavy  fashion  and  the  cell  elements  being 
larger.  Cystadenomata  are  essentially  multi- 
locular  in  almost  all  instances.  Pseudomucin- 
ous cysts  are  filled  with  a gelatinous  or  mucin- 
like fluid,  are  usually  unilateral,  rarely  develop 
in  the  folds  of  the  broad  ligament,  and  tend  to 
have  well-formed  pedicles.  They  are  lined  with 
high  non-ciliated  columnar  or  cylindric  epithe- 
lium, and  papillary  outgrowth  from  the  lining 
epthelium  is  comparatively  rare.  Carcinomat- 
ous degeneration  is  very  rare  but  should  be 
borne  in  mind.  Spilling  of  the  contents  into 
the  abdomen  is  attended  with  little  danger  of 
implantation,  however  rarely  this  does  occur, 
these  cells  continuing  to  secrete  pseudo-mucin 
and  giving  rise  to  a condition  to  which  the 
name  “pseudo-myxoma  peritonei”  has  been 
given. 

Serous  cystodenomata  are  usually  multilocu- 
lar,  the  number  of  locules,  however,  being  less 
than  in  the  pseudomucinous  variety.  They  are 
filled  with  a clear,  yellowish  serous  fluid,  ex- 
tremely rich  in  albumin,  but  free  from  pseudo- 
mucin. They  are  lined  with  low  columnar  epi- 
thelium, usually  ciliated.  Most  of  them  show 
a papillary  proliferation  of  the  lining  epithe- 
lium, which  may  appear  either  on  the  inside 
or  the  exterior  of  the  cyst,  depending  on  the 
direction  of  growth.  Serous  cystadenomata 
tend  to  grow  in  both  ovaries,  are  not  apt  to  be 
supplied  with  good  pedicles,  and  may  grow  into 
the  broad  ligament.  On  rupture,  seed  im- 
planatation  of  the  papillary  excrescences  may 
occur  anywhere  in  the  peritoneal  cavity  with 
subsequent  production  of  ascites,  which  may 
become  prodigious. 

Carcinoma  in  the  ovaries  may  develop  as  a 
primary  solid  tumor  of  high  malignancy  or  a 
cystic  primary  growth.  Most  of  them,  how- 
ever, result  from  malignant  change  in  benign 
papillary  serous  cystadenoma.  The  appearance 
of  malignant  cystadenoma  so  closely  resembles 
the  benign  variety  that  microscopic  dift'erentia- 
tion  is  difficult  at  times.  The  contents  of  the 
malignant  cysts  are  more  apt  to  be  bloody. 
The  pattern  of  growth  is  more  arborescent  and 
distorted,  like  uterine  adenocarcinoma.  The 
disorderly  and  extreme  hyperplasia  of  the  epi- 
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thelial  elements  which  usually  contain  vesicu- 
lar nuclei,  with  large  prominent  nucleoli,  helps 
to  make  the  picture  clear.  It  is  best  to  treat  all 
papillary  cystadenomata  of  the  ovary  as  po- 
tentially malignant  and  always  to  remember 
that  the  other  ovary  is  also  very  likely  in- 
volved. 

'Flie  origin  of  implantation  cysts  from  the 
endometrium  has  been  mentioned  as  a form  of 
adenomyoma.  We  might  go  further  and  dwell 
at  length  on  the  benign  ovarian  dermoids,  the 
malignant  teratomas,  and  the  many  interesting 
theories  of  histogenesis  connected  therewith. 
The  benign  fibromas,  the  sarcomas,  the  rare 
hypernephroma,  the  metastatic  tumors,  often 
from  organs  so  remote  as  the  stomach  and 
breast,  such  as  is  illustrated  by  the  tumor  of 
Krukenberg,  could  attract  our  attention.  How- 
ever, enough  has  been  said  of  specific  patho- 
logy. 

It  has  been  my  purpose  in  this  cursory  out- 
line to  emphasize  a few  practical  points  which 
we,  as  clinicians  and  surgeons,  should  carry 
with  us  in  dealing  with  the  pathology  of  pel- 
vic disease. 

One  word,  in  closing,  with  regard  to  the  sur- 
geon’s attitude  toward  the  pathologist.  The 
man  in  the  laboratory  can  and  should  only 
diagnose  what  he  sees  microscopically  and 
grossly.  If  he  leans  too  heavily  on  the  clini- 
cal findings,  he  is  likely  to  be  biased.  It  is  im- 
portant above  all  that  he  know  the  location  of 
the  tissue.  After  he  has  made  a tentative  diag- 
nosis from  tissue,  chemical,  or  bacteriologic 
study,  then  the  history  may  be  carefully 
studied,  and  the  final  decision  made  from  a 
co-operative  clinico-pathologic  correlation  of 
the  two. 

417  Shenandoah  Life  Building. 


THE  USE  OF  X-RAY  AND  ULTRA  VIOLET 

LIGHT  IN  THE  TREATMENT  OF  NON- 

MALIGNANT  CONDITIONS  OF  THE 
SKIN." 

By  THOMAS  WHITEHEAD  MURRELL,  M.  D„  Richmond,  Va. 

In'  this  paper  it  is  the  intention  to  take  up 
only  a few  phases  of  the  subject  suggested  by 
the  title. 

However  natural  to  the  writer,  the  derma- 
tological viewpoint  is  the  only  logical  approach 
to  this  subject.  As  an  attorney  for  actinic 
therapy,  one  may  name  a host  of  conditions 
which  may  receive  some  benefit  from  X-ray, 

’Read  before  the  Richmond  Academy  of  Medicine,  October 
7,  1925. 


radium  or  ultra  violet  light.  But  it  is  not 
enough  for  a remedy  to  be  helpful;  it  must  be 
proven  to  be  more  helpful  than  other  measures 
before  it  can  be  considered  the  first  means  of 
therapy  in  a given  disease.  For  instance,  it 
is  possible  that  X-ray  would  in  some  measure 
relieve  the  itching  of  scabies,  yet  he  who  would 
advise  it  in  preference  to  unguentum  sulphuris 
would  not  only  be  fanatical,  but  criminally 
so. 

No  agent  yet  discovered  is  so  protean  in 
power  and  virtue  as  to  make  it  an  exclusive 
agent  in  treatment.  The  X-ray  is' the  single 
greatest  treatment  which  we  have,  and  the  one 
most  applicable  in  varying  and  different  con- 
ditions. It  is  well,  therefore,  to  guard  it  from 
the  reproach  which  will  come  if  used  routinely 
in  dermatologic  diseases. 

May  the  writer  at  this  point  arise  to  a ques- 
tion of  personal  privilege  to  state  this  argu- 
ment is  not  an  attack  or  a slur  on  the  specialty 
of  roentgenology.  Personally,  he  believes  the 
time  will  come  when  non-malignant  skin  con- 
ditions will  not  be  ragrded  as  part  of  the 
working  field  of  the  specialist  in  X-ray,  nor, 
on  the  other  hand,  will  the  malignant  condi- 
tions of  the  metastasizing  type  be  in  the 
working  field  of  the  dermatologist. 

Malignancy  has  no  medical  background.  It 
is  a part  of  the  domain  of  surgery  and  its 
mandatory  specialties.  There  is  no  prognosis 
in  squamous  carcinoma  in  which  the  cosmetic 
result  is  in  any  way  a determining  factor. 
With  such  cancer,  it  is  kill  or  be  killed,  and 
nothing  else  matters. 

With  the  non-malignant  conditions  there  is 
an  entirely  different  state  of  affairs.  Most,  if 
not  all,  of  these  conditions  have  a medical 
background,  their  treatment  demanding  more 
or  less  of  the  knowledge  of  internal  medicine. 
Most  of  them  have  po  effect  on  longevity, 
rather,  they  are  pests  to  make  life  miserable 
and  disfigure  the  little  beauty,  which  is  the 
average  human  heritage.  Cosmetic  results  are 
in  this  field  all  important.  Telangiectasis  and 
scarring  or  even  a slow  healing  burn  may 
be  of  no  matter  in  a cancer,  provided  the  can- 
cer is  killed.  Such  a result  in  acne  or  eczema 
would  be  totally  unforgiven,  substituting  as  it 
would  a permanent  injury  for  a transient  con- 
dition. 

Such  facts  as  these,  and  the  deductions  made 
from  them,  make  for  a variance  in  the  tech- 
nique in  the  two  specialties,  a variation  in  the 
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size  and  power  of  machinery  used,  as  well  as 
a variation  in  viewpoint.  Cosmetic  sanctity, 
so  ingrained  in  the  dermatalogist  may  well 
lead  to  timidity  in  facing  the  surgical  situa- ' 
tion  of  cancer.  On  the  other  hand,  the  ruth- 
less attitude  necessary  in  cancer  is  not  the 
mood  to  approach  an  acne  or  eczema. 

It  would  be  a matter  of  great  time  and  work 
to  compile  the  views  of  different  men.  It 
would  be  unfair,  for  instance,  to  take  McKee’s 
book  on  X-ray  and  Radium  Therapy  as  a guide 
to  solving  our  problem  since  it  is  purely  what 
the  title  indicates,  for  this  author  uses,  if  he 
does  not  actually  recommend  X-ray  in  ordi- 
nary rhus  poisoning.  On  the  other  hand,  any 
dermatological  text-book  prior  to  1916  will  be 
of  no  benefit  since  there  the  X-ray  will  be 
neglected. 

Fortunately,  there  is  one  man  who  seems  to 
combine  more  than  any  one  else,  perhaps,  the 
two  viewpoints,  Dr.  W.  A.  Pusey,  of  Chicago. 
I think  any  dermatologist  will  rest  his  case 
with  him,  and  the  roentgenologist  also,  since 
Dr.  Pusey  is  a pioneer  worker  in  X-ray.  His 
text-book  printed  in  1924  has  been  thoroughly 
covered,  and  the  following  extract  is  taken 
from  it: 

“The  changes  produced  by  X-rays  upon  liv- 
ing tissues  and  upon  bacteria  may  be  briefly 
summarized  as  follows: 

1.  They  cause  atrophy  of  the  appendages 
of  the  skin. 

2.  They  have  a destructive  action  upon  or- 
ganisms in  living  tissues. 

3.  They  have  a peculiar  effect  upon  the  nu- 
trition of  the  living  cells,  producing  in  their 
less  intense  action  a stimulation  of  the  meta- 
bolism of  the  tissues,  which,  when  their  effect 
is  greater,  may  go  on  to  the  point  of  the  dis- 
organization of  the  cells  and  their  destruction. 

4.  This  destructive  action  upon  living  cells 
destroys  certain  diseased  cells  before  it  de- 
stroys the  more  resistant  healthy  cells  of  the 
stroma. 

5.  They  have  an  anodyne  effect. 

From  the  foregoing,  it  may  be  deduced  that 
X-rays  have  possible  indications  in  the  follow- 
ing groups  of  affections: 

1.  Conditions  where  it  is  desired  to  remove 
hair — (a)  hypertrichosis,  (b)  sycosis,  (c) 
favus,  (d)  tinea  tonsurans,  (e)  tinea  barbae 
or  tinea  sycosis. 

2.  Where  it  is  desired  to  cause  atrophy  or 
diminution  in  size  or  functional  activity  of 


the  sebaceous  glands — (a)  comedo,  (b)  acne, 
(c)  acne  rosacea,  (d)  lupus  erythematosis  (?), 
(e)  seborrhea. 

3.  Where  it  is  desired  to  cause  atrophy  or 
diminution  in  the  functional  activity  of  the 
sweat  glands — hyperidrosis. 

4.  It  is  possible  that  X-ra}^  might  be  of 
use  also  where  one  wanted  to  cause  exfoliation 
of  the  nail  substance. 

5.  Their  destructive  effect  upon  bacteria  in 
tissues,  of  course,  comes  into  play  in  a num- 
ber of  the  affections  in  which  their  use  is  sug- 
gested above. 

6.  Their  stimulating  effect  upon  the  meta- 
bolism of  the  skin  offers  a wide  field  of  appli- 
cation. It  is  probably  this  effect  that  ex- 
plains the  success  that  has  followed  their  use 
in  chronic  indurated  eczema,  lupus  erythema- 
tosus, lichen  planus,  psoriasis. 

7.  Their  power  of  causing  the  destruction 
of  tissues  of  low  resistance  without  the  de- 
struction of  the  healthy  stroma  is  the  theoreti- 
cal indication  for  their  use  in  various  malign- 
ant diseases. 

8.  Their  anodyne  effect  comes  into  play  in 
the  treatment  of  painful  malignant  and  in- 
flammatory conditions,  in  neuralgias,  and  in 
itching  dermatoses. 

It  is  manifest  from  the  foregoing  summary 
of  the  therapeutic  indications  for  X-rays  that 
their  field  of  application  in  dermatology  is 
very  extensive,  and,  as  a matter  of  fact,  this 
is  true.  It  is  hardly  too  much  to  say  that 
roentgenotherapy  is  the  most  widely  useful  ad- 
dition to  the  treatment  of  skin  diseases  which 
has  been  made.” 

These  are  the  theoretical  conclusions  under 
the  heading  X-ray  Therapy.  Now  the  text  of 
the  diseases  has  been  examined  to  see  how  far 
X-ray  treatment  in  Dr.  Pusey’s  judgment  will 
come  under  one  of  three  heads: 

1.  Cases  where  X-ray  is  the  onlv  treatment 
necessary,  and  where  it  is  the  best  or  indicated 
remedy.  These  are : 

Tinea  tonsurans;  tinea  sycosis;  blastomyco- 
sis; symmetrical  keratoderma  of  the  extremi- 
ties; keratosis  senilis;  multiple  warts — particu- 
larly plantar  type;  mycosis  fungoides;  hyperi- 
drosis; sycosis  vulgaris  ; acne  keloid. 

Two  of  this  group,  mycosis  fungoides  and 
blastomycosis,  are  usually  treated  at  the  same 
time  with  heavy  doses  of  the  iodides. 

2.  Cases  where  it  is  exceedingly  valuable  and 
onty  second  to  one  other  remedy: 
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Lupus  vulgaris — first  choice  photo-therapy; 

Lupus  erythematosus — first  choice  photo- 
therapy. 

(Here  he  gives  X-ray  first  choice  in  closing 
draining  sinuses  of  scrofuloderma). 

Pigmented  nevus — first  choice  C 02  snow; 

Vascular  nevus — first  choice  radium; 

Keloid — first  choice  radium. 

3.  Cases  where,  while  not  the  only  treat- 
ment, yet  should  be  included  as  a part  of 
the  indicated  treatment: 

Acne  ; 

Lichen  planus. 

4.  Diseases  where  certain  phases  of  the  dis- 
ease are  frequently  best  met  with  X-ray : 

Eczema ; 

Psoriasis ; 

Neuro-dermatitis. 

Of  course  all  this  is  only  Dr.  Pusey’s  opin- 
ion, but  being  so  competent  to  judge,  it  may 
be  accepted  as  close  to  the  fact.  To  the  writer 
this  is  so,  since  it  conforms,  not  only  with 
his  own  experience,  but  with  the  general  idea 
gathered  from  the  dermatological  literature 
and  conversations  of  other  men  in  this  work. 

No  doubt  he  leaves  out  much.  For  instance, 
X-ray  is  not  mentioned  in  carbuncle,  though 
our  local  roentgenologists  have  many  brilliant 
cases  to  their  credit  with  this  trouble. 

If  Dr.  Pusey’s  conclusions  are  true,  certain 
other  conclusions  become  obvious.  As  with 
other  therapeutic  agents  that  have  proven  their 
worth,  one  would  surely  be  open  to  criticism 
if  he  used  some  of  the  lesser  remedies  in  heart 
conditions,  because  he  personally  was  not  able 
to  obtain  digitalis,  provided  digitalis  could  be 
obtained  a few  blocks  away. 

In  these  cases  where  X-ray  or  radium  is  the 
indicated  remedy,  it  is  not  fair  to  the  patient 
not  to  give  him  his  chance  for  a more  certain 
and  speedy  cure. 

On  the  other  hand,  if  these  are  indications 
and  medical  conditions  to  be  met,  it  is  not  fair 
to  put  all  the  eggs  into  one  therapeutic  basket 
and  to  rest  the  case  at  this  point. 

The  greatly  increased  use  of  the  X-ray  by 
dermatologists  at  large  is  mainly  due  to  the 
standardization  of  the  indirect  technique 
given  to  the  world  by  McKee,  Remer  and 
Weatherbee — the  now  familiar  formula  of 

MaXVXT 

( ?)  1 skin  unit,  a point  slightly  below 

DXD 

the  erythema  or  point  of  X-ray  skin  damage. 


The  lack  of  such  a standardization  is  the 
trouble  with  ultra  violet  light.  Most  state- 
ments made  as  to  its  power  are  of  little  value 
since  it  represents  an  individual  technique  and 
experience.  There  are  two  kinds  of  ultra 
violet  machines.  The  air-cooled  lamp  for  dif- 
fuse raying  is  perhaps  of  more  general  value. 
The  water  cooled  or  Kromayer  lamp  is  the 
type  of  photo-therapy  referred  to  by  Pusey 
when  speaking  of  photo-therapy  used  in  lupus 
vulgaris  and  nevus.  With  this  last  the  writer 
has  had  no  personal  experience. 

Four  years’  use  of  the  air-cooled  lamp  has 
proven  its  value  beyond  question  as  a stimu- 
lant. Judged  by  results  obtained  by  other 
methods,  it  is  the  indicated  remedy  in  alopecia 
areata  and  ordinary  scalp  stimulation.  It  is 
indicated  as  a part  of  the  treatment  of  leg 
ulcers  and  the  ulceration  of  erythema  indurata. 
It  relieves  to  a considerable  degree  the  itching 
of  lichen  planus,  dermatitis  herpetiformis, 
para-psoriasis  and  ichthyosis. ' With  psoriasis 
it  has  been  very  disappointing  and  its  value 
in  acne  has  not  been  proven. 

Following  the  report  of  Michaels  at  the  last 
meeting  of  the  Southern  Medical,  I have  used 
it  with  great  success  in  pityriasis  rosacea.  Of 
course  this  is  a harmless  condition  and  in  time 
gets  well  without  treatment,  but  the  ready 
elimination  of  the  eruption  is  very  pleasing  to 
patients  who  object  to  the  presence  of  this 
disease. 

No  doubt,  many  more  uses  will  be  found  for 
this  agent,  and  very  probably  a personal 
ignorance  makes  it  what  it  is  in  the  writer’s 
work,  but  it  is  safe  to  say: 

1.  The  ultra  violet  light  is  an  agent  in  no 
way  comparable  to  the  X-ray  in  general  ap- 
plicability or  power  for  good. 

2.  Until  its  technique  is  standardized,  it  will 
continue  a remedy  of  unstable  character,  its 
real  value  being  clouded  by  the  extravagant 
claims  of  the  manufacturer. 

3.  If  a remedy,  judged  by  what  experience 
we  have  to  guide  us,  is  the  indicated  remedy, 
the  rights  of  the  patient  demand  that  he 
should  receive  it. 

4.  We  are  all  doctors  first  and  specialists 
last.  There  is  no  more  reason  why  a roent1 
genologist  should  avoid  other  indicated 
therapy  than  the  dermatologist  should  avoid 
X-ray  and,  therefore, 

5.  The  treatment  of  patients  is  the  work  of 
a doctor  and  not  a technician. 

17  East  Grace  Street. 
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THE  BUSINESS  SIDE  OF  THE  PRACTICE 
OF  MEDICINE.* 

By  ALEXANDER  McLEOD,  M.  D„  Glen  Allen,  Va. 

Medical  colleges  with  their  hospitals  give 
a complete  course  in  medicine.  The  practical 
business  part  of  making  a living  is  left  en- 
tirely  with  the  young  doctor.  He  must  work 
out  his  own  problems.  He  soon  finds  out  that 
the  greater  part  of  the  money  due  him  for  the 
little  practice  he  has  done  is  still  due  him.  He 
realizes  that  as  his  practice  increases,  so  do 
his  expenses  and  unpaid  accounts.  As  time 
goes  on  these  become  one  of  his  real  problems. 

The  majority  of  doctors  have  had  ho  busi- 
ness training  before  they  are  turned  loose  on 
the  public.  Although  they  need  the  money 
badly  for  their  first  practice,  they  are  very 
timid  about  charging  enough  for  their  services 
and  sending  out  statements  and  asking  people 
for  the  money  due  them.  The  public  is  wise 
to  this  weakness.  Unfortunately  many  begin- 
ners continue  this  easy,  careless  way  about  their 
pay  all  their  lives.  They  may  make  good  doc- 
tors, work  hard  and  have  large  practices. 
They  may  do  a lot  of  good.  They  are  better 
to  everyone  else  than  to  themselves.  They  are 
a prey  for  every  dead  beat.  They  never  ac- 
cumulate anything  to  speak  of.  They  are  not 
respected  as  they  should  be.  They  are  not  able 
to  give  their  families  the  comforts,  nor  their 
children  the  advantages  they  should  have.  If 
this  type  of  doctor  should  die  suddenly  or  be- 
come disabled,  his  wife  and  children  would  be 
left  in  financial  distress.  Have  you  ever  heard 
the  remark,  “why  don’t  you  know  Doctor  So 
and  So  has  over  $10,000.00  on  his  books.” 
When  I hear  a remark  like  that  I feel  sorry 
for  that  doctor.  He  is  not  getting  what  he 
earns.  He  may  be  getting  what  he  deserves. 

The  doctor  who  is  slovenly  in  collecting  his 
accounts  receivable,  is  usually  careless  about 
the  caliber  of  services  he  renders.  He  is  toler- 
ated, admonished  and  condoned  by  the  public 
because  he  is  easy.  He  is  afraid  of  the  public 
because  very  often  his  work  is  not  what  it 
should  be.  He  slashes  fees  instead  of  digging 
at  the  bottom  of  his  cases  for  a reputation.  He 
seems  to  clamor  for  volume  only.  By  his  acts 
he  says,  “to  h — with  everybody”  including  his 
fellow  practitioner. 

After  all,  gentlemen,  it  is  only  a species  of 
laziness  or  moral  cowardice  not  to  give  £rood 
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service  and  charge  and  collect  accordingly. 
Who  is  it  that  can  do  his  best  work  for  people 
able  to  pay  and  at  the  same  time  feel  that  he 
will  be  paid  only  a fraction  of  what  his  serv- 
ices are  worth  ? It  is  an  ever  narrowing 
vicious  circle. 

I started  out  to  practice  in  a very  unbusi- 
nesslike way.  The  more  practice  I did,  the 
harder  it  was  to  get  cash  to  pay  my  bills.  My 
expenses  ivere  more.  I gave  away  more  medi- 
cines, bandages  - and  sundry  supplies.  I was 
away  from  my  people.  I had  a wife,  child  and 
a practice — started.  That  was  all.  It  was 
either  make  that  practice  pay  me  enough  to 
live  on,  or  do  something  else.  After  all  of  the 
time  and  money  I had  spent  in  a medical  edu- 
cation, I couldn’t  afford  to  quit.  I didn’t  want 
to  quit.  I love  to  practice  medicine.  I don’t 
like  to  undertake  anything  and  not  complete  it. 
Finally,  I evolved  a plan  that  I am  now  suc- 
cessfully following  whereby  I collect  95  per 
cent  of  my  bills.  I will  try  and  outline  it  to 
you  gentlemen  tonight. 

First:  I keep  an  accurate,  itemized  account 
on  my  day  sheet  of  all  work  done,  for  whom, 
and  their  addresses.  Items  are  recorded  as  I 
do  the  work.  I charge  for  all  medicines  and 
supplies  used.  I am  just  as  careful  to  record 
all  moneys  collected.  At  the  end  of  the  day 
I transfer  these  items  to  a small  card  index 
file.  On  the  back  of  each  card  I record  diag- 
nosis and  treatment  given.  By  this  method  of 
recording  I induce  failure  to  record  charges  to 
a minimum.  I can  render  an  accurate  itemized 
statement  at  any  time.  I can  refer  back  and 
tell  what  Avas  the  matter,  and  what  I did  for  a 
patient  when  he  consulted  me  before.  I never 
have  the  embarrassment  of  sending  a patient 
a bill  for  an  account  he  has  paid,  nor  am  I 
unable  to  give  the  same  medicine,  when  re- 
quested, that  I gave  for  a similar  condition  be- 
fore. These  are  little  things,  but  they  do  count 
in  many  Avays.  I carry  this  card  index  with 
me  on  my  rounds  of  calls.  People  often  wait 
•’til  they  see  me  to  pay  me.  Many  ask  me  for 
their  accounts  aAvay  from  the  office.  They  pay 
then  if  I tell  them  the  amount. 

Second:  When  I dismiss  a patient,  I give  the 
amount  of  the  bill  then.  People  are  more 
grateful  and  seem  to  pay  more  cheerfully  just 
as  they  are  gettting  well  than  at  any  other  time 
later.  Many  will  pay  all  then.  Some  will  pay 
part.  The  rest  will  tell  you  when  they  Avill 
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pay.  The  longer  an  account  stands,  the  harder 
it  is  to  collect. 

Third:  I send  out  monthly  statements.  By 
doing  so  I keep  it  fresh  in  their  minds  that 
they  owe  me.  Many  people  will  forget  the  doc- 
tor as  soon  as  they  are  well.  They  never  think 
of  him  until  he  is  needed  again.  If  they  owe 
you  very  much  they  are  more  apt  to  call  some 
other  doctor  than  if  you  had  collected.  When 
you  remind  them  each  month  more  will  pay 
you  when  they  see  you.  Many  patients  desire 
a statement  each  month  to  know  just  how  they 
stand  with  their  doctors.  By  sending  state- 
ments promptty,  disputed  charges  can  be  ad- 
justed while  the  items  are  fresh  on  your  mind. 
You  are  then  at  an  advantage,  but  if  some 
time  has  elapsed  and  you  have  forgotten,  you 
usually  have  to  adjust  it  just  like  the  patient 
wants  it,  and  to  your  loss.  Bear  in  mind  always 
that  patients  that  pay  you  praise  you ; patients 
that  owe  you  furnish  them  that  knock  you. 
The  ones  most  bitter  are  the  ones  you  credited 
the  most  and  the  longest,  and  then  tried  to 
collect  from  them. 

Fourth:  I never  personally  ask  for  settle- 
ment of  charged  accounts  under  three  months. 
I just  send  statements.  Anytime  afterwards, 
or  if  I hear  a patient  is  moving  away,  I go  to 
see  him  at  once.  I tell  him  I have  come  to 
present  my  accoimt.  I time  my  visits  when  he 
is  most  likely  to  have  money— after  payday, 
etc.  I collect  all,  in  part  or  a promise  to  pay 
at  a future  time  and  I keep  going  at  stated 
times  until  paid  in  full.  Also  to  close  these 
accounts,  where  I can’t  get  partial  payment  I 
take  a note  or  buy  anything  of  value  they  have 
to  sell.  Accounts  of  six  months  or  longer  and 
not  closed  or  paying  on  I give  to  a constable 
or  collection  agency  to  worry  over.  I take  their 
cards  out  of  my  active  file.  I try  to  use  dis- 
cretion and  not  hound  and  press  good  people 
in  this  intensive  manner  if  they  can’t  pay.  I 
give  them  more  time  or  cancel  their  bills.  I 
use  this  only  on  the  hard  ones. 

So  much  for  the  collecting  after  it  is 
charged.  Now  what  is  better  still  is  to  get  all 
or  part  cash  as  you  do  the  work. 

Much  of  my  work  consists  of  one,  two  and 
three  calls.  These  accounts  run  from  two  to 
fifteen  dollars — according  to  distance.  Almost 
any  family  can  pay  an  account  of  this  size  as 
well  one  time  as  another,  and  will  pay  at  once 
if  handled  right.  I say  when  finishing  the 
case  and  they  don’t  mention  pay,  “Now  Mr. 


So  and  So  your  bill  is  so  much.  Your  credit  is 
good  with  me.  I’ll  charge  it  if  you  want  me 
to,  but  hadn’t  you  rather  pay  it  now  ? You  can 
then  forget  it,  and  I won’t  have  to  send  you 
a bill  for  it.  It  is  just  about  as  easy  for  you 
to  pay  this  small  amount  one  time  as  another.” 
That  gets  payment  then — either  in  full  or  part 
— and  a definite  time  as  to  when  the  other  will 
be  paid.  I say  to  those  deferring  “You  just- 
save  it  for  me  and  I will  come  by  for  it  at  that 
time.”  With  those  that  put  me  off  by  telling 
me  they  have  a note  to  meet,  I ask  for  and 
generally  get  a note  for  my  account.  Their 
defense  at  giving  a note  is  weak  at  that  time. 
First  they  give  notes,  second  they  are  em- 
barrassed by  not  having  money  to  pay  you,  and 
I don’t  fail  to  tell  them  that  my  account  is  just 
as  good  and  just  as  important  as  any  bill  they 
have.  I carry  blank  notes  in  my  pocket  at  all 
times.  You  have  all  heard  the  saying,  “Strike 
when  the  iron  is  hot.” 

Some  cases  are  sick  a long  time.  The 
ones  that  carry  sick  insurance  should  pay  some 
each  week.  I know  when  they  get  their  bene- 
fits. I tell  them  that  sick  insurance  is  for  the 
doctor  anyway,  and  that  they  must  pay  me 
half  or  so  much  of  this  insurance  money  each 
week.  I tell  others  it  is  easier  to  pay  a small 
bill  than  a large  one  and  suggest  they  pay  me 
five,  ten  or  fifteen  dollars  each  one  or  two 
weeks,  and  I’ll  credit  them  with  it  and  their 
bill  won’t  be  so  large  when  they  get  well.  I use 
this  method  only  on  the  known  or  suspected 
slow  pa}r. 

Confinement  cases  are  collected  for  when  I 
dismiss  the  case.  I tell  them  what  I will  charge 
them  when  they  engage  me.  I give  them  a 
cash  price  and  tell  them  so.  Where  I think 
necessary  I tell  them  it  is  easier  to  save  up  the 
doctors  money  before  the  baby  comes  and  pay 
him  then  than  to  save  it  up  afterwards.  This 
is  one  sickness  they  know  of  ahead  of  time  and 
they  should  prepare  for  it.  If  they  haven’t 
all  of  my  fee  when  I dismiss  them,  I keep  after 
them  until  paid.  I make  known  bad  pay,  pay 
me  half  of  my  fee  before  I take  the  case,  the 
balance  is  usually  easy.  My  percentage  of  col- 
lections for  confinement  cases  is  over  95  per 
cent. 

Venereal  cases  are  cash  as  I go — I charge  ac- 
cording to  ability  to  pay.  If  you  credit  them 
they  beat  you  more  often  than  any  other  class 
of  practice. 

Now  a few  practical  points  and  I’m  through. 
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I never  stop  treating  a case  until  I know  he 
or  she,  more  often  she  thinks  she  is  all  right. 
I give  them  a tonic  and  order  them  to  report 
to  my  office  or  send  for  me  when  the  medicine 
gives  out. 

When  patients  I know  to  be  bad  pay  con- 
sult me  at  my  office,  I tell  them  my  terms  are 
cash.  I charge  a dollar  a visit,  medicines  ex- 
tra— for  they  have  to  pay  cash  for  medicines 
anyway  elsewhere. 

Everv  doctor  should  have  office  hours  and 
endeavor  to  keep  them.  It  saves  many  miles 
of  driving.  It  helps  you  to  collect.  It  enables 
you  to  get  your  meals  regularly.  Now  don’t 
forget  to  give  your  office  callers  a thorough  ex- 
amination. Take  their  blood  pressure.  Ex- 
amine their  urine  if  indicated.  In  my  experi- 
ence more  mistakes  are  made  by  doctors 
through  carelessness  and  laziness,  than  from 
lack  of  knowledge. 

Don’t  forget  to  record  findings  and  treatment 
given. 

Ever  keep  in  mind  that  to  press  people  prop- 
erly for  overdue  accounts  improves  your 
clientele.  It  enlarges  your  income.  Replace 
the  ones  you  lose  from  the  reputation  you  get 
for  promptness  in  making  your  calls  and 
thoroughness  in  taking  care  of  your  cases  and 
by  your  businesslike  methods.  Don’t  deny  the 
worthy  needy — but  learn  to  say  no  to  the  dead- 
beat. Have  you  ever  been  tied  up  on  a case  that 
didn’t  amount  to  a tinker’s  d — and  have  a real 
good  family  have  an  accident  happen  to  one 
of  them  or  some  one  get  sick?  They  would 
call  you  and  when  they  found  you  out,  they 
called  some  one  else.  Who  is  the  loser?  The 
owl  can  tell  you. 

You  don’t  want  as  patients  people  that  won’t 
pay  you  a reasonable  fee,  in  a reasonable  time, 
for  good  service,  when  they  are  able.  You 
haven’t  time  to  treat  them.  Mark  them  off  your 
list.  You  had  better  spend  the  time  you  would 
take  up  with  them  in  getting  better  acquainted 
with  your  wife  and  children,  or  at  some  relax- 
ing, healthful  sport,  or  at  some  work  of  a hobby 
nature. 

Now,  in  conclusion,  I would  not  have  you 
get  the  impression  that  I place  finances  ahead 
of  my  profession.  If  I did  I never  would  have 
selected  medicine  as  a profesion,  because  I feel 
sure  that  the  same  amount  of  time,  energy  and 
sacrifice  that  the  average  doctor  puts  into  his 
practice,  if  given  to  business,  would  be  very 
much  more  remunerative.  I do  feel,  however, 


that  the  medical  profession  as  a whole  has 
been  very  lax  in  looking  after  their  own  finan- 
cial interests.  We  are  entitled  to  a comforta- 
ble living.  We  should  accumulate  something 
for  our  loved  ones  in  the  event  of  an  early 
death  or  for  our  old  age.  Kind  words  for  the 
doctor  that  is  dead  and  gone  are  all  very  well, 
but  they  do  not  pay  the  widow’s  coal  bill  or 
for  the  children’s  school  books.  After  all,  we 
cannot  put  a commercial  value  on  our  work. 
How  can  one  settle  on  a financial  basis  for  the 
saving  of  human  life?  But  every  laborer  is 
worthy  of  his  hire. 

CONVULSIONS  FOLLOWING  THYROID- 
ECTOMY-REPORT OF  CASE. 

By  W.  R.  PAYNE,  M.  D.,  Newport  News,  Va. 

Elizabeth  Buxton  Hospital. 

A review  of  the  more  recent  literature  re- 
veals that  convulsions  occur  frequently  after 
parathyroid  injury  or  loss  in  human  and  ani- 
mal subjects.  The  cause  is  not  well  established. 
The  recent  work  by  Collip  and  Hanson  indi- 
cated calcium  deficiency  as  the  most  significant 
element  in  the  production  of  the  convulsions. 

I have  been  unable  to  find  a description  of 
epilepsy  as  a complication  of  thyroidectomy. 
Dr.  Crile  says  that  he  has  seen  convulsions  fol- 
low thyroid  operations  but  in  none  of  these 
cases  had  there  been  unconsciousness. 

The  following  case  includes  certain  peculiar 
details,  including  epileptiform  attacks : 

M.  IT,  aged  19,  Jewess,  clerk,  single,  was 
seen  first  on  the  night  of  November  27,  1924, 
complaining  of  numbness,  choking  sensations 
and  unconscious  attacks.  Her  past  family  and 
personal  historj^  was  negative. 

Two  years  ago  she  noticed  some  enlargement 
of  her  neck  and  some  nervousness;  both  of 
these  conditions  continued  to  grow  worse  un- 
til June  2,  1924,  at  which  time  she  presented 
herself  to  a physician  in  another  city  for  ex- 
amination. His  records  show  that  she  had  a 
marked  exophthalmos,  poor  convergence,  flush- 
ing of  skin,  enlargement  of  thyroid  with  loud 
bruit  on  both  sides,  a fine  tremor  of  the  hands 
and  tojngue,  pulse  rate  120,  blood  pressure 
125/80,  basal  metabolic  rate  63  and  a loss  in 
weight  from  148  to  103  pounds.  The  examina- 
tion disclosed  no  other  significant  conditions. 
After  a period  of  rest  and  preparation  she 
was  operated  upon  June  25th,  both  lobes  being 
removed. 

During  the  latter  part  of  her  convalescence 
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she  had  her  first  attack  which  was  suggestive 
of  epilepsy.  These  attacks  became  more  fre- 
quent and  more  severe,  occurring  from  a day 
to  several  weeks  apart,  coming  on  without 
warning.  During  the  intervals  she  was  dull 
and  apathetic,  refusing  to  eat  at  times  and 
would  not  volunteer  conversation  even  with 
members  of  her  family.  She  had  not  menstru- 
ated since  her  operation,  five  months  before. 

On  the  occasion  of  my  first  visit  she  had 
just  recovered  from  an  attack,  but  on  the  fol- 
lowing night  I saw  her  in  an  attack  in  which 
she  fell,  striking  her  head  on  the  floor.  For 
about  ten  minutes  she  was  unconscious,  re- 
flexes absent,  muscles  rigid,  head  thrown  back, 
eyes  closed,  bloody  froth  exuding  from  mouth, 
and  pulse  rate  of  68.  She  recovered  in  fifteen 
minutes,  complaining  of  headache. 

Examination  following  day:  Patient  lying 
in  bed,  mentally  dull,  volunteered  no  conversa- 
tion, answered  questions  hesitatingly,  and  ap- 
peared totally  uninterested  in  her  condition. 
She  was  well  developed  and  fairly  well  nour- 
ished. Skin  was  very  dry  and  there  was  an 
acneform  rash  on  shoulders.  Hair  was  dry 
and  alopecia  marked,  there  being  several  areas 
one  inch  in  diameter  in  which  there  was  prac- 
tically no  hair.  Forehead  presented  a contu- 
sion from  falling.  Eyes  showed  a slight 
exophthalmos.  Tongue  was  bleeding.  There 
was  a transverse  scar  of  operative  incision  on 
neck.  The  heart  rate  was  68;  blood  pressure 
110/70;  reflexes  active;  urine  negative;  Was- 
sermann  negative. 

Treatment : Absolute  rest  in  bed,  a light  diet, 
luminal  gr.  ss — t.  i.  d.,  thyroid  extract  gr.  ss — 
t.  i.  d.,  and  lutein  1 c.c.  hypodermically  daily 
for  six  days,  and  then  every  second  day  until 
twelve  were  taken,  then  lutein  tablets  grs.  v — 
t.  i.  d.,  for  fourteen  days.  ' 

December  17,  1921:  At  the  end  of  a month 
thyroid  extract  was  increased  to  grs.  iv  daily 
and  luminal  gradually  reduced  to  gr.  i daily. 
Allowed  out  of  bed;  began  menstruating  six 
days  before.  Skin  and  hair  show  some  im- 
provement. Mental  attitude  markedly  im- 
proved. Pulse  rate  72. 

January  20,  1925:  Patient  states  that  she 
menstruated  again  at  end  of  twenty-eight  days ; 
flow  was  normal,  lasting  four  days.  Her  only 
complaint  is  feeling  “dazed”  at  times,  and 
numb  especially  in  limbs.  Luminal  was  re- 
duced to  gr.  ss  daily.  Thyroid  was  continued 


and  parathyroid  gr.  4/10  daily  was  given  in 
addition. 

F ebruary  23rd : Patient  feels  fine  in  every 
way  except  numbness  in  legs.  Calcium  lactate 
grs.  vi  every  four  hours  was  given. 

March  19th : General  condition  good.  No 
numbness.  Weight  has  increased  eight  pounds 
since  illness  began.  Thyroid  extract  discon- 
tinued. 

April  23rd : Hair  and  skin  appear  normal. 
Weight  increased  four  pounds  since  March 
19th.  Pulse  rate  72.  Continue  parathyroid 
gr.  4/10  daily,  and  calcium  lactate  grs.  x every 
four  hours. 

May  23rd : General  condition  excellent.  She 
now  enjoj^s  playing  piano,  singing,  auto  riding, 
dancing,  etc.,  also  works  in  store  one  day  a 
week.  Calcium  lactate  grs.  x was  continued 
t.  i.  d.  No  other  medication. 

June  22nd:  Patient  states  that  she  feels  per- 
fectly well.  Has  no  complaints.  Her  weight 
has  increased  from  97  to  113 y2  pounds.  Her 
skin  and  hair  have  regained  their  normal  ap- 
pearance. 

August  27th:  Patient  states  that  she  never 
felt  better  in  her  life;  is  working  as  a clerk, 
does  not  tire  easily;  cheeks  are  rosy.  Pulse 
rate  72.  Blood  pressure  116/80.  Weight  115 
pounds. 

Comment 

This  case  has  been  under  observation  and 
treatment  for  ten  months,  during  which  time 
her  improvement  has  been  steady.  She  has 
had  no  convulsions  since  being:  oiven  luminal 
on  my  first  visit;  it  being  discontinued  six 
months  ago.  She  has  menstruated  regularly 
every  twenty-eight  days  for  the  past  ,nine 
months.  For  the  past  seven  months  she  has 
had  no  sensation  of  numbness  or  choking. 

Her  appetite  is  normal  and  weight  increased 
eighteen  pounds.  Her  mental  state  has 
changed  markedly;  she  is  cheerful,  converses 
freely,  enjoys  music,  dancing  and  shows.  She 
has  almost  a complete  lapse  of  memory  from 
the  time  of  her  operation  until  January  of 
this  year. 

This  case,  to  my  mind,  has  been  mystifying 
and  interesting.  I have  purposely  avoided 
making  a diagnosis. 

My  present  opinion  is  that  I was  dealing 
with  an  irregular  type  of  tetany,  associated 
with  hypothyroidism. 
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HEALTH  STATUS  OF  PRE-SCHOOL 
CHILDEN  OF  VIRGINIA. 


By  EMILY  GARDNER.  M.  D.,  Richmond,  Va. 
Assistant  Director  Bureau  of  Child  Welfare,  Virginia  State 
Board  of  Health. 


For  the  past  three  and  a half  years  the  State 
Board  of  Health  in  its  attempt  to  lower  the 
preschool  morbidity  and  mortality  rate  has 
been  conducting  Child  Welfare  Conferences  in 
many  counties  of  the  State.  These  conferences 
have  been  held  at  the  request  of  local  doctors, 
county  public  health  nurses,  social  workers, 
sanitary  inspectors,  mission  workers  and  inter- 
ested citizens.  The  late  spring,  summer  and 
early  fall  have  been  as  a rule  the  seasons  in 
which  the  conferences  have  been  held,  because 
of  weather  conditions,  road  facilities  and  the 
lack  of  interference  with  the  school  work  of 
the  public  health  nurses. 

The  purpose  of  the  conferences  is  education ; 
the  desire  is  to  teach  the  parents  that  disease 
prevented  is  better  than  disease  cured,  that 
many  of  the  diseases  of  childhood  may  be 
avoided  b}r  correction  of  defects,  proper  nutri- 
tion, establishment  of  hygiene  habits,  in  con- 
junction with  certain  prophylactic  measures,  as 
vaccines  and  serums.  To  accomplish  this,  a 
complete  medical  examination  is  made,  defects 
are  indicated  and  parents  are  advised  to  have 
corrections  made  as  the  family  physician 
recommends.  Emphasis  is  placed  on  the  neces- 
sity for  health  habits,  suitable  food,  sufficient 
fresh  air  and  sleep. 

As  an  added  service  a dentist  worked  with 
the  conferences  during  the  summers  of  1923  and 
1924  and  one  month  of  1925.  A large  number 
of  dental  corrections  were  made  for  the  pre- 
school children  and  for  an  occasional  mother. 
Because  of  the  lack  of  funds  the  dental  work 
could  not  be  continued  during  the  entire  sum- 
mer of  1925. 

Since  1922,  Child  Welfare  Conferences  were 
held  in  fifty-one  of  the  one  hundred  counties 
of  the  State.  The  findings  at  these  conferences 
show  the  immense  percentage  of  very  young 
children  handicapped  by  one  or  more  defects. 

Statistically  stated : 


1923 

Number  of  children  examined  1.877 

Number  with  defective  eyes 

Number  with  defective  ears 

Number  with  defective  teeth.. 26  + % 
Number  with  defective  ton- 


sils   31  + % 

Number  with  evidence  of 
nasal  obstruction  18  + % 


1924  1925 

2,499  2,009 

7 + % 3 + % 

3 + % l + % 

39  + % 39  + % 

38  + % 45  + % 

18  + % 8+% 


Number  with  cervical  glands 


enlarged  . . 

29  + % 

66  + % 

43  + % 

Number  with 

defective  hearts  4+% 

7 + % 

9 + % 

Number  with 

defective  lungs.  5 + % 

3 + % 

5 + % 

Number  with 
fects 

orthopedic  de- 
6 + % 

5 + % 

9 + % 

Number  with 
fects  

abdominal  de- 

8 + % 

13+% 

Number  with  skin  eruption 12  + % 10+%  12  + % 

Total  number  children  with 

defects  81+%  85  + % 86+% 

Total  number  children  with- 
out defects 18  + % 14+%  13  + % 

In  considering  these  statistics,  several  fac- 
tors must  be  considered: 

First,  there  was  a uniformity  in  the  exam- 
inations. The  medical  examinations  were 
standardized  by  a uniform  record  sheet.  In 
1924  and  1925  one  clinician  made  all  but  ap- 
proximately 850  examinations,  consequently, 
the  determination  of  what  constituted  a defect 
was  consistent. 

Second,  the  ages  of  the  children  examined 
varied  from  a few  months  to  six  years.  Since 
defective  teeth  and  defective  tonsils  are  impos- 
sible or  comparatively  rare  in  babies  under 
nine  months  of  age,  the  figures  representing 
these  defects  are  consequently  diluted. 

Third,  what  constituted  a defect  according 
to  the  clinician’s  opinion  should  be  considered : 

a.  Eyes — any  organic  lesion,  such  as  strabis- 
mus, inflammation,  ulceration,  etc. 

b.  Ears — anjr  abnormality,  discharge  or  evi- 
dent deafness. 

c.  Teeth — caries  or  pronounced  malocclu- 
sion. 

d.  Tonsils — enlargement,  inflammation,  ap- 
parent infection,  undue  adhesion  or  pronounced 
cryptic  condition  with  enlarged  anterior  cervi- 
cal glands  and  history  of  frequent  colds,  ear- 
aches, sore  throats  or  malnutrition. 

e.  Nasal  obstruction — mouth  breathing,  snor- 
ing,  etc. 

f.  Cervical  glands — palpable. 

g.  Hearts — arrhythmias,  organic  or  func- 
tional murmurs. 

h.  Lungs — rales,  or  signs  of  suspicious  tu- 
berculosis. 

i.  Orthopedic — flat  feet,  spinal  curvatures, 
cleft  palates,  chest  abnormalities,  paralysis, 
etc. 

j.  Abdominal — hernias,  ascites,  enlarged 
spleens  or  livers. 

lc.  Skin — eruption. 

As  a matter  of  interesting  comparison  the 
following  percentages  were  taken  from  school 
examinations  made  by  the  same  clinician,  using 
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the  same  basis  for  examination  with  the  added 
test  for  vision  and  hearing: 


First  Second 
School  School 

Number  examined 239  182 

Number  with  defective  eyes __  l + % 2 + % 

Number  with  defective  teeth 70  + % 61  + % 

Number  with  defective  tonsils 77  + % 77  + % 

Number  with  evidence  of  nasal  ob- 
struction   9 + % 4 + % 

Number  with  cervical  glands  en- 
larged   80+%  70+% 

Number  wtih  defective  hearts 10  + % 12  + % 

Number  with  defective  lungs 3 + % 5 + % 

Number  with  skin  eruption 8 + % 8 + % 


The  larger  percentage  of  teeth  and  tonsil 
defects  among  the  school  children  in  compari- 
son is  partly  explained  by  the  number  of  in- 
fants in  the  preschool  group. 

As  yet  there  are  few  who  have  taken  the 
toxin- antitoxin  to  prevent  diphtheria  or  have 
been  vaccinated  against  smallpox.  Emphasis 
is  being  laid  on  the  protection  given  by  these 
and  the  need  for  the  preschool  child  to  be 
protected. 

Especially  is  it  important  that  the  preschool 
group  be  immunized  against  diphtheria  be- 
cause of  the  greater  susceptibility  at  these 
ages. 

Unfortunately,  it  is  impossible  to  estimate 
the  results  of  these  conferences  in  figures  of 
lives  saved,  or  disease  prevented.  Most  of  the 
clients  are  not  seen  again  and  as  yet  the  nurses 
have  given  no  separate  report  of  the  corrections 
made  of  the  particular  groups  examined  at 
these  conferences. 

Conclusions : 

1.  Over  three-fourths  of  preschool  children 
have  some  physical  defect. 

2.  The  largest  per  cent  of  defects  are  those 
of  teeth  and  tonsils. 

3.  The  majority  of  the  defects  found  are  sub- 
ject to  correction,  and  if  uncorrected  may  lead 
to  definite  impairment  of  health. 

4.  The  number  of  preschool  children  pro- 
tected from  diphtheria  is  exceedingly  small. 

5.  The  parents  need  educating  along  lines  of 
hygiene  and  the  importance  of  small  defects 
as  producers  of  physical  unfitness. 

CORNEAL  ULCER— TREATMENT  * 

By  ROBERT  SCOTT  LAMB,  M.  D„  Washington,  D.  C. 

It  is  not  in  the  hope  of  bringing  something 
new  to  your  attention  today  that  I have  chosen 
for  the  subject  of  this  paper — Corneal  Ulcer 

•Read  before  the  Medical  Society  of  Virginia,  Maryland  and 
the  District  of  Columbia,  November  18,  192,6. 


and  Its  Treatment — but  rather  in  the  hope  of 
emphasizing  the  efficacy  of  certain  means — 
medical  and  surgical — which  are,  and  some 
of  which  have  been  for  a long  time  available 
for  use  in  the  treatment  of  this  condition. 

It  may  be  well  enough  before  proceeding 
further  to  look  for  a moment  at  the  fact  that 
embryologically  the  anterior  layers  of  the 
cornea  are  of  ectodermic  origin,  and  that  Dece- 
met’s  membrane  is  of  mesodermic  origin.  In 
mentioning  this,  it  is  purposeful  that  you 
should  see  the  analogy  between  the  epidermis 
of  the  cornea  and  the  epidermis  of  the  skin 
• surface  and  realize  that  an  infection  or  a con- 
tagion which  may  affect  one  may  as  easily  af- 
fect the  other;  and,  again,  that  Decemet’s 
membrane  may  be  as  easily  affected — although 
the  fibers  are  of  rather  resistant  structures — 
as  are  the  analogous  structures  from  the  meso- 
derm, by  focal  infection  elsewhere  in  the  body. 

Many  cases  of  suppurative  keratitis — more 
often  spoken  of  as  corneal  ulcer — do  not  re- 
spond immediately  to  treatment,  but  rather 
tend  toward  a slow  process  of  degeneration, 
or  of  progress  and  regress,  in  such  uncertain 
fashion  as  to  cause  anxiety  to  both  patient  and 
oculist;  therefore,  it  is  that  I ask  your  atten- 
tion to  the  consideration  of  a few  facts  in 
regard  to  corneal  ulcers  and  their  treatment. 
First  and  foremost,  let  me  say  that  most  cor- 
neal ulcers,  if  not  all,  are  due  to  infection  fol- 
lowing injury  to  the  epithelial  surface;  cor- 
neal abscess,  if  not  metastatic,  being  due  to 
an  infection  following  penetrating  injury. 
Abrasions  and  slight  injuries  to  the  corneal 
epithelium  are,  of  course,  quite  numerous; 
and,  simultaneously,  one  may  almost  always 
identify  in  a smear  when  stained  or  by  cul- 
ture, evidence  of  the  presence  of  microor- 
ganisms of  an  infectious  nature  within  the 
cul-de-sac  or  fornix  of  the  eye;  and  in  many 
instances  following  pressure  over  the  lacrymal 
sac,  one  may  obtain  microorganisms  which, 
when  cultivated,  show  pure  culture.  Yet  the 
individuals  who  carry  these  malefactors  rarely 
suffer  from  ulceration  of  the  cornea,  the 
answer  being,  of  course,  that  the  resistance  of 
the  tissues,  by  individual  cells  and  en  masse, 
is  of  such  character  as  to  preclude  the  likeli- 
hood of  infection.  The  same  individuals,  how- 
ever, under  other  conditions  in  which  the  re- 
sistance of  the  general  system  has  been  low- 
ered because  of  shock  or  of  fatigue  may  easily 
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succumb  to  a slight  injury  or  abrasion  and 
thereby  have  marked  corneal  ulcers. 

The  etiology  of  corneal  ulcer  has  been  and 
is  well  covered  by  various  text-books;  that  of 
the  resistance  of  the  person  having  corneal 
ulcer  is  summed  up  by  a line 'or  paragraph. 
Not  to  take  up  too  much  of  your  time  I leave 
that  fruitful  field  of  the  etiology  of  corneal 
ulcer  and  proceed. 

It  may  be  bold,  indeed,  yet  I will  try  to  out- 
line a conduct  for  the  care  of  a case  of  corneal 
ulcer — having  in  mind  that  the  treatment 
must  be  modified  more  or  less  to  the  needs  of 
the  individual  case;  and,  furthermore,  what 
might  seem  axiomatic,  that  a radical  method 
of  procedure  in  the  beginning  may  prevent 
the  necessity  of  more  drastic  measures  later 
for  the  treatment  of  the  case,  or  even  the  pos- 
sible loss  of  the  eye.  May  I here  call  attention 
to  a fact  which  I tried  to  bring  forward  some 
years  ago,  that  is,  of  the  hoe-like  action  of  the 
very  sharp  conjunctival  margin  of  the  lids 
which  does  not  discriminate  but  treats  a dead 
cell  as  if  it  were  a foreign  body,  and  by  scrap- 
ing the  surface  of  the  ulcer  prevents  repair  and 
delays  healing. 

I would  suggest  the  following  outline : 
First,  that  a careful  examination  be  made  of 
the  front  of  the  eye  and  the  ej'e-lids  with  the 
aid  of  a Zeiss-Loupe,  or  a corneal  microscope, 
if  need  be,  which  will  possibly  bring  to  light 
a foreign  body  or  inverted  eyelash;  something 
which  is  presently  continuing  the  irritation 
and  which  can  be  immediately  removed. 
Second,  a close  inspection  of  the  corneal  sur- 
face without  the  aid  of,  and  with  the  aid  of 
a stain,  preferably  fluorescein,  in  order  that 
the  extent  of  the  ulceration  may  be  ascer- 
tained; then  the  use  of  homatropin,  hyoscine 
or  atropin  to  put  the  eye  at  rest,  if  the  ulcera- 
tion be  not  deep ; when  deep  the  desiccation  or 
cauterization  of  the  ulcer,  preferably  with  the 
electro-cautery,  the  irrigation  of  the  cul-de-sac 
with  an  antiseptic  solution,  such  as  cyanide  of 
mercury  or,  possibly,  even  the  irrigation  of 
the  lacrymal  sac,  and  an  antiseptic  ointment 
for  application  to  the  eye-ball  after  irriga- 
tion; all  this  may  be  sufficient  to  stem  the 
progress  of  the  ulceration ; the  eye  being 
placed  further  at  rest  by  the  use  of  a single 
eye-tie  or  bandage.  A subconjunctival  injec- 
tion of  the  cyanide  of  mercury — 1 :5,000 — 
might  also  be  used. 


Let  me  digress  a moment  to  say  that  many 
of  us  have  our  own  preferences  for  the  anti- 
septics which  we  care  to  use ; mine  is  for 
methylene  blue  in  powder  form,  or  in  10  per 
cent  solution,  depending  upon  the  severity  of 
the  ulcer. 

Let  us  consider  what  would  be  a rational 
procedure  in  the  conduct  of  severe  ulceration 
perhaps  of  a serpiginous  type;  first,  a dose  of 
castor  oil  internally;  then  cleansing  of  ulcer 
and  cul-de-sac,  following  this  by  an  external 
canthotomy.  When  the  bleeding  has  stopped, 
the  use  of  methylene  blue  in  powder  form  to 
the  ulcer  is  to  be  followed  by  one  to  five  thou- 
sand bichloride  ointment  and  a single  eye-tie, 
with,  perhaps,  the  use  of  fibrolysin  hypoder- 
matically  in  the  arm;  hexamethylenamine  and 
aspirin  internally,  together,  perhaps,  also  the 
use  of  one  of  the  iodides. 

I hear  the  question  in  your  minds — but  what 
of  the  resistance?  I am  coming  to  that  now. 
The  factors  most  needed  for  an  improved  re- 
sistance are  an  increased  oxidation  and  phago- 
cytosis which  can  be  brought  about  by  increas- 
ing the  hemoglobin  content  of  the  blood  and 
blood  alkalinity  together  with  an  increased 
number  of  white  blood  corpuscles.  To  accom- 
plish an  increase  in  hemoglobin  one  might  give 
internally  tincture  of  chloride  of  iron  and 
glycerine,  or  syrup  iodide  of  iron,  or  Fowler’s 
solution;  or,  in  extreme  conditions,  sodium 
cacodylate  injections  could  be  given.  To  pro- 
cure alkalinity  of  the  blood,  one  might  use 
lactate  of  calcium  or  sodium  bicarbonate  in- 
ternally; and  instead  of  hot  compresses  of 
boric  acid  as  usually  ordered,  substitute  satu- 
rated solution  of  magnesia  sulphate.  I have 
found  most  efficacious  another  method  of 
rapidly  producing  alkalinity  is  the  use  by 
Murphy  drip  of  a solution  containing  sodium 
carbonate  and  sodium  chloride.  Nothing  is 
more  efficacious  in  the  production  of  leucocytes 
than  is  mustard;  and  we  obtain  this  in  the 
solution  known  as  fibrolysin.  Next  to  mustard 
in  its  ability  to  aid  in  the  production  of  leu- 
cocjdes  is,  perhaps,  friction — either  with  mer- 
cury ointment  or  Crede’s  collargolum  (nitrate 
of  silver  ointment).  Another  extremely  valua- 
ble medicinal  substance  for  the  acceleration  of 
the  metabolic  processes  and  the  improvement 
of  the  nutrition,  thereby  upbuilding  resistance, 
is  thyroid  extract. 

My  story  is  necessarily  brief;  the  details  of 
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the  treatment  must  be  carried  on  to  meet  the 
ever-changing  symptoms.  My  plea  is  for  more 
frequent  observation  of  corneal  ulcerations  for 
the  purpose  of  catching  the  lights  and  shadows 
in  the  ever-changing  picture  and  taking  ad- 
vantage of  the  germs  while  they  are  attenu- 
ated; and,  after  getting  them  on  the  run,  keep 
them  on  the  run  until  they  are  gone;  also  for 
the  use  of  substances  well  calculated  to  aid 
in  the  upbuilding  of  the  resistance  of  the  tis- 
sues, thereby  shortening  the  duration  of  the 
disease. 

If  I have  been  able  to  bring  to  your  atten- 
tion the  idea  of  the  worth- whileriess  of  a con- 
centrated effort  to  improve  the  resistance  of 
the  tissues,  and  have  impressed  you  sufficiently 
with  its  value  to  induce  you  to  change  the 
conduct  of  your  cases  of  corneal  ulcers  and 
adopt  some  of  the  suggestions  herein  con- 
tained, I feel  that  you  can  be  assured  of  the 
grateful  appreciation  of  many  patients  whose 
end-result  of  the  healing  processes  will  be 
greater  visual  clearness. 

Ill  Stoneleigh  Court. 


BRIEF  NOTES  ON  PERITONSILLAR 
ABSCESS. 

By  J.  B.  H.  WARING,  M.  D.,  Blanchester,  Ohio. 

Peritonsillar  abscess,  or  as  it  is  more  popu- 
larly known,  quinsy,  is  a rather  common  throat 
ailment.  In  a large  way,  it  is  of  immediate 
concern  to  the  general  practitioner,  who  sees 
most  of  these  cases  in  their  earlier  stages,  in 
his  capacity  as  family  physician. 

In  a general  way,  it  may  be  defined  as  a 
violent  septic  inflammation,  which  chiefly  cen- 
ters in  the  peritonsillar  structures,  and  as  a 
rule  ends  in  abscess  formation.  Fortunately, 
the  process  is  usually  unilateral;  or,  if  both 
sides  of  the  throat  are  to  become  involved,  the 
side  first  involved  is  commonly  well  on  the  way 
to  resolution  before  the  second  peritonsillar 
area  becomes  noticeably  involved.  This  is 
fortunate  from  the  patient’s  standpoint,  for, 
even  with  unilateral  involvement,  there  is  o-reat 
swelling,  the  tonsil,  soft  palate  and  uvula  be- 
coming swollen,  congested,  and  often  edemat- 
ous. In  severe  cases  the  swelling  becomes  so 
great  that  both  swallowing  and  respiration  are 
interfered  with,  and  impediment  of  mobility 
of  the  lower  mandible  gives  the  patient  still 
more  distress.  Where  both  sides  of  the  throat 
are  involved  at  the  same  time,  the  patient  is 
in  still  greater  distress. 


The  process  usually  terminates  in  abscess 
formation,  the  pus  collecting  in  the  supraton- 
sillar  tissue  and  gradually  burrowing  forward, 
with  tension  thereby  upon  the  anterior  pillar 
and  the  velum.  Rupture  may  take  place  spon- 
taneously at  this  point,  through  the  supra- 
tonsillar  fossa,  or  the  posterior  pillar. 

The  physician  is  usually  not  called  in  until 
the  process  is  well  developed,  at  which  time  the 
clinical  diagnosis  is  easily  made.  The  secretions 
are  profuse  and  stringy,  and  may  be  composed 
of  mucus,  or  mucopurulent  matter.  The  pa- 
tient is  sick  and  looks  the  part,  usually  with 
a stupid,  anxious  cast  of  countenance,  the 
mouth  being  open  and  a steady  dribble  of  sal- 
iva therefrom,  adding  to  the  general  discom- 
fort. 

The  major  treatment  of  quinsy  is  surgical; 
and  in  this  brief  paper,  general  details  of 
medical  treatment  will  be  omitted.  Tonsils  the 
seat  of  peritonsillar  abscess  should  be  enu- 
cleated as  soon  as  the  condition  has  cleared  up, 
and  the  patient  has  regained  his  usual  strength 
and  vigor  in  some  measure.  With  some  indi- 
viduals the  affliction  is  an  annual  or  semi-an- 
nual visitation ; and  in  general,  recurrences  are 
fairly  common.  In  a few  cases,  when  seen  in 
the  early  stages,  the  process  may  be  aborted  by 
good,  vigorous  hyperaemic  treatment  applied 
over  the  tonsils  with  a large  size  tonsil  suc- 
tion tube;  this  is  fairly  painful,  however,  and 
not  all  patients  will  submit  to  this.  While 
“radical  surgery”  is  opposed  by  a great  many 
surgeons  and  specialists,  prompt  tonsil  enuclea- 
tion under  a brief  general  anesthetic  will  break 
up  a peritonsillar  abscess  formation  and  re- 
store our  patient  to  the  normal  more  rapidly, 
and  with  less  pain  and  suffering,  than  any 
other  treatment. 

The  classic  procedure  is  to  wait  until  abscess 
formation  has  become  apparent,  the  point  of 
greatest  fluctuation  located,  and  then  to  incise 
freely  with  a bistoury.  Where  free  pus  is  thus 
found  and  evacuated,  the  patient  usually  ex- 
periences considerable  relief  almost  immedi- 
ately; but  if  we  wait  until  the  process  is  thus 
fully  developed,  we  merely  subject  our  patient 
to  a good  deal  of  unnecessary  suffering  and 
misery.  Often  we  fail  to  reach  pus,  or,  per- 
haps, cut  merely  into  a pocket  of  pus,  and  leave 
still  deeper  pockets  untouched. 

From  the  physician’s  standpoint,  it  is  often 
a matter  of  chagrin  to  make  the  classic  in- 
cision, fail  to  reach  pus;  and  then  wait  around 
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under  the  reproachful  glances  of  the  patient, 
and  the  doubting  eyes  of  the  family,  until  a 
spontaneous  pus  evacuation  brings  relief. 

Where  there  is  no  definite  point  of  greatest 
fluctuation,  the  classic  incision  is  generally 
made  about  on  a level  with  the  base  of  the 
uvula,  and  about  midway  between  the  uvula 
base  and  the  upper  wisdom  tooth  of  the  af- 
fected side.  Some  operators  advise  that  the 
incision  be  from  above  downward,  while  others 
recommend  a horizontal  incision  from  with- 
out inward  toward  the  uvula.  Where  free  pus 
is  not  reached,  a stiff  blunt  probe  may  be  car- 
ried through  the  incision  with  pressure  and 
will  often  enter  the  abscess  cavity,  which  may 
then  be  enlarged  with  a pair  of  slender  artery 
forceps.  In  many  cases,  the  classic  incision 
and  treatment  will  give  prompt  relief,  and  is  a 
procedure  well  within  the  grasp  of  the  average 
physician.  In  no  case,  however,  is  it  wise  to 
await  spontaneous  rupture  of  the  abscess,  as  it 
may  burrow  beneath  the  deep  fasciae  of  the 
neck  and  lead  to  serious  complications,  even 
death.  In  short,  then,  quinsy  is  a serious  con- 
dition, with  serious  possibilities;  and  should 
be  so  regarded  by  all. 

When  the  general  practitioner  has  incised 
as  above  and  failed  to  secure  pus  evacuation, 
he  generally  feels  that  he  has  gone  as  far  sur- 
gically as  he  is  competent  to  go.  and  either  re- 
sorts to  hospitalization,  or  calls  in  a throat 
specialist  to  handle  the  case.  This  is  all  right, 
of  course,  but  in  the  vast  majority  of  cases  the 
general  practitioner  is  fully  competent  to  see 
the  case  through  to  recovery. 

An  alternative  to  incision  through  the  an- 
terior pillar  is  by  dissection  of  the  anterior 
pillar  from  the  tonsil,  going  back  until  pus 
is  reached.  This  is  a procedure  which,  while 
effective,  often  calls  for  more  operative  skill 
in  tonsil  surgery  than  many  general  practi- 
tioners feel  possessed  of. 

A procedure  that  is  still  more  effective,  and 
far  easier  of  performance  than  either  incision 
through  the  anterior  pillar,  or  dissection  of 
the  anterior  pillar  from  the  tonsil,  is  to  make 
our  incision  through  the  supratonsillar  fossa 
on  the  affected  side.  A five  or  ten  per  cent 
cocain  solution  may  be  swabbed  over  the  pro- 
posed site  of  incision,  and  then  one  or  two  c.c. 
of  a two  per  cent  novocain  solution  injected 
slowly  into  the  supratonsillar  tissues.  After 
a few  minutes’  wait,  it  will  be  found  the  tissues 
are  well  anesthetized,  and  may  be  freely  in- 


cised without  pain  or  further  discomfort  to 
the  patient.  The  issues  in  the  supratonsillar 
fossa  are  loosely  connected,  and  may  be  easily 
incised  or  blunt  dissected  with  a scalpel  or 
probe,  going  back  and  downward  behind  the 
tonsil  until  the  abscess  cavity  is  entered.  In 
appropriate  cases,  this  may  be  facilitated  by 
drawing  the  superior  pole  of  the  tonsil  inward 
and  downward  with  tonsil  grasing  forceps, 
while  the  supratonsillar  structures  are  divided. 
In  practically  every  case  of  peritonsillar 
abscess,  where  pus  has  formed,  it  will  be 
quickly  and  easily  found  by  this  incision;  and 
even  where  the  process  has  not  reached  the 
stage  of  frank  suppuration,  this  easily  made 
incision  will  establish  free  drainage,  lessen  con- 
gestion in  the  tissues,  and  tend  to  a prompt 
amelioration  of  the  process,  a consummation 
devoutly  received  by  both  the  patient  and  the 
attending  physician. 

109  East  Main  Street. 


GYNECOLOGICAL  SURGERY— RADICAL 
OR  CONSERVATIVE ? * 

By  GILBERT  F.  DOUGLAS',  M.  D.,  Birmingham,  Ala. 

In  opening  a discussion  based  on  the  above 
title,  we  at  once  question  what  can  be  said  in 
the  brief  time  allotted  for  this  paper.  I will 
only  mention  a few  of  the  more  common  con- 
ditions with  which  we  have  to  deal. 

In  the  first  place,  what  shall  be  our  general 
attitude  in  the  treatment  of  vulvo-vaginal  or 
Bartholin  eland  inflammation  in  the  acute  and 
chronic  or  abscess  stages?  We  are  prone  to 
open  these  abscesses  and  drain  them,  although 
in  many  instances  they  apparently  heal  with- 
out further  trouble.  There  are,  however,  those 
which  do  not  heal  but  become  quiescent  to 
abscess  within  a short  time.  My  opinion  is  that 
it  is  conservative  to  do  what  appears  radical 
in  these  conditions,  that  is,  dissect  them  out 
thoroughly.  This  is  done  preferably  under  a 
general  anesthetic,  or  at  least  such  anesthesia 
as  will  enable  perfect  hemostasis  to  be  had. 
Usually  it  is  safer  from  the  surgeon’s  stand- 
point to  have  them  in  hospital  for  a day  or 
so  to  safeguard  against  secondary  hemor- 
rhages; otherwise,  we  are  called  to  our  office 
at  midnight  or  to  the  patient’s  home  after  she 
has  had  a terrific  hemorrhage. 

AVhen  we  are  called  to  examine  a patient 
with  lacerations  of  the  pelvic  floor  or  perineum, 

♦Read  by  invitation  before  the  Calhoun  County  Medical 
Society,  at  Anniston.  Ala.,  July  28,  1925. 
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who  is  having  many  concomitant  symptoms,  as 
backache,  headache,  etc.,  we  have  often  a real 
question  to  solve  as  to  whether  this  condition 
is  one  of  sufficient  significance  to  warrant  an 
operation  for  perineorrhaphy  or  not. 

In  considering  this  question,  we  have  to  con- 
sider the  statics  of  the  pelvic  viscera,  and  we 
are  to  realize  that  the  herniation  through  the 
vaginal  canal  rests  upon  relaxation  of  anterior 
and  posterior  pelvic  segments;  consequently, 
that  cystocele,  rectocele,  and  prolapsus  uteri 
are  not  pathological  entities,  but  component 
parts  of  a general  process  expressing  merely 
the  extent  of  the  lesion.  This  lesion,  the  sur- 
geon must  further  recognize,  depends  upon  a 
constitutionally  inferior-  construction  of  the 
abdomino-pelvic  floor,  the  factor  of  labor,  the 
tumors,  the  distended  abdomen  or  whatever  it 
is  representing  the  exciting  cause.  To  allow 
this  condition  to  exist  without  being  properly 
repaired  and  intra-abdominal  and  extra-ab- 
dominal pressure  being  equally  balanced,  will 
often  defeat  our  efforts  in  correcting  the 
symptoms  we  have,  such  as  backache,  retro- 
verted  uterus,  etc. 

The  real  question  is,  shall  we  do  a peri- 
neorrhaphy, or  depend  on  palliative  treatment, 
tampons,  pessaries,  etc.  ? Where  symptoms  are 
present,  I feel  a plastic  operation  should  be 
done. 

In  doing  plastic  work  on  the  A^agina  we 
should  not  overlook  cystocele.  When  bagging 
considerably,  I feel  an  anterior  colpotomv 
should  be  done  at  the  time  we  do  a peri- 
neorrhaphy. This,  if  properly  done,  will  en- 
able the  patient  to  empty  her  bladder  more 
thoroughly,  preventing  a retention  of  urine 
with  its  secondary  cystitis  or  bladder  symp- 
toms. 

In  gynecology,  we  have  at  times  a condition 
to  treat  which  may  tax  our  judgment  as  to 
what  is  best  to  do,  that  is,  in  giving  treatment 
to  that  multitude  of  patients  who  are  suffering 
with  leucorrhea,  the  great  majority  of  such 
cases  being  due  to  cervicitis,  and  not  metritis 
as  is  commonly  accepted  by  them. 

I feel  that  the  question  as  to  Avhat  is  best  to 
do  with  this  condition  will  have  to  be  deter- 
mined by  the  symptoms  and  physical  signs 
presented  in  each  individual  case.  The  pa- 
tient’s financial  condition  will  often  determine 
the  amount  of  time  she  can  lose  from  her  work 
for  operation  or  treatment. 

I have  the  firm  conviction  that  we  can  have 


the  same  constitutional  symptoms  resulting 
from  infections  of  the  cer\dcal  glands  that  we 
have  from  infected  tonsils,  not  so  quickly 
produced  or  probably  so  flagrant  in  character, 
but  sufficient  to  cause  pronounced  constitu- 
tional symptoms.  I have  seen  articular  rheu- 
matism develop  with  no  other  foci  of  infection 
found  than  in  the  cervix.  So,  in  the  majority 
of  these  cases,  I feel  that  better  and  quicker 
results  are  obtained  by  doing  a trachelor- 
rhaphy. Incidentally,  the  Sturmdorf  type  is, 
I believe,  one  of  the  best  improvised  as  this  re- 
moA^es  the  infected  glands  or  foci  of  infection 
which  are  causing  the  trouble  without  jeopar- 
dizing the  musculature  of  the  cerAdx. 

When  not  possible  to  do  the  radical  opera- 
tion, we  get  results  in  many  cases  by  the 
Dickinson  method  of  treating  or  draining  the 
cervix,  by  use  of  the  electric  cautery.  This  is 
especially  applicable  to  those  who  cannot  spare 
the  time  for  an  operation,  but  can  come  to  the 
office  for  treatment  over  a considerable  period 
of  time. 

In  thinking  of  cervical  infections  we  have 
to  consider  the  chain  of  lymphatics  leading  into 
the  broad  ligaments,  tubes,  ovaries,  uterus,  etc., 
which  conA'ey  this  infection  from  its  original 
focus,  and,  until  this  chain  is  broken  or  the 
infection  drained  out,  we  get  a systemic  pollu- 
tion. 

In  cases  of  carcinoma  of  the  cervix  and 
fundus  there  is  a great  deal  of  discussion  as 
to  whether  to  (1)  operate;  (2)  use  radium; 
(3)  use  radium  first  and  then  operate;  (4) 
operate  first,  then  follow  Avith  radium.  The 
stage  of  the  disease  will,  I think,  largely  deter- 
mine the  things  to  be  done  first.  My  personal 
conviction  is  that  where  we  have  an  operable 
condition  we  should  use  the  scheme  set  out  by 
Crossen  and  others,  that  is,  give  radium  first 
in  large  doses — 4,000  to  5,000  mgm.  hours,  at 
one  sitting, — then,  within  ten  days  to  two 
weeks  do  a hysterectomy,  removing  as  much  of 
the  tissue  as  practicable.  After  the  patient  has 
gotten  over  the  operation,  give  further  radium 
treatments  as  is  thought  best  by  the  surgeon 
and  radiologist.  In  a condition  as  serious  as 
carcinoma,  I do  not  feel  justified  in  taking 
undue  palliative  steps. 

On  many  occasions  where  we  are  having 
uterine  hemorrhages  from  the  milder  to  the 
more  severe  type,  we  are  put  to  the  test  as  to 
what  to  do — Avhether  we  shall  do  hysterectomy, 
curettage,  use  X-ray  or  radium,  or  whether  we 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


733 


shall  give  palliative  treatment  and  study  our 
patient  further,  for  there  are  many  things — 
both  local  and  constitutional — that  may  cause 
these  hemorrhages.  I feel,  therefore,  where 
we  have  some  obscure  condition  with  which 
to  deal,  we  are  not  justified  in  making  a snap 
shot  diagnosis  without  proper  study,  for  this 
might  cause  us  to  be  radical,  which  would  be 
brutal,  or  to  be  conservative,  which  would  be 
unpardonable. 

Where  there  is  possibly  present  such  a great 
and  dreaded  disease  as  cancer,  which  often- 
times throws  out  a danger  signal,  such  as  a 
mild  or  severe  hemorrhage,  we  should  as  far 
as  possible  make  a real  diagnosis  before  allow- 
ing or  advising  our  patient  to  go  “forward,” 
for,  if  needs  be,  radicalism  today  may  mean 
life  to  our  patient  tomorrow. 

When  we  go  into  the  treatment  of  the  uterine 
appendages,  tubes,  ovaries,  etc.,  we  have  a very 
broad  field  for  argument  as  to  whether  we  shall 
treat  conservatively  or  radically.  This,  I 
think,  has  to  be  determined  in  many  instances 
by  economic  and  social  circumstances.  To  take 
the  case  of  a salpingitis  or  pus  tube  condition 
where  the  patient  is  not  wholly  dependent  on 
her  own  earning  for  a living  and  can  stay  in 
bed  and  take  treatment  and  fair  care  of  her- 
self over  a period  of  several  months,  such  cases 
can  often  be  entirely  cleared  up  to  where  they 
have  no  further  symptoms,  and  they  may  some- 
times even  bear  children — a matter  which  af- 
fords great  mental  relief  to  many  patients  who 
are  comforted  by  the  knowledge  that  this 
privilege  has  not  been  taken  away  from  them. 
On  the  other  hand,  it  is  economy  to  many  to 
be  operated,  the  removal  of  pus  or  inflamed 
tubes  curing  their  symptoms  and  enabling  them 
to  return  to  work  within  a relatively  short 
time. 

There  are  some  cases  that  do  not  seem  to 
clear  up  under  palliative  treatment  even  after 
their  tubes  and  ovaries  have  subsided  to  their 
normal  size;  they  continue  to  have  pain  and 
remain  below  par. 

This  suffering  and  anxiety  continues  so  great 
that  finally  it  seems  best  to  remove  their  tubes 
which  are  harboring  foci  of  infection.  In 
operating  on  these  cases,  a majority  of  which 
have  had  gonorrheal  infections,  I think  that 
the  method  of  Culbertson  is  the  safe  one — that 
is,  remove  the  portion  of  the  fundus  which  has 
the  tubes  entering,  as  this  will  insure  the  re- 
moval of  all  of  the  infection  contained  in  the 


tubes.  Hemorrhage  is  not  great,  and  it  does 
not  take  much  longer  to  do  this  operation  than 
ordinary  salpingectomy.  At  the  time  of  this 
radical  operation  I think  we  should  always  do 
a trachelorrhaphy,  if  the  cervix  is  infected. 
By  removing  the  infected  tubes  and  fundus 
and  the  cervical  glands  which  are  infected,  we 
give  the  patient  a chance  to  regain  her  strength. 

What  shall  we  do  with  the  ovaries  while 
operating  for  pus  or  infected  tubes?  My  per- 
sonal feeling  is  that  we  have  no  right  to  re- 
move ovaries  at  this  sitting  unless  they  show 
a definite  diseased  condition,  for  this  will 
cause  a premature  menopause,  carrying  with  it 
the  nervous  and  often  mental  symptoms  which 
very  materially  affect  the  whole  physical  being 
of  the  individual.  For  a surgeon  to  remove 
uterus,  ovaries,  tubes,  etc.,  with  the  hope  of 
relieving  some  obscure  or  vague  symptoms 
without  a definite  diseased  condition  of  these 
organs,  if  not  criminal,  is  at  least  brutal  and 
causes  gynecological  surgery  to  be  frowned 
upon  and  to  fall  into  disrepute. 

Before  doing  gynecological  operations,  let  us 
study,  first,  the  patient  as  a whole;  then, 
secondly,  from  a gynecological  viewpoint.  In 
other  words,  make  a complete  physical  ex- 
amination, including  blood,  urine,  etc.,  and  if 
anything  is  suggestive,  do  cystoscopic,  X-ray, 
or  such  other  examinations,  as  are  necessary  to 
clear  our  diagnosis  before  advising  operation. 
(By  way  of  parenthesis  let  me  say,  if  tubes 
and  ovaries  were  located  as  are  the  vas  deferens 
and  testicles,  there  would  not  be  half  so  many 
removed.) 

I feel  that  many  tubes,  ovaries  and  possibly 
uteri  are  being  removed  when,  if  we  would 
only  take  time  to  make  a diagnosis,  we  would 
find  a cystitis  or  some  other  pathology  of  the 
urinary  tract  which  could  be  cleared  up  by 
cystoscopic  treatment,  bladder  irrigation,  etc., 
and  our  patient  would  become  well  and  happy. 
By  operating  before  making  a correct  diag- 
nosis, the  patient  is  probably  not  only  not  bene- 
fited, but  has  been  done  an  unpardonable  in- 
justice by  the  surgeon  operating,  the  opera- 
tion likely  having  been  adopted  because  it  was 
seemingly  more  spectacular. 

In  discussing  radicalism  or  conservatism  in 
gynecological  surgery,  I am  reminded  that 
there  should  always  be  a deciding  point  as  to 
how  much  we  should,  and  how  much  we  should 
not  do.  For  example,  we  should  always  keep 
in  mind  the  condition  of  our  patients,  and  not 
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do  a lot  of  plastic  and  pe'lvic  work,  then  go 
into  the  upper  abdomen  and  remove  a gall- 
bladder or  do  an  operation  on  the  stomach, 
etc.,  because  the  patient  needs  to  have  this 
done.  Where  the  patient’s  condition  does  not 
permit,  it  is  much  better  to  do  two,  three,  or 
four  operations  and  give  the  patient  a chance 
to  get  well,  than  to  do  one  “successful”  opera- 
tion but  the  patient  dies. 

Where  radical  surgery  is  indicated  after 
careful  examination  and  proper  diagnoses 
have  been  made,  I feel  that  is  the  thing  to  do, 
but  the  plea  in  this  paper  is  for  a correct 
diagnosis  before  doing  radical  operative  pro- 
cedures. Where  this  is  not  being  done,  those 
of  us  who  are  doing  gynecological  and  ab- 
dominal surgery  are  embarrassed  by  the  cen- 
sure of  certain  people  that  our  motive  for 
operating  is  the  fee  collected  rather  than  the 
result  obtained.  They  base  their  conclusions 
on  patients  operated  on  without  having  been 
relieved  of  sjunptoms. 

In  defense  of  the  unnecessarily  sacrificed 
tubes,  ovaries,  uteri,  etc.,  if  it  does  no  harm.  I 
should  like  to  paraphrase  a poem  of  Ella 
Wheeler  Wilcox,  putting  the  uncalled  for  ultra 
radical  gynecological  surgeon  in  the  place  of 
the  wine,  and  the  deliberate,  alert,  conservative 
surgeon  in  the  place  of  the  water  : 

“There  sat  two  glasses,  filled  to  the  brim, 

On  a rich  man’s  table,  rim  to  rim; 

One  was  ruddy,  and  red  as  blood, 

And  one  was  clear  as  the  crystal  flood. 

“Said  the  ultra  radical  surgeon  to  his  conservative 
brother, 

Let  us  tell  tales  of  the  past  to  each  other. 

I can  tell  of  banquet,  and  revel,  and  mirth, 

Where  I was  king,  for  I ruled  in  might, 

And  the  proudest  and  grandest  souls  on  earth 
Fell  under  my  touch,  as  though  struck  with  blight, 
From  the  heads  of  kings  I have  torn  the  crown, 
From  the  heights  of  fame  I have  hurled  men  down; 
I have  blasted  many  an  honored  name, 

I have  taken  virtue,  and  given  shame; 

I have  tempted  the  youth  with  a sip,  a taste, 

Which  has  made  his  future  a barren  waste. 

For  greater  than  any  king  am  I, 

Or  than  any  army  beneath  the  sky: 

I have  made  the  arm  of  the  driver  fail, 

And  sent  the  train  frim  its  iron  rail; 

I have  made  good  ships  go  down  at  sea, 

And  the  shrieks  of  the  lost  were  sweet  to  me; 

For  they  said,  ‘Behold,  how  great  you  be! 

Fame,  strength,  wealth,  genius,  before  you  fall, 
And  your  might  and  power  are  over  all.’ 

Ho!  ho!  Conservative  brother,  laughed  the  radical 
one, 

‘Can  you  boast  of  deeds  as  great  as  mine?’ 

“Said  the  conservative  brother;  ‘I  cannot  boast 
Of  a king  dethroned,  or  a murdered  host; 

But  I can  tell  of  hearts  that  were  sad. 


By  my  crystal  drops  made  light  and  glad; 

Of  thirst  I have  quenched  and  brows  I’ve  laved, 

Of  hands  I have  cooled,  and  souls  I’ve  saved. 

I have  leaped  through  the  valley,  dashed  down  the 
mountain, 

Slept  in  the  sunshine,  and  dripped  through  the 
fountain; 

I have  burst  my  cloud  fetters  and  dropped  from 
the  sky, 

And  everywhere  gladdened  the  landscape  and  eye. 

I have  eased  the  hot  forehead  of  fever  and  pain, 

I have  made  the  parched  meadow  grow  fertile  with 
grain ; 

I can  tell  of  the  powerful  wheel  of  the  mill 
That  ground  out  the  flour  and  turned  at  my  will; 
I can  tell  of  womanhood,  debased  by  you, 

That  I have  uplifted  and  crowned  anew. 

I cheer,  I help,  I strengthen  and  aid, 

I gladden  the  heart  of  man  and  maid; 

I set  the  chains  of  an  ultra  Radical  surgeon  free, 
And  all  are  better  for  knowing  me.’ 

“These  are  the  tales  they  told  to  each  other, 

The  Radical  surgeon  to  his  Conservative  brother, 

As  they  sat  together,  filled  to  the  brim 
On  a rich  man’s  table,  rim  to  rim.” 

I should  not  like  to  be  classed  as  an  ultra- 
conservative,  for  I fear  I am  too  much  of  a 
radical.  When  undue  conservatism  is  prac- 
ticed, it  becomes  radical,  and  when  improper 
or  ultra-radical  procedures  are  done,  they  be- 
come disastrous  to  our  patient’s  welfare.  So, 
before  making  our  choice  as  to  which  gynecolo- 
gical operative  step  we  shall  take,  let  us  think. 
804-6  Empire  Building. 
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THE  ACHIEVEMENTS  OF  THE  AMERI- 
CAN MEDICAL  ASSOCIATION.* 

By  WENDELL  C.  PHILLIPS,  M.  D.,  New  York  City. 

President-Elect,  American  Medical  Association. 

Mr.  President,  members  of  the  Medical 
Society  of  Virginia,  and  guests — or,  if  I were 
to  speak  as  I prefer  to  speak,  fellow-members 
of  the  greatest  profession  on  God’s  foot-stool : 

It  is  my  pleasure  this  afternoon  to  acknowl- 
edge the  gracious  invitation  of  your  president 
and  some  others  of  your  members  that  I come 
here  representing  the  great  parent  association 
to  address  not  only  the  House  of  Delegates, 
but  this  large  and  representative  body  of  your 
state  society  membership. 

I do  not  know  that  you  are  all  aware  of  the 
fact  of  the  age  of  the  American  Medical  As- 
sociation, but  it  is  a fact  that  it  was  organized 
in  the  year  1846,  in  the  city  of  New  York,  and 
the  strange  part  of  the  organization,  the  orig- 
inal organization,  was  that  its  purpose  was  to 

♦Informal  illustrated  talk  at  the  fifty-sixth  annual  meeting 
of  the  Medical  Society  of  Virginia,  in  Richmond,  October  13-16, 
1925. 
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improve  medical  education.  The  professors 
of  the  medical  schools,  mostly  of  the  eastern 
medical  schools,  came  together  and  felt  that 
there  should  be  something  done  to  improve 
medical  education,  and  they  organized  the 
American  Medical  Association  in  1846. 

There  are  about  160,000  physicians  in  the 
United  States,  and  of  that  160,000,  in  round 
numbers  100,000  are  members  of  the  American 
Medical  Association.  We  wish  there  were 
many  more,  but  those  of  us  who  know  the 
inside  are  convinced  that  a certain  percentage 
of  the  rest  would  hardly  be  able  to  come  up  to 
our  standards  of  membership. 

While  there  are  about  100,000  members,  only 
about  60,000  of  those  are  fellows  of  the  asso- 
ciation. Now,  there  has  been  a great  deal  of 
questioning  on  the  part  of  the  members  as  to 
what  is  the  difference  between  a member  and 
a fellow.  I can  answer  it  best  by  saying  that 
a fellow  is  a member  of  the  American  Medical 
Association  who  has  attended  the  meetings, 
been  assigned  to  a section,  and  has  subscribed 
for  the  journal.  Fellows  must  he  members  of 
the  scientific  assembly  and  be  assigned  to  one 
of  the  sections. 

You  know  in  most  of  the  states  the  unit  of 
membership  in  the  A.  M.  A.  is  the  county 
society.  I was  quite  surprised  to  find  that  in 
your  state  it  is  not  so.  Now  in  New  York  State, 
the  minute  a man  is  made  a member  of  the 
county  society,  that  act  makes  him  a member 
of  the  state  society  and  of  the  A.  M.  A.  In 
many  states  of  the  Union  this  holds  good;  all 
you  have  to  know  is  whether  a man  is  a mem- 
ber of  the  county  society;  if  he  is,  then  he  is 
a member  of  the  state  society  and  of  the  A.  M. 
A.  The  dues  are  paid  on  the  county  society 
basis;  there  is  nothing  additional  for  the  state 
society  or  the  A.  M.  A.  The  county  sends  the 
dues  in  to  the  state  society. 

The  officers  of  the  American  Medical  As- 
sociation, as  you  know,  are  president-elect, 
president,  two  vice-presents,  secretary,  and 
nine  trustees.  The  trustees  are  elected  by  the 
house  of  delegates,  as  are  also  the  president, 
the  vice-presidents,  and  the  secretary.  This 
board  of  trustees,  of  which  I had  the  honor  to 
be  a member  for  several  j7ears,  are  the  direc- 
tors, under  the  state  laws  of  Illinois,  of  a great 
organization.  The  house  of  delegates  has  put 
more  and  more  responsibility  on  their  board 
of  trustees,  until  it  has  become  necessary  for 
the  board  of  trustees  to  have  an  executive  com- 
mittee that  meets  in  Chicago  every  month,  ex- 


cept one  or  two  summer  months.  I'or  about 
five  years  I served  on  that  committee,  and  went 
to  Chicago  every  month  for  a conference.  The 
trustees  have  gradually  come  to  be  the  body 
that  outlines  the  general  wTorking  of  the  or- 
ganization, or,  in  other  words,  of  the  whole 
medical  profession  of  the  country. 

The  funds  of  the  association  are  getting  to 
be  very  great,  and  the  house  of  delegates,  of 
their  own  accord,  have  made  a by-law  that 
they  may  not  appropriate  any  funds  for  any 
purpose  whatever  except  with  the  approval  of 
their  own  board  of  trustees.  So  you  see  how 
they  have  tied  up  those  funds  so  that  they  shall 
not  be  wasted.  You  know  how  easy  it  is  for 
some  fellow  with  a glib  tongue  to  get  up  and 
ask  for  an  appropriation  for  some  purpose  and 
get  it,  but  that  can  not  be  done  in  the  A.  M.  A. 
The  board  of  trustees  is  responsible  for  the 
expenditure  of  the  funds  of  the  organization. 

I should  like  to  speak  of  Dr.  Simmons,  who 
became  secretary  and  general  manager  in  1899. 
At  that  time  the  Journal  of  the  A.  M.  A.  had 
a circulation  of  less  than  10,000,  about  what 
the  circulation  of  the  New  York  State  Medi- 
cal Association  Journal  is  today.  Under  his 
leadership  our  great  journal  grew  until  it  now 
has  a circulation  of  nearly  90,000  weekly.  If 
you  will  look  on  the  upper  right  hand  corner 
of  the  title  page,  it  will  tell  you  every  week 
how  many  copies  were  printed.  I have  not 
seen  less  than  86,000  for  the  last  few  years,  and 
it  has  run  up  as  high  as  95,000. 

One  of  the  great  successes  of  the  Journal  of 
the  A.  M.  A.  is  its  advertising.  You  can  not 
know  how  careful  the  trustees  have  been  about 
that  advertising.  The  various  councils,  the 
council  on  pharmacy,  the  council  on  medical 
education,  etc.,  the  bureau  of  public  health,  the 
bureau  of  legislation,  all  have  a part  in  pro- 
ducing the  results  of  which  you  read  in  their 
various  reports  and  in  the  journal.  All  these 
activities  are  centered  at  535  North  Dearborn 
Street,  Chicago.  The  council  on  pharmacy 
and  chemistry  has  probably  done  more  to 
purify  medical  advertising  than  any  other 
agency  in  the  world.  We  have  our  own  chem- 
ical laboratory  at  headquarters,  and  every 
single  remedy  which  is  put  on  the  market  and 
which  it  is  desired  to  advertise  in  the  Journal 
of  the  A.  M.  A.  is  tested  there.  The  makers 
have  to  send  a specimen  to  headquarters,  to- 
gether with  their  claims,  and  our  own  council 
on  pharmacy  takes  it  into  the  laboratory  and 
tests  it  from  A to  Z.  And  when  the  council 
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reports,  the  board  of  trustees  never  interferes. 
You  will  see  the  reports  published  in  the  jour- 
nal. If  the  report  is  against  the  article,  it  is 
thrown  out;  if  it  is  for  the  article,  then  we 
accept  the  advertising.  The  income  from  ad- 
vertising in  the  journal  today  is  well  over 
$600,000  a j^ear. 

(Dr  Phillips  showed  a number  of  lantern  slides 
of  the  home  building  and  its  vai-ious  departments.) 


THE  MEDICAL  OFFICERS’  RESERVE 
CORPS.* 

By  H.  L.  FREELAND,  Major  in  Medical  Corps. 

U.  S.  A.,  Richmond  Va. 

Mr.  Chairman  and  fellow-members  of  the 
Medical  .Society  of  Virginia : I esteem  it  a 
pleasure  and  a privilege  to  talk  to  you  for  a 
few  moments  about  something  which  is  very 
near  to  all  of  us — national  defense.  I want  to 
speak  particularly  of  national  defense  as  it  af- 
fects physicians,  more  especially  physicians  in 
Virginia.  After  having  gone  through  the 
Spanish- American  war  and  the  late  war,  the 
United  States  finally  adopted  what  is  known 
as  a military  policy.  Never  before  had  there 
been  a recognized  military  policy  that  ever3T- 
one  might  know  and  might  attempt  to  follow 
and  arrive  at  a common  goal.  But  we  have 
this  military  policy  now.  In  accordance  with 
this  policy,  the  United  States,  for  administra- 
tive purposes,  is  divided  into  nine  corps  areas 
— or  sections,  if  you  please.  The  third  corps 
area  is  made  up  of  Virginia,  Pennsylvania, 
Maryland,  and  the  District  of  Columbia.  It 
was  found,  before  they  did  this,  that  if  we 
were  to  have  any  protection  as  a nation,  the 
policy  must  go  out  to  every  hamlet  and  sec- 
tion and  farm  of  the  United  States.  IVe  re- 
alized that  in  the  last  war.  This  policy  covers 
the  United  States  like  a cloak,  like  a mantle. 

Then  they  established  a small  regular  army, 
in  which  I have  been  serving  for  some  eighteen 
years,  so  I feel  that  I know  something  about 
it.  This  regular  army  is  supposed  to  be  the 
first  line  of  defense  in  case  of  trouble  with 
any  other  nation.  The  national  guard  con- 
stitutes the  second  line  of  defense,  and  the  re- 
serves the  third  line  of  defense.  I have  been 
interested  for  the  last  few  years  in  building 
up  the  reserves.  It  is  not  my  old  army,  nor 
yours,  but  ours.  I want  you  to  feel  that  way 
about  it. 

In  this  third  corps  area  we  have  several 
divisions,  one  of  which  is  the  Eightieth  Divi- 
sion. The  Eightieth  Division  is  made  up 

•Informal  talk  at  the  fifty-sixth  annual  meeting  of  the 
Medical  Society  of  Virginia,  in  Richmond,  October  13-16,  1925. 


largely  of  officers  from  Virginia,  line  officers 
and  medical  officers.  In  this  division  is  the 
305th  Medical  Regiment. 

We  have  been  trying  to  correlate  things  so 
that  we  can  take  a wounded  man  from  the 
ranks  and  take  care  of  him.  I want  to  say 
right  here  that  if  the  medical  profession  can 
do  this  thing  well,  it  will  be  left  alone ; if  not, 
there  will  be  interference. 

The  headquarters  of  this  305th  Regiment  is 
in  Richmond,  at  315  Postoffice  Building.  We 
have  not  all  the  various  regiments  of  the 
Eightieth  Division  filled  up,  and  one  of  the 
lowest,  in  point  of  numbers,  is  the  305th  Medi- 
cal Regiment.  That  is  why  it  gives  me  pleas- 
ure to  talk  to  you  about  your  army  and  my 
army  and  ask  what  we  are  going  to  do  about 
it.  It  is  more  or  less  my  responsibility,  but  I 
have  no  appropriation  to  make  it  possible  to 
go  and  see  you.  Now,  the  idea  of  having  the 
headquarters  of  the  local  regiment  here  is  that 
you  might  be  ready  to  take  part  in  the  national 
defense,  if  necessary.  A-  reserve  officer  is  not 
called  upon  for  duty  or  training,  except  in  an 
actual  emergency.  You  are  asked  if  you  can 
come  for  training;  if  you  can,  all  well  and 
good. 

After  you  have  filled  out  an  application 
blank  and  been  accepted,  there  are  certain  cor- 
respondence courses  which  you  can  take.  It 
is  an  endeavor  to  conduct  you  along  military 
lines  so  that  if  you  are  called  upon  in  a major 
emergency  you  will  know  something  about 
military  procedures. 

Now,  we  have  so  few  officers  that  I am 
forced  sometimes  to  assign  an  X-ray  man 
where  I do  not  want  him,  or  a surgeon  where 
I do  not  want  him.  We  have  little  conferences 
once  a month,  usually  in  m}r  office,  where  we 
talk  over  our  problems.  Let  me  ask  you,  with- 
out growing  too  much  like  a good  Methodist 
preacher  (I  am  a Methodist  myself  and  proud 
of  it;  they  have  a way  of  reaching  out  and 
getting  hold  of  you,  and  I should  like  to  do 
it  for  the  time  I am  here),  come  down  to  my 
office  while  you  are  in  the  city,  or  those  of  you 
who  live  here,  come  down  at  any  time,  and 
talk  over  the  duty  you  owe  your  family  and 
your  city  and  your  country  in  this  matter. 
We  shall  consider  it  a pleasure  to  talk  with 
you.  I hope  you  will  take  this  matter  seri- 
ously, and  think  it  over  now  and  after  you 
go  home.  If  you  do  your  part,  enough  of  you, 
we  shall  just  be  smiling  morning,  noon,  and 
night,  and  then  we  can  do  good  work. 
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They  have  made  concessions  to  the  medical 
profession  that  they  have  not  made  to  any 
others.  Because  of  the  work  done  by  the 
American  Medical  Association  and  other  or- 
ganizations in  establishing  standards,  the 
authorities  have  said  they  will  accept  any  man 
who  is  a graduate  from  a Class  A school  and 
who  has  been  licensed.  All  you  have  to  do  is 
to  pass  a physical  examination.  Remember, 
you  will  not  be  forced  to  break  away  from 
your  practice  and  go  to  summer  training 
camps.  You  will  find  that  you  will  really 
want  to  attend  them  when  you  can.  You  will 
be  called  upon  only  in  a major  emergency. 
You  will  not  be  a really  good  American  citizen 
if  you  do  not  want  to  do  your  part.  It  is  our 
protection  and  the  protection  of  our  posterity. 


Correspondence 

The  Lure  of  Florida.* 

To  the  Editor: 

In  response  to  your  request  I am  glad  to 
give  you  some  impressions  gathered  here. 

I am  spending  the  winter  in  the  land  .of  sun- 
shine and  flowers  on  account  of  the  health  of 
my  son. 

Most  everyone  talks  about  Florida  these 
days.  This  state,  the  oldest  in  point  of  settle- 
ment. and  yet  the  last  to  be  developed,  is  now 
having  some  very  serious  “growing  pains.” 
Inadequate  postal  facilities  and  a very  incon- 
venient embargo  on  shipments  of  various  kinds 
are  outstanding  manifestations.  Development 
here  is  wonderful  but  does  not  approach  what 
it  would  be  if  necessary  transportation  could  be 
had.  '*| 

I might  write  something  about  opportunities 
for  investment  which  are  holding  the  attention 
of  so  many,  but  presumably  your  readers  are 
interested  only  in  what  this  state  has  to  offer 
in  healthfulness  and  climate. 

Albert  Shaw  made  the  following  statement 
in  a recent  number  of  Review  of  Reviews: 
“Above  all  others  the  medical  men  are  respon- 
sible for  the  Florida  movement.  It  was  the 
fear  of  yellow  fever,  Asiatic  cholera  and  other 
deadly  diseases  of  epidemic  character  that  had 
long  checked  the  progress  of  a state  that  was 
exposed  to  infections  from  Cuba  and  elsewhere. 
The  conquest  of  these  maladies  now  makes  our 

♦Upon  our  request,  Dr.  Peery,  of  Lynchburg,  Va„  who  is 
spending  the  winter  in  Florida,  sent  us  the  following  letter, 
which  we  take  the  liberty  of  publishing. 


Southern  lands  the  most  healthful,  whereas 
they  once  had  the  bad  reputation  of  frequent 
epidemics  and  high  death  rates.” 

The  real  and  permanent  thing  about  Florida 
is  not  so  much  its  natural  resources  or  its  real 
estate  boom,  but  rather  its  great  future  as  the 
home  of  health  and  comfort,  and  because  of 
this  her  economic  position  is  assured. 

Health  and  longevity,  a place  to  keep  warm 
and  to  keep  well,  that  is  Florida.  Ponce  de 
Leon  had  the  right  idea  when  he  sought  here 
the  “fountain  of  youth,”  though  the  magic  was 
in  the  air  and  not  in  the  waters. 

I woidd  say  that  the  real  lure  of  Florida  is 
in  its  climate  and  the  privilege  of  living  and 
playing  out  of  doors  all  the  year. 

Almost  every  one  realizes  in  a general  way 
that  sickness  increases  in  winter.  Systematic 
observation  shows  with  startling  clearness  the 
lost  time,  the  lowered  efficiency  and  the  suf- 
fering which  accompany  the  winter  months. 
Most  people  tend  to  live  indoors  in  winter  and 
outdoors  in  summer. 

It  is  not  merely  the  cold  weather  itself  but 
the  indoor  life  that  makes  winter  a time  of 
sickness  and  death. 

According  to  Babson,  giving  statistics  from 
all  over  the  United  States,  “Winter  raises  the 
death  rate  from  thirteen  per  thousand  to  seven- 
teen per  thousand,  or  an  increase  of  about 
thirty  per  cent.” 

The  annual  exodus  to  Florida  for  the  win- 
ter season  seems  wise  for  the  life  out  doors, 
the  fresh  air  indoors,  the  sunshine  and  the 
changed  environment,  are  definitely  beneficial. 

The  opportunity  of  utilizing  the  healing 
qualities  of  the  sun’s  rays  (in  which  I am  per- 
sonally interested)  cannot  be  excelled  any- 
where. Heliotherapy  stands  first  as  a thera- 
peutic agent  in  some  diseases,  and  is  an  im- 
portant adjunct  in  many  others.  The  actinic 
rays  of  the  sun  are  abundant  and  powerful 
over  the  southern  part  of  Florida.  Several 
costly  and  well  equipped  sanitoria  are  planned 
and  being  built. 

Those  who  come  to  this  state  in  search  of 
health  and  length  of  days  will  find  a rich  re- 
ward. I feel  sure  that  Florida  has  a great 
future.  For  millions  of  people  it  should  be- 
come a literal  “fountain  of  youth.” 

E.  W.  Peery,  M.  D. 

Delray , Florida. 

January  19,  1926. 
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Analyses,  Selections,  Etc. 

Outbreak  of  Poliomyelitis  Traced  to  Milk. 

The  Health  News  of  the  New  York  State 
Department  of  Health  contains  the  following 
announcement,  which  should  be  of  interest  to 
doctors : 

“During  the  third  week  of  December  six 
cases  of  poliomyelitis  developed  in  the  city  of 
Cortland,  New  York,  which  has  a population 
of  approximately  15,000.  All  of  the  cases 
found  by  Dr.  A.  C.  Knapp,  health  officer,  had 
consumed  milk  obtained  from  the  same  dealer. 
This  dealer  furnished  milk  regularly  to  the 
families  in  which  four  of  the  cases  occurred, 
the  fifth  drank  it  three  times  daily  at  a restau- 
rant. The  sixth  case  was  discovered  to  have 
consumed  some  of  the  milk  at  a gathering 
which  he  attended  six  days  before  the  onset  of 
his  illness. 

“Prior  to  this  there  had  been  three  cases  re- 
ported in  Cortland  during  1925,  the  onsets  of 
the  cases  being  given  as  October  7th  in  all 
three.  Despite  their  almost  synchronous  on- 
sets these  three  cases  each  took  milk  from  a 
different  source  and  it  was  not  possible  to  dis- 
cover anythinsf  else  in  common. 

“On  December  7th,  seven  days  before  the 
onset  of  the  first  case  of  this  apparently  milk- 
borne  series,  a boy,  sixteen  years  old,  who  was 
working  on  the  dairy  farm  where  the  milk 
concerned  was  produced,  became  sick  with 
fever,  headache,  pain  in  the  back  and  some 
diarrhea.  He  vomited  on  December  11th.  He 
continued  at  work,  milking  from  eight  to  ten 
of  the  twenty  cows  on  this  dairy,  though  he 
noticed  his  hands  were  growing  progressively 
weaker  and  that  he  had  some  pain  and  tender- 
ness in  his  left  arm.  On  December  11th  he 
was  definitely  paralyzed  in  his  entire  left  ex- 
tremity and  right  deltoid  muscle,  but  succeeded 
in  milking  three  cows  with  his  right  hand  be- 
fore his  condition  was  noticed.  He  was  im- 
mediately taken  to  his  home  in  the  city  of  Cort- 
land, where  he  was  isolated  and  subsquently 
cared  for.  In  addition  to  the  symptoms  men- 
tioned he  is  said  to  have  had  slight  retraction 
of  the  head  but  no  resistance  to  anterior  flexion 
of  the  sjoine.  His  fever  was  reported  as  high 
(over  104°  F)  when  seen  by  the  physician  on 
December  11th.  This  boy  in  addition  to  milk- 
ing cows,  carried  the  milk  to  the  cooler,  and 
also  assisted  in  filling  the  cans  from  the  cooler, 


thus  having  an  opportunity  to  infect  prac- 
tically all  of  the  milk  produced  on  the  farm. 

“The  onsets  of  the  subsequent  cases  were  De- 
cember 14th  (one),  December  16th  (two),  De- 
cember 18th  (two) , December  19th  (one).  Two 
of  these  subsequent  cases  died  from  bulbar  in- 
volvement, one  on  the  second  and  the  other  on 
the  fourth  day  after  onset.  There  were  no 
other  cases  in  the  city  until  December  25th 
when  three  more  cases  developed — one  in  a 
child,  age  seven,  who  consumed  the  suspected 
milk  at  home;  one  in  a boy,  age  nineteen,  whose 
mother  worked  in  a restaurant  which  bought 
thirty-five  quarts  of  this  milk  daily;  the  third 
child  has  no  history  of  contact  with  any  of 
the  other  cases,  did  not  consume  the  suspected 
milk  and  is  regarded  as  an  extremely  doubtful 
non-paralyzed  case. 

"An  investigation  at  the  dairy  failed  to  dis- 
cover any  evidence  of  paralysis  or  illness 
among  the  animals  except  that  five  of  the 
twenty  cows  reacted  to  the  tuberculin  test  on 
December  14th.  About  215  quarts  of  unpas- 
teurized milk  were  sold  from  this  dairy  to  a 
dealer  in  Cortland  whose  total  daily  output 
was  240  quarts.  The  total  daily  supply  for  the 
city  is  approximately  5,700  quarts. 

“The  cases  which  varied  in  age  from  fifteen 
months  to  twenty-two  years  were  not  located 
in  the  same  section  of  the  city  and  their  social 
relations  were  extremely  tenuous  or  non-exist- 
ent.” 

Medical  and  Surgical  Diathermy. 

Herman  Goodman,  M.  D.,  of  New  York 
City,  writing  under  the  above  title,  gives  the 
new  outlook  in  surgery  with  this  modern 
modality,  and  the  anticipated  changes  in  the 
practice  of  therapeutic  medicine  and  surgery. 
Diseases  such  as  pneumonia,  rheumatism  (so- 
called)  arthritides,  and  indeed,  many  affections 
which  had  previously  been  resistant  to  medica- 
tion respond  to  diathermy.  The  Oudin  spark 
is  valuable  in  certain  diseases.  In  dermatology, 
a field  in  which  Goodman  has  had  a special 
interest,  a number  of  conditions  lend  them- 
selves admirably  to  treatment  by  this  relatively 
new  electric  agent.  A list  of  the  more  common 
dermatoses  is  given : angioma,  callositas,  cica- 
trix, clavus,  dermatitis  papillaris  capillitii, 
cornu  cutaneum,  fibroma,  keloid,  keratosis, 
lupus,  lymphangioma,  milium,  molluscum, 
nevi,  neurofibroma,  verruca,  and  xanthema.  If 
the  accessible  malignancies  are  included  in 
dermatology  one  finds  diathermy  ideal  for 
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basal  cell  epithelioma,  melanoma,  and  those 
unfortunate  instances  of  metastasis  in  other- 
wise inoperable  prickle  cell  growth. 

In  the  field  of  the  genito-urinary  specialist, 
a wide  usefulness  may  be  promised.  Such 
lesions  of  the  external  genitalia  as,  verruca, 
persistent  lichen  papules,  granuloma  inguinale, 
epitheliomas  and  chancroid  are  mentioned. 
Circumcision  could  be  done,  meatotomy  would 
be  bloodless.  Bi-polar  use  of  diathermy  is  indi- 
cated in  disease  of  the  prostate,  softening  stric- 
ture, destroying  papillomas  inside- the  bladder 
through  a cystoscope,  as  well  as  malignancies 
for  which  other  methods  fall  short.  Goodman 
would  not  depend  on  diathermy  for  treatment 
of  acute  anterior  gonorrhoea.  The  sequelae 
and  complications  of  gonorrhoea,  as  epidydi- 
mitis,  the  follicular  infections,  the  verumonta- 
nitis,  and  the  prostatitis,  not  to  mention  the 
arthritides,  respond  to  the  high  frequency 
modalities  properly  applied. 

A knowledge  of  the  physics  is  absolutely  es- 
sential. A proper  concept  of  the  pathology  of 
the  particular  lesion  to  be  treated  is  also  neces- 
sary. (Med.  Jour,  and  Record , Vol.  cxxn, 
page  672,  Dec.  2,  1925.) 


Proceedings  of  Societies 

Virginia  State  Board  of  Medical  Examiners. 

At  the  examinations  held  by  the  Board  in 
Richmond,  December  8-11,  1925,  fourteen  ap- 
plicants received  licenses  to  practice  in  Vir- 
ginia through  examination,  and  nine  by  re- 
ciprocity. 

Those  licensed  by  examination  are : 

Dr.  Smallwood  Ackiss,  Washington,  D.  C. 
Dr.  Howard  Webb  Angell,  University  of 
Virginia. 

Dr.  Edward  Nelson  Booker,  Colony,  Va. 

Dr.  A.  Bernard  Clark,  Richmond,  Va. 

Dr.  William  B.  King,  Washington,  D.  C. 
Dr.  Richard  H.  Holt,  Richmond,  Va. 

Dr.  Ruth  S.  Mason,  Petersburg,  Va. 

Dr.  George  A.  Moore,  Roanoke,  Va. 

Dr.  Rufus  A.  Morison,  Abingdon,  Va. 

Dr.  Barney  Plotnick,  Richmond,  Va. 

Dr.  Marvin  G.  Rock,  Trammel,  Va. 

Dr.  W.  Lewis  Schafer,  Alexandria,  Va. 

Dr.  Jayfus  Irving  Ward,  Charlotte,  N.  C. 
Dr.  Graven  F.  Winslow,  University  of  Vir- 
ginia. 

Those  licensed  by  reciprocity  are: 


Dr.  Garfield  C.  Burrows,  Atlantic  City,  N.  J. 

Dr.  Lemuel  C.  Cox,  Stonega,  Va. 

Dr.  Daniel  W.  Davis,  Jr.,  Washington,  D.  C. 

Dr.  Herman  F.  Dormire,  Virginia  Beach. 
Va. 

Dr.  Claude  G.  Drace,  Lynchburg,  Va. 

Dr.  Will  M.  Garton,  Quantico,  Va. 

Dr.  Russell  Iv.  Hollingsworth,  Norfolk,  Va. 

Dr.  Ezekiel  Howell,  Roan  Mountain,  Tenn. 

Dr.  Dunlap  P.  Penhallow,  Washington, 
D.  C. 

The  Prince  Edward-Cumberland  County 

Medical  Society 

Met  in  Farmville,  January  19th.  In  the 
absence  of  the  president,  Dr.  Carter  Weisiger, 
the  vice-president,  Dr.  T.  G.  Hardy,  of  Farm- 
ville, presided.  Dr.  Susas  W.  Field,  also  of 
Farmville,  was  at  the  secretary’s  desk.  Two 
interesting  papers  were  presented  by  Drs.  Car- 
rington Williams  and  J.  L.  Tabb,  of  McGuire 
Clinic,  Richmond. 

Following  the  reading  and  discussion  of 
these  papers,  a business  session  was  held,  at 
which  the  State  secretary,  Miss  Edwards,  spoke 
on  the  need  of  better  county  organization  in 
the  section  which  is  to  be  reached  by  the  new 
hospital  which  is  shortly  to  be  erected  in 
Farmville.  It  was  brought  out  that,  while  a 
district  society,  which  was  contemplated,  would 
furnish  a larger  field  from  which  to  draw  for 
good  scientific  meetings,  the  counties  included 
should  organize  independently  and  maintain 
their  individuality  and  thus  have  a right  to 
representation  in  the  House  of  Delegates  of 
the  State  Society.  With  an  idea  of  interesting 
doctors  in  the  nine  counties  affected — Prince 
Edward,  Amelia,  Appomattox,  Buckingham, 
Charlotte,  Cumberland,  Lunenburg,  Nottoway 
and  Powhatan — in  the  plan  of  organizing  and 
maintaining  county  units  as  well  as  in  having 
a district  society,  several  of  those  present 
agreed  to  visit  doctors  in  the  various  counties. 
A meeting  will  be  held  shortly  at  which  time 
it  is  hoped  counties  not  now  organized  will 
apply  to  the  State  Society  for  charters. 

The  Botetourt  County  Medical  Society 

Held  its  annual  meeting  December  2,  1925, 
at  the  home  of  Dr.  E.  W.  Dodd,  at  Buchanan, 
Va.  Dr.  R.  T.  Givens,  Glen  Wilton,  the  presi- 
dent, presided.  The  following  members  were 
present:  Drs.  E.  W.  Dodd  and  R.  II.  Latane, 
Buchanan;  J.  K.  Simmons,  Mill  Creek;  M.  T. 
McCulloch,  Troutville;  R.  T.  Givens,  Glen  Wil- 
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ton;  and  IV.  N.  Breckinridge,  secretary,  Fin- 
castle.  Dr.  McCulloch  gave  a report  of  the 
proceedings  of  the  Executive  Council  of  the 
State  Society  meeting.  Dr.  W.  N.  Breckin- 
ridge was  elected  president  for  the  ensuing- 
year,  and  Dr.  R.  LI.  Latane,  secretary. 

At  this  time,  the  ladies  who  accompanied  the 
doctors  formed  a Woman’s  Auxiliary,  and 
elected  Mrs.  Dodd  president  and  Mrs.  Givens 
secretary. 

Following  the  business  session,  Dr.  and  Mrs. 
Dodd  entertained  the  doctors  and  ladies  at  a 
beautifully  appointed  luncheon. 


TheTruth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our  let- 
ter of  November  27th,  the  following  have  been  ac- 
cepted: 

Arlington  Chemical  Company 

Acacia  (Soap.)  Pollen  Extract — Arlco;  Alfalfa  Pol- 
len Extract — Arlco;  Ash  Pollen  Extract — Arlco; 
Box  Elder  Pollen  Extract — Arlco;  Burning  Bush 
Pollen  Extract  — Arlco;  California  Walnut 
(Black)  Pollen  Extract — Arlco;  Cocklebur  Pollen 
Extract — Arlco;  Cosmos  Pollen  Extract — Arlco; 
Fleabane  (Common)  Pollen  Extract — Arlco; 
Goose  Foot  Pollen  Extract — Arlco;  Hemp  Pollen 
Extract — Arlco;  Indian  Rice  Pollen  Extract — - 
Arlco;  Indian  Wormwood  Pollen  Extract — Arlco; 
Live  Oak  Pollen  Extract — Arlco:  Marsh  Elder 
Pollen  Extract — Arlco;  Meadow  Fescue  Pollen 
Extract — Arlco;  Mugwort  Pollen  Extract — Arlco; 
Oat  Grass  Pollen  Extract — Arlco;  Olive  Pollen 
Extract — Arlco;  Pine  Pollen  Extract — Arlco; 
Platain  Pollen  Extract — Arlco;  Prairie  Sage 
Pollen  Extract — Arlco;  Poplar  Pollen  Extract— 
Arlco;  Privet  Pollen  Extract — Arlco;  Red  Fes- 
cue Pollen  Extract — Arlco;  Rye  Grass  Pollen  Ex- 
tract— Arlco;  Slender  Ragweed  Pollen  Extract — 
Arlco;  Sweet  Clover  Pollen  Extract — Arlco; 
Sweet  Vernal  Grass  Pollen  Extract- — Arlco; 
Sycamore  Pollen  Extract — Arlco;  Thistle  Pollen 
Extract — Arlco;  Velvet  Grass  Pollen  Extract — 
Arlco;  Western  Cottonwood  Pollen  Extract — 
Arlco;  Western  Ragweed  (Giant)  Pollen  Ex- 
tract— Arlco;  Winter  Fat  Pollen  Extract — Arlco; 
Yellow  Daisy  Pollen  Extract — Arlco. 

Cutter  Laboratory 

Special  Pertussis  Vaccine-Cutter 
Annual  Salt  Bush  Pollen  Extract — Cutter;  Ari- 
zona Ash  Pollen  Extract — Cutter;  Bermuda 
Grass  Pollen  Extract — Cutter;  Black  Walnut 
Pollen  Extract — Cutter;  Canary  Grass  Pollen 
Extract — Cutter;  Carless  Weed  Pollen  Extract 
— Cutter;  Coast  Sagebrush  Pollen  Extract — 
Cutter;  Cocklebur  Pollen  Extract — Cutter; 
Common  Ragweed  Pollen  Extract — Cutter; 
Cottonwood  Pollen  Extract — Cutter;  False 
Ragweed  Pollen  Extract — Cutter:  Giant  Rag- 
weed Pollen  Extract — Cutter;  Johnson  Grass 
Pollen  Extract — Cutter; June  Grass  Pollen  Ex- 
tract— Cutter;  Lamb’s  Quarters  Pollen  Extract 
— Cutter;  Live  Oak  Pollen  Extract — Cutter; 
Marsh  Elder  Pollen  Extract — Cutter;  Mugwort 
Pollen  Extract — Cutter;  Olive  Pollen  Extract 
— Cutter;  Rabbit  Bush  Pollen  Extract — Cutter; 
Orchard  Grass  Pollen  Extract— Cutter;  Plan- 


tain Pollen  Extract — Cutter;  Red  Root  Pig- 
weed Pollen  Extract — Cutter;  Red  Top  Pollen 
Extract — Cutter;  Russian  Thistle  Pollen  Ex- 
tract— Cutter;  Rye  Grass  Pollen  Extract — Cut- 
ter; Sagebrush  Pollen  Extract — Cutter;  Shad- 
- scale  Pollen  Extract — Cutter;  Sheep  Sorrel 
Pollen  Extract — Cutter;  Timothy  Pollen  Ex- 
tract— Cutter;  Velvet  Grass  Pollen  Extract — 
Cutter;  Western  Ragweed  Pollen  Extract- 
Cutter;  White  Oak  Pollen  Extract — Cutter; 
Wild  Oat  Pollen  Extract — Cutter;  Yellow  Dock 
Pollen  Extract — Cutter. 

Eli  Lilly  & Co. 

Coco-Quinine. 


Mallinckrodt  Chemical  Works 


Sulpharsphenamine 

Ampules. 

Sulpharsphenamine 

Ampules. 

Sulpharsphenamine 

Ampules. 

Sulpharsphenamine 

Ampules. 

Sulpharsphenamine 

Ampules. 

Sulpharsphenamine 

Ampules. 


— Mallinckrodt 

— Mallinckrodt 

— Mallinckrodt 

— Mallinckrodt 
- — Mallinckrodt 

— Mallinckrodt 


0.1  Gm. 
0.2  Gm. 
0.3  Gm. 
0.4  Gm. 
0.5  Gm. 
0.6  Gm. 


H.  K.  Mulford  Co. 

Insulin — Mulford  10  Units  10  c.c. 
Insulin — Mulford  20  Units  10  c.c. 
Insulin — Mulford  40  Units  10  c.c. 
Insulin — Mulford  80  Units  10  c.c. 


Parke,  Davis  & Co. 

Aster  Pollen  Protein  Extract  Diagnostic — P.  D.  & 
Co.;  Barnyard  Grass  Pollen  Protein  Extract  Diag- 
nostic— P.  D.  & Co.;  Bermuda  Grass  Pollen  Pro- 
tein Extract  Diagnostic — P.  D.  & Co.;  Burweed 
Marsh  Elder  Pollen  Protein  Extract  Diagnostic 
— P.  D.  & Co.;  Chestnut  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Cocklebur  Pollen  Pro- 
tein Extract  Diagnostic — P.  D.  & Co.;  Common 
Ragweed  Pollen  Protein  Extract  Diagnostic — P. 
D.  & Co.;  Corn  Pollen  Protein  Extract  Diagnos- 
tic— P.  D.  & Co.;  Cosmos  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Crab  Grass  Pollen  Pro- 
tein Extract  Diagnostic — P.  D.  & Co.;  Dahlia  Pol- 
len Protein  Extract  Diagnostic — P.  D.  & Co.; 
Dandelion  Pollen  Protein  Extract  Diagnostic — 
P.  D.  & Co.;  Halberd-Leaved  Orache  Pollen  Pro- 
tein Extract  Diagnostic— P.  D.  & Co.;  Giant  Rag- 
weed Pollen  Protein  Extract  Diagnostic — P.  D. 
& Co.;  Indian  Hair  Tonic  Pollen  Protein  Ex- 
tract Diagnostic — P.  D.  & Co.;  Johnson  Grass 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
June  Grass  Pollen  Protein  Extract  Diagnostic — 
P.  D.  & Co.;  Maple  Pollen  Protein  Extract  Diag- 
nostic—P.  D.  & Co: ; Marigold  Pollen  Protein 
Extract  Diagnostic — P.  D.  & Co.;  Orchard  Grass 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
Plantain  Pollen  Protein  Extract  Diagnostic — 
P.  D.  & Co.;  Prairie  Sage  Pollen  Protein  Ex- 
tract Diagnostic — P.  D.  & Co.;  Rose  Pollen  Pro- 
tein Extract  Diagnostic — P.  D.  & Co.;  Rough 
Marsh  Elder  Pollen  Protein  Extract  Diagnostic 
P.  D.  & Co.;  Sage  Brush  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Western  Ragweed  Pol- 
len Protein  Extract  Diagnostic — P.  D.  & Co.; 
Western  Waterhemp  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Wheat  Pollen  Protein 
Extract  Diagnostic — P.  D.  & Co.;  White  Clover 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
White  Goose  Foot  Pollen  Protein  Extract  Diag- 
nostic— P.  D.  & Co.;  Willow  Pollen  Protein  Ex- 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


741 


tract  Diagnostic — P.  D.  & Co.;  Wormwood  Sage 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
Yarrow  Pollen  Protein  Extract  Diagnostic — P. 
D.  & Co.;  Yellow  Dock  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co. 

Protein  Extract  Diagnostic — P.  D.  & Co.  Group  28; 
Protein  Extracts  Diagnostic — P.  D.  & Co.,  Group 
29;  Protein  Extracts  Diagnostic — P.  D.  & Co. 
Group  30;  Protein  Extracts  Diagnostic — P.  D.  & 
Co.  Group  31. 

Physicians  Diagnostic  Laboratories 

Concentrated  Culture  Bacillus  Acidophilus — P.  D.  L. 
Swan-Myers  Company 

Mixed  Ragweed  Concentrated  Pollen  Extract — 
Swan-Myers. 

E.  R.  Squibb  & Sons 

Scarlet  Fever  Streptococcus  Antitoxin  Concen- 
trated. 

Scarlet  Fever  Streptococcus  Toxin  for  Dick  Test — 
Squibb. 

Scarlet  Fever  Streptococcus  Toxin — Squibb. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Boro-Chloretone. — A dusting  powder  composed  of 
chloretone  (New  and  Non-official  Remedies,  1925,  p. 
91)  1 part;  boric  acid,  1 part;  purified  talc,  2 parts. 
Parke,  Davis  & Co.,  Detroit. 

Powdered  Whole  Lactic  Acid  Milk-Merrell-Soule.— 

A modified  milk  preparation  prepared  from  whole 
milk  soured  by  the  action  of  a culture  of  bacillus 
bulgaricus.  Each  100  Gm.  contains  approximately 
butter  fat,  28  Gm.;  protein,  26  Gm. ; lactose,  33  Gm. ; 
free  lactic  acid,  4 Gm.;  ash,  6 Gm.;  moisture,  3 Gm. 
When  suitably  mixed  with  water,  powdered  whole 
lactic  acid  milk-Merrell-Soule  is  said  to  be  useful  in 
the  feeding  of  infants  when  a soured  milk  is  indi- 
cated. Merrell-Soule  Co.,  Syracuse,  N.  Y.  (Jour. 
A.  M.  A.,  Dec.  5,  1925,  p.  1,811.) 

Ovarian  Substance  Desiccated — P.  D.  & Co. — The 
entire  fresh  ovary  (including  the  corpora  lutea)  of 
the  hog  and  cow,  dried  in  vacuo  and  powdered.  For 
a discussion  of  the  actions  and  uses,  see  Ovary,  New 
and  Non-official  Remedies,  1925,  p.  251.  The  product 
is  also  marketed  in  the  form  of  five  grain  tablets. 
Parke,  Davis  & Co.,  Detroit. 

Ovarian  Residue  Desiccated — P.  D.  & Co. — The 
residue  from  the  fresh  ovary  of  the  hog  or  cow  after 
the  removal  of  the  corpora  lutea,  dried  and  pow- 
dered. Ovarian  residue  is  used  for  the  same  condi- 
tions as  those  in  which  the  entire  ovarian  substance 
is  used.  The  product  is  also  marketed  in  the  form 
of  capsules  and  tablets  containing  five  grains.  Parke, 
Davis  & Co.,  Detroit. 

Insulin — Mulford,  10  Units,  10  c.c. — Each  c.c.  con- 
tains ten  units  of  insulin — Mulford  (Jour.  A.  M.  A., 
June  20,  1925,  p.  1,917).  H.  K.  Mulford  Co.,  Phila- 
delphia. 

Insulin — Mulford,  20  Units,  10  c.c. — Each  c.c.  con- 
tains twenty  units  of  insulin — Mulford  (Jour.  A.  M. 
A.,  June  20,  1925,  p.  1,917).  H.  IC.  Mulford  Co.,  Phila- 
delphia. 

Insulin — Mulford,  40  Units,  10  c.c. — Each  c.c.  con- 
tains forty  units  of  insulin — Mulford  (Jour.  A.  M.  A., 
June  20,  1925,  p.  1,917).  H.  K.  Mulford  Co.,  Phila- 
delphia. 

Insulin — Mulford.  80  Units,  10  c.c. — Each  c.c.  con- 
tains eighty  units  of  insulin — Mulford  (Jour.  A.  M. 
A.,  June  20,  1925,  p.  1,917).  H.  K.  Mulford  Co., 
Philadelphia. 

Ampules  Dextrose  50  per  cent,  20  c.c. — Each  ampule 
contains  20  c.c.  of  a 50  per  cent  solution  of  dextrose 
U.  S.  P.  Swan-Myers  Co.,  Indianapolis.  (Jour.  A.  M. 
A.,  Dec.  12,  1925,  p.  1,891.) 


PROPAGANDA  FOR  REFORM 

Examination  of  Brands  of  Cinchophen. — Cincho- 
phen  was  introduced  in  the  U.  S.  under  the  proprie- 
tary name  “Atophan”  by  Schering  & Glats.  At  one 
time  “Atophan”  was  included  in  New  and  Non-official 
Remedies.  It  was  omitted  1921  because  unwarranted 
therapeutic  claims  were  made  for  it  and  for  other 
reasons.  As  a result  of  the  war,  cinchophen  was 
manufactured  in  the  U.  S.  and  at  that  time  the 
A.  M.  A.  Chemical  Laboratory  examined  the  market 
supply  and  found  this  satisfactory.  Now  the  Labora- 
tory reports  the  results  of  a re-examination.  The 
Laboratory  found  that  the  cinchophen  now  mar- 
keted is  still  purer  than  that  examined  before  and 
that  all  brands  compiled  essentially  with  the  stand- 
ards of  the  new  U.  S.  Pharmacopeia.  It  is  concluded 
that  all  the  products  reported  on  (cinchophen — 
Abbott,  cinchophen — B.  P.  C.,  cinchophen — Calco, 
cinchophen — M.  C.  W.,  cinchophen — Morgenstern  and 
Atophan)  are  equally  good  for  therapeutic  purposes, 
and  one  is  no  better  than  another.  The  report  of 
the  Laboratory  brings  out  the  exorbitant  price  that 
the  public  and  the  profession  have  to  pay  for  pro- 
prietorship in  medicine.  Under  its  non-proprietary 
name,  cinchophen  can  be  purchased  for  from  fifty 
cents  to  one  dollar  per  ounce;  but  “Atophan”  costs 
from  $2.50  to  $2.75  for  the  same  amount.  (Jour. 
A.  M.  A.,  Dec.  5,  1925,  p.  1,828.) 

More  Misbranded  Nostrums. — The  following  prod- 
ucts have  been  the  subject  of  prosecution  by  the 
authorities  charged  with  the  enforcement  of  the 
Federal  Food  and  Drugs  Act:  Gary’s  Vegetable  Oint- 
ment (The  Sloan  and  Spencer  Medicine  Co.,  Birming- 
ham, Ala.),  consisting  mainly  of  kerosene,  alcohol, 
turpentine,  camphor  and  menthol.  Saymau’s  Wonder 
Herbs  (T.  M.  Sayman  Products  Co.,  St.  Louis,  Mo.), 
consisting  essentially  of  a mixture  of  baking  soda, 
powdered  ginger,  gentian  root,  rhubarb,  licorice,  cas- 
cara  sagrada,  buchu,  senna,  mandrake  and  busk- 
thorn. 

Chappelear’s  Bronchini  (Wm.  M.  Chappelear  & 
Sons  Co.,  Zanesville,  O.),  consisting  of  ammonium 
chlorid,  extracts  of  plant  drugs,  flavoring  material 
including  anise  and  sassafras  oil,  sugar,  alcohol  and 
water.  S-K  Remedy  (S-K  Remedy  Co.,  Oakland, 
Oregon),  composed  essentially  of  vegetable  drugs, 
including  aloes  and  a small  quantity  of  a mydriatic 
alkaloid,  alcohol  and  water.  (Jour.  A.  M.  A.,  Dec. 
12,  1925,  p.  1,907.) 

Incitamin  Not  Acceptable  For  N.  N.  R. — In  the  in- 
formation submitted  to  the  Council  on  Pharmacy  and 
Chemistry  by  Lehn  & Fink,  Inc.,  it  is  stated  that 
Incitamin  is  a “standardized  preparation  of  equine 
saliva,  freed  of  coaguable  substances;”  that  “each 
cubic  centimeter  contains  12  units  of  Ptyalin;”  that 
it  is  preserved  with  1 per  cent  of  chinosol.  It  was 
stated  to  be  indicated  in  the  treatment  of  indolent 
ulcers.  Entirely  different  statements  as  to  the  com- 
position were  made  on  the  trade  packages  and  ad- 
vertising. Here  it  was  stated:  “Incitamin  is  a 

mixture  containing  saliva  (equine),  serum  (also 
equine),  and  pancreatic  extract.  ...  It  is  pre- 
served by  the  addition  of  one-half  of  one  per  cent  of 
phenol.”  The  Council  found  Incitamin  unacceptable 
for  New  and  Non-official  Remedies  because  the  state- 
ments of  composition  are  contradictory;  no  data 
are  given  as  to  the  amount  of  equine  serum  and  pan- 
creatic extract  present;  no  data  of  any  kind  are 
given  that  the  ingredients  (whatever  they  are)  have 
any  action  (except  perhaps  the  phenol  or  chinosol) ; 
and  so  far  as  the  evidence  goes,  it  is  an  absurd  and 
unscientific  mixture.  When  the  Council’s  statement 
was  sent  to  Lehn  & Fink,  Inc.,  the  firm  replied  that 
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Incitamin  formerly  contained  “saliva,  equine  serum 
and  pancreatic  extract”  but  that  the  formula  had 
been  changed  to  a “standardized  preparation  of 
equine  saliva.”  (Jour.  A.  M.  A.,  Dec.  12,  1925,  p. 
1,907.) 

Nephritin. — The  present  claims  for  Nephritin  ap- 
pear to  be  substantially  the  same  as  those  advanced 
in  1907  when  the  Council  on  Pharmacy  and  Chemis- 
try, in  its  report  on  “Reed  and  Carnrick’s  Methods” 
declared  this  preparation  along  with  others  inad- 
missible to  New  and  Nonofficial  Remedies.  (Jour. 
A.  M.  A.,  Dec.  12,  1925,  p.  1,909). 

Goiter  Prophylaxis — Warnings  against  the  pro- 
miscuous use  of  iodin  in  the  prophylaxis  of  goiter 
are  being  sounded.  Kimball  urges  that  in  all  cases 
of  iodin  treatment,  doses  should  be  considered  in 
terms  of  milligrams.  The  maximum  dosage  for  an 
adult,  provided  there  are  no  contraindications,  is  10 
mg.  daily  for  not  longer  than  one  month  during 
which  time  the  patient  should  be  under  very  close 
observation.  Kimball  believes  that  there  is  no  dan- 
ger in  the  routine  prophylaxis  of  goiter  as  it  is 
carried  out  through  the  schools,  namely,  the  admin- 
istration of  10  mg.  of  iodin  weekly.  The  evaluation 
of  the  use  of  iodine  in  hyperthyroidism  belongs  in 
a separate  category.  During  the  last  few  years  its 
use  has  gained  a new  vogue.  However,  as  now  used, 
iodin  has  not  been  shown  to  be  sufficient  to  suppress 
the  disease  permanently.  (Jour.  A.  M.  A.,  Dec.  19, 
1925,  p.  1,970.) 

Vitalait  Not  Acceptable  For  N.  N.  R. — “Vitalait” 
is  the  uninforming  name  under  which  the  Vitalait 
Laboratory  of  Newton  Center,  Mass.,  markets  a cul- 
ture of  B.  acidophilus.  In  the  advertising  sent  to 
physicians,  the  generally  discarded  autointoxication 
theories  of  Metchnikoff  are  used  as  a warrant  for 
recommending  its  use  in  a host  of  conditions.  The 
advertising  sent  to  a layman  is  plainly  addressed 
to  the  public.  The  Council  on  Pharmacy  and  Chemis- 
try found  Vitalait  (Vitalait  Laboratory,  Newton 
Center,  Mass.),  unacceptable  for  New  and  Non- 
official Remedies  because  it  is  marketed  under  a 
non-informing  name;  because  the  claims  made  for 
it  are  unwarranted  and  misleading;  and  because  it 
is  exploited  to  the  public  in  a way  that  may  lead, 
not  only  to  its  use  for  imaginary  ills,  but  also  for 
conditions  in  which  a correct  diagnosis  and  rational 
medical  treatment  are  all  important.  (Jour.  A.  M.  A., 
Dec.  19,  1925,  p.  1,985.) 

Cod-Liver  Oil  Substitute. — If  an  infant  has  rickets 
and  an  idiosyncrasy  against  cod-liver  oil,  actino- 
therapy  in  the  form  of  sun  baths  or  ultra-violet  ray 
exposure  should  be  employed.  Cod-liver  oil  extract 
and  irradiated  foods  have  not  yet  been  developed 
to  a sufficient  extent  to  be  commercially  obtainable 
in  reliable  form.  (Jour.  A.  M.  A.,  Dec.  19,  1925,  p. 
1,986.) 


Book  Announcements 


Abdominal  Operations.  Volumes  I and  II.  By  SIR 
BERKELEY  MOYNIHAN,  Leeds,  London,  Eng- 
land. Fourth  Edition,  entirely  reset  and  enlarged. 
Two  Octavo  Volumes  totaling  1,217  pages,  with 
470  illustrations,  10  in  colors.  Philadelphia  and 
London.  W.  B.  Saunders  Company.  1926.  Cloth. 
Price,  $20.00  net. 

Headache.  Its  Causes  and  Treatment.  By  DR. 
THOMAS  F.  REILLY,  Sometime  Professor  of 
Medicine,  Fordham  University,  Attending  Physi- 
cian Bellevue  and  Allied  Hospitals,  Fordham  Di- 


vision, and  at  St.  Vincent’s  Hospital.  Philadel- 
phia. P.  Blakiston’s  Son  and  Company,  1012 
Walnut  Street.  1926.  8vo.  of  246  pages.  Cloth. 
Price,  $3.00  net. 

Non-Surgical  Treatment  of  Diseases  of  the  Mouth, 
Throat,  Nose,  Ear,  and  Eye.  By  THOMAS  H. 
ODENEAL,  M.  D.,  Otologist,  Rhinologist,  Laryn- 
gologist and  Ophthalmologist  to  the  Beverly  Hos- 
pital Corporation,  Beverly,  Mass.,  Mass.  State  In- 
firmary; Associate  Member,  Staff  of  the  Good 
Samaritan  Hospital,  West  Palm  Beach,  Florida. 
Philadelphia.  P.  Blakiston’s  Son  and  Company, 
1012  Walnut  Street.  1926.  8vo.  of  428  pages. 
Cloth.  Price  $4.00  net. 


Infant  Mortality  Declines  in  the  U.  S. 

A definite  decline  in  the  infant  mortality 
rate  in  all  racial  groups  during  the  six-year 
period  1916-1921  is  reported  by  Dr.  .T.  Y. 
DePorte,  of  Johns  Hopkins  University  as  a 
result  of  his  analysis  of  birth  and  death  statis- 
tics for  different  racial  stocks  in  the  United 
States.  He  found  the  differences  in  the  rates 
of  infant  mortality  of  the  several  groups  due 
primarily  to  differences  in  mortality  from 
diseases  of  the  digestive  and  respiratory  sys- 
tems, which  are  theoretically  preventable. 
Less  change,  absolute  or  relative,  was  found  in 
the  rates  of  mortality  of  infants  under  one 
month. 

Juvenile  Delinquency,  Philadelphia. 

Broken  homes  and  the  absence  of  the  mother 
from  the  home  during  the  day  are  held  re- 
sponsible for  a large  number  of  the  cases  of 
child  delinquency,  dependency,  and  neglect 
brought  to  the  notice  of  the  Philadelphia 
municipal  court,  according  to  the  report  of  the 
court  for  1924.  Forty-five  per  cent  of  the  de- 
linquent and  eighty-four  per  cent  of  the  de- 
pendent and  neglected  children  brought  before 
the  court  in  1924  came  from  broken  homes,  and 
in  the  homes  of  twenty-one  per  cent  of  the 
delinquents  living  with  both  parents  or  with 
the  mother,  the  mother  worked  away  from 
home  during  the  day. 

O o 

Insurance  for  School  Children,  Bavaria. 

Insurance  against  injuries  received  in  school 
buildings  or  on  the  grounds,  on  school  excur- 
sions, or  when  going  to  and  from  school,  is  now 
provided  for  the  teachers  and  pupils  of  all 
higher  state  schools,  elementary  and  advance 
agricultural  schools,  and  all  technical  schools 
of  Bavaria.  The  ministerial  decree  providing 
for  the  insurance  became  effective  at  the  be- 
ginning of  the  school  year,  1925-1926. 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


743 


Virginia  Medical  Monthly 

FOUNDED  BY  LANDON  B.  EDWARDS.  M.  D.,  APRIL,  1874. 
OWNED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA. 
PUBLISHED  BY  THE  PUBLISHING  COMMITTEE. 

A.  G.  BROWN,  Jr.,  M.  D.,  Chairman,  Richmond,  Va. 

B.  R.  TUCKER,  M.  D.,  P.  W.  HOWLE,  M.  D., 

Richmond,  Va.  Richmond,  Va. 

E.  L.  KENDIG,  M.  D.  A.  L.  GRAY,  M.  D.. 

Victoria,  Va.  Richmond,  Va. 

ALEX.  G.  BROWN,  Jr.,  M.  D., 

Editor. 

AGNES  V.  EDWARDS, 

Business  Manager  and  Secretary-Treasurer. 

All  correspondence  regarding  editorial  matters,  articles,  ad- 
vertisements, subscription  rates,  etc.,  should  be  addressed  to 
the  Journal. 

All  advertisements  are  received  subject  to  the  approval  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association. 

Subscription  Price:  $2.00  per  annum  in  advance. 

Single  Copies  20c. 


Vol.  52.  FEBRUARY,  1926  No.  11. 


Editoral 


Regeneration  of  Blood  in  Anemia. 

Tincture  of  iron,  Blaud’s  mass  and  other 
iron  preparations,  not  to  mention  intravenous 
therapy  of  these  products,  in  the  light  of  re- 
cent experiments,  are  forced  to  go  back  in  the 
assembly  of  remedial  agents  for  blood  regenera- 
tion. The  fore-part  of  the  stage  is  now  given 
to  liver  substance  and  alimentation  of  certain 
foods.  Hematinics  must  now  stand  aside  and 
food  products  are  in  the  limelight.  But  it  may 
be,  and  probably  is,  merely  a shifting  of  play- 
ers in  the  play  for  the  nonce  in  order  to  secure 
emphasis  for  conslusions  on  experimental  ani- 
mals. Iron  merely  fades  a bit  out  of  view. 
Liver  feeding  in  prolonged  induced  anemia 
emphasizes  its  potency  in  sustained  hemoglo- 
bin and  red  cell  production.  Whipple  and 
Robbins f have  brought  this  finding  to  the 
forefront  and  confirmed  the  observation  by  re- 
peating former  original  experiments  along  this 
line.  Muscle  feeding  in  dogs  with  severe 
anemia  gave  favorable  reaction  in  many  cases, 
heart  muscle  being  more  effective  than  skele- 
tal muscle.  As  to  liver  substance  feeding, 
Whipple  and  Robbins  got  the  impression  that 
the  body  stores  in  the  liver  parent  substances, 
which  are  used  in  construction  of  hemoglobin 
and  red  cells;  the  same  is  stored  in  striated 
muscle. 

At  the  beginning  of  this  inquiry  and  as  a 
result  of  it,  the  iron  treatment  for  anemia  re- 
ceived a blow  from  those  experimenters.  They 
observed  that  during  brief  periods  of  anemia 


iron  seemed  without  effect.  But  in  the  light  of 
long  continued  severe  anemia  due  to  hemor- 
rhage, associated  with  iron  depletion,  they  have 
recently  asserted  that  dogs  show  favorable  re- 
action to  treatment  by  iron,  and  that  the  same 
is  probably  of  humans. 

But  the  important  finding  is  that  in  addition 
to  the  value  of  hematinics,  which  clinical  use 
has  without  serious  question  shown  to  be  of 
value  in  secondary  hemorrhage,  the  feeding  of 
liver  substance  and  the  adequate  alimentation 
of  the  patient  with  meat  substance  is  import- 
ant and  more  specific;  while  green  vegetables 
have,  from  the  same  observers,  only  a moder- 
ately favorable  value  in  regeneration  of  hemo- 
globin and  red  cells. 

Pharmacopoeia. 

The  tenth  revision  of  the  United  States 
Pharmacopoeia*  should  have  more  than  a pass- 
ing notice.  “The  Official  U.  S.  P.”  was  placed 
on  sale  August  15,  1925,  five  years  after  date 
of  the  convention  called  to  revise  the  ninth.  It 
is  interesting  to  note  that  the  first  revision  of 
the  U.  S.  P.  appeared  in  1831,  one  year  after 
the  meeting  of  the  first  general  convention. 
Historically,  one  should  note  that  to  Dr. 
Lyman  Spalding,  of  the  Medical  Society  of 
New  lork,  in  January,  1817,  is  due  the  credit 
for  a plan  for  formulating  a list  of  drugs  or 
substances  of  recognized  medical  value. 

Ibis  list,  containing  a method  of  preparing 
each  substance,  was  known  as  the  national  or 
T nited  States  Pharmacopoeia.  This  list  of 
Dr.  Spalding’s  led  to  the  calling  of  a general 
convention  which  was  held  in  Washington, 
January,  1820.  Here  was  authorized  the  first 
U.  S.  P.,  and  it  was  issued  in  Boston,  Decem- 
ber 15,  1820. 


Following  are  some  of  the  changes  adopted 
in  the  tenth  revision  which  has  just  appeared: 
• 1.  The  term  “mil,”  meaning  1/1000  part  of 
a liter,  was  discontinued;  the  term  cubic  centi- 
meter, “c.c.,”  was  substituted  as  the  official 
designation  of  1/1000  part  of  a liter. 

2.  Bio-assay  of  aconite,  digitalis,  and  certain 
allied  substances,  as  well  as  epinephrin,  ergot, 
pituitary  and  cannabis,  is  now  required,  as 
these  cannot  be  standardized  by  chemical 


fJournal  A.  M.  A.,  July  4.  1923,  page  36. 
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methods.  Vitamin  A content  of  “Cod-Liver 
Oil”  is  also  included,  with  an  optional  method 
allowed. 

3.  This  U.  S.  P.  contains  626  titles,  191  hav- 
ing been  dropped,  and  forty  added,  making  a 
net  reduction  of  151. 

Eleven  extracts  and  twenty-five  fluid  ex- 
tracts were  dropped,  while  fourteen  tinctures 
and  three  lithium  salts  wei'e  deleted. 


Diastase  was  discontinued  as  official;  and 
heroin  was  dropped  because  it  is  a dangerous 
habit  forming  drug. 

Only  four  mercurial  ointments  are  retained, 
including  stronger  mercurial  ointment  and  di- 
luted mercurial  ointment. 

Tincture  digitalis  is  now  fat  free,  but  the 
strength  remains  the  same. 

The  following  articles  were  added: 


Official  Latin  name 


Acidum  Acetylsalicylicum 

Acidum  Acetyltannicum 

Aethylis  Aminobenzoas 

Aethylis  Chaulmoogras 

Albumini  Tannas 

Amidopyrina 

Argento-Proteinum  fortius 

Argento-Proteinum  Mite— 

Arsphenamina 

Barbitalum 

Barbitalum  Solubile 

Barii  Sulphas— 

Calci  Iodobehenas 

Carbonei  Tetrachloridum 

Carbro  malum.. 

Chloramina 

Dextrosum 

Dichloramina. 

Epinephrina— 

Fluidextractum  Belladonnae 
Foliorum. 

Fluidextractum  Rhois  Glabrae 

Ipomoea 

Krameria... 

Liquor  Epinephrinae  Hydro- 
chloridi. 

Liquor  Sodae  Chlorinatae 
Chirurgicalis. 

Neoarsphenamina 

Oleum  Chaulmoograe. 

Paraffinum  Chlorinatum 

Phenobarbitalum 

Phenolsulphonphthaleinum. 

Procaine  Idydrochloridum. 

Quinidinae  Sulphas— 

Quininae  Aethylcarbonas 

Resina  Ipomoeae 


Spiritus  Frumenti 

Spiritus  Vini  Vitis._ ... 

Thyroxinum. 

Tinctura  Krameriae.. 


Official  English  name 


Acetylsalicylic  Acid— 

Acetyltannic  Acid 

Ethyl  Aminobenzoate 

Ethyl  Chaulmoograte 

Albumin  Tannate : 

Amidopyrine 

Strong  Silver-Protein 

Mild  Silver-Protein 

Arsphenamine 

Barbital— 

Soluble  Barbital— 

Barium  Sulphate 

Calcium  Iodobehenate 

Carbon  Tetrachloride 

Carbromal— 

Chloramine 

Dextrose 

Dichloramine 

Epinephrine 

i ] j 

Fluid  extract  of  Belladon- 
na Leaves. 

Fluid  extract  of  Rhus 
Glabra. 

Ipomea 

Krameria— 

Solution  of  Epinephrine 
Hydrochloride. 

Surgical  Solution  of  Chlor- 
inated Soda. 

Neoarsphenamine 

Chaulmoogra  Oil 

Chlorinated  Paraffin 

Phenobarbital. 

Phenosulphonopthalein 

Procaine  Hydrochloride.... 

Quinidine  Sulphate 

Quinine  Ethylcarbonate.... 
Resin  of  Ipomea.__ 

Rhus  Glabra 

Sodium  Biphosphate 


Whiskey 

Brandy 

Thyroxin 

Tincture  of  Krameria. 


Rhus  Glabra 

Sodii  Biphosphas 


Trade  name  or  synonym 


Aspirin. 

Acetannin;  Tannigen 

Benzocaine;  Anesthesin... . 
Chaulmoogra  Oil  Esters; 

Chaulmestrol. 
Albutannin;  Tannalbin.... 

Pyramidon 

Protargin  Strong. 

Protargin  Mild— 

Salvarsan:  606 

Veronal 

Veronal-sodium;  Medinal. 


Calioben;  Sajodin 

Tetrachlormethane 

Adalin 

Chloramine-T ; Chlorazene 

Crystallized  Glucose 

Dichloramine-T 

Adrenalin;  Suprarenalin.. 


Fluid  extract  of  Sumac 
Berries. 

Orizaba  Jalap;  Mexican 
Scammony. 

Rhatany 

Adrenalin  Solution;  Su- 
prarenalin Solution. 

Dakin’s  Solution;  Sodi- 
um Hypochlorite  Solu- 
tion. 

Neosalvarsan;  Novarse- 
nobenzol. 


Chlorcosane... 

Luminal 

Phenol  Red 

Novocaine 


Equinine 

Resin  of  Mexican  Scam- 
mony. 

Sumac  Berries 

Acid  Phosphate  of  Sodi- 
um; Monobasic  Sodi- 
um Phosphate. 


Tincture  of  Rhatany 


Chief  uses 


Analgesic,  antirheumatic. 
Intestinal  astringent. 

Local  anesthetic  (insoluble). 
Treatment  of  leprosy. 

Intestinal  astringent. 
Analgesic  and  antipyretic. 
Antiseptic. 

Antiseptic. 

Antisyphilitic. 

Somnifacient. 

Somnifacient. 

X-Ray  of  alimentary  canal. 
Same  as  potassium  iodide. 
Anthelminitic. 

Somnifacient. 

Surgical  Disinfectant. 

For  intravenous  injection. 
Surgical  disinfectant. 
Asthma.  Local  vaso-con- 
strictor. 

Same  as  Belladonna. 

| I 

Astringent. 

i 

Purgative. 

Astringent. 

Local  vaso-constrictor. 
Surgical  disinfectant. 


Antisyphilitic. 

Treatment  of  leprosy. 

For  making  dichloramine 
solutions. 

Somnifacient. 

Test  for  kidney  function. 
Local  anesthetic. 

In  auricular  fibrillation. 
Tasteless  quinine. 

Purgative — Replaces  Scam- 
mony Resin. 

Astringent. 

To  increase  acidity  of  urine. 


Stomachic;  Hypnotic. 
Same  as  Whisky. 

Same  as  Thyroid. 
Astringent. 
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High  Blood-Pressure. 

One  may  turn  to  this  subject  in  retrospect 
for  a faint  hint  of  an  advance  in  the  treatment 
and  in  the  pathogenesis  of  hypertension,  be- 
cause in  the  apparent  finding  that  liver  extract 
may  reduce  hypertension  is  locked  the  possible 
“liver”  factor  of  its  evolution  and  pathogenic 
beginning.  Major’s  work,  reported  within  the 
last  six  months,**  may  suggest  that  the  early 
causes  of  hypertension  may  be  bound  up  in 
inefficient  liver  function  rather  than  in  in- 
efficient kidney  function,  or  rather,  to  state  it 
in  another  way,  the  liver  failure  to  act  upon 
protein  metabolites  in  preparation  for  elimina- 
tion through  kidney  may  be  one  primary  cause 
of  hypertension,  while  the  injury  to  kidney 
cells  caused  by  the  perverted  uremic  toxins  may 
serve  to  bring  about  a kidney  damage.  This 
latter  condition  aggravates  and  perpetuates  the 
high  blood-pressure. 

Major  calls  attention  to  a series  of  investi- 
gations that  showed  the  marked  pressor  effect 
of  the  guanidin  compounds  and  the  possibility 
that  these  compounds,  or  allied  substances,  may 
play  an  important  role  in  arterial  hyperten- 
sion. In  connection  with  these  studies  it  has 
been  observed  that  experimental  hypertension 
may  be  lowered  by  such  substances  as  calcium 
chloride,  potassium  chloride,  ammonium 
chloride  and  hydrochloric  acid,  as  well  as  cer- 
tain tissue  extracts,  as  thyroid  testes,  ovary, 
muscle,  parathyroid  and  liver.  Since  1895,  de- 
pressor effects  of  tissue  extract  have  been 
known  because  Oliver  and  Shafer  found  that 
aqueous  and  glycerin  extracts  of  the  thyroid 
gland,  spleen,  parotid  and  submaxillary  gland 
possessed  this  depressor  quality.  So,  the  resi- 
due of  thyroid  soluble  in  alcohol,  of  Beebe  and 
others,  and  “vaso-dilatin,”  a constituent  of 
thymus,  stomach,  brain  and  pancreas,  and 
Abel  and  Kutoba’s  studies  of  the  depressor 
action  of  liver,  as  well  as  those  of  Roger,  1921- 
22,  as  also  Leon  and  MacDonald,  are  all  indi- 
cations of  a belief  that  some  such  quality  is 
to  be  found  in  animal  exxtracts. 

Major  prepared  an  alcoholic  liver  mass  by 
process  of  alcoholic  fractionation,  the  liver 
substance  appearing  as  a precipitate  when  alco- 
holic concentration  of  approximately  90  per 
cent  is  reached.  This  is  dissolved  in  distilled 
water  and  further  purified  by  treatment  with 
absolute  alcohol,  ether  and  chloroform.  This 
concentration  contains  no  cholin,  histamin  or 

**JournaI  A.  M.  A.,  Volume  85,  page  251. 


peptone.  It  has  little  toxicity,  if  any.  Major 
treated  forty-two  patients.  Extract  was  ad- 
ministered intravenously,  intramuscularly  and 
subcutaneously.  Within  one  hour  after  the 
injection,  the  blood-pressure  usually  falls,  vary- 
ing from  20  to  50  or  even  70  mm.  of  mercury. 
The  fall  is  gradual,  and  is  unaccompanied  by 
unpleasant  symptoms.  The  duration  of  the 
fall  varies;  in  some  cases  it  lasts  two  to  three 
hours,  while  in  others  it  is  twenty-four  hours 
to  several  days.  Several  patients,  after  receiv- 
ing eight  to  ten  doses,  had  a fall  in  blood  pres- 
sure which  persisted  for  a week  or  more.  In 
observation  on  fifteen,  intravenous  injections  of 
5 c.c.  caused  the  blood  pressure  to  drop  from 
188/105  to  128/90.  Additional  observations 
are  needed  in  order  to  evaluate  the  potency  and 
practical  usefulness  of  this  treatment. 

Bile  Pigment. 

No  comment  upon  work  in  internal  medicine 
of  the  past  year  would  properly  omit  that 
done  on  the  liver.  The  liver  looms  large  be- 
cause much  that  was  observed  and  unknown 
now  takes  on  a better  aspect  because  of  recent 
findings  of  liver  physiology.  The  clearly  con- 
ceived idea  of  the  excretory  function  of  the 
liver  must  be  emphasized.  Besides  its  meta- 
bolism function  on  starch  and  protein,  its  great 
eliminating  function,  as  expressed  in  and  il- 
lustrated by  bile  pigment,  is  of  definite  signi- 
ficance. If  one-tenth  of  the  body  weight  is 
blood,  and  if  the  red  blood  cells  form  a con- 
siderable portion  of  this,  and  if  hemoglobin 
catabolism  expresses  itself  in  bilirubin,  this  end 
product  of  the  red  blood  cell  is  an  important 
excretion.  This  fluid  organ,  the  blood,  thus 
finds  in  the  bile  a dumping  station  for  its  effete 
material.  Now,  the  new  work  centers  about 
the  fact  that  the  origin  of  bilirubin  has  been 
attributed  to  hepatic  function,  whereas  recent 
studies  show  that  its  origin  is  in  the  bone  mar- 
row, spleen,  special  cells  in  the  liver  (Kupffer 
cells),  and  in  lymph  nodes.  The  reticulo-en- 
dothelial  system  is,  then,  thought  to  be  con- 
cerned in  the  production  of  bile  pigment.* 

Urea  as  a Diuretic. 

The  terms  uremia  and  uremic  poisoning  tend 
to  suggest  the  improbability  of  looking  to  urea 
as  a hope  of  producing  diuresis.  The  age-old 
belief  that  uremia  expressed  the  retention  of 
urea  as  a poison  is  no  longer  tenable;  no 

*J.  A.  M.  A.,  Vol.  86,  No.  2,  page  119  and  literature  references 
at  bottom  of  page. 
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longer  may  one  consider  urea  of  pronounced 
toxicity.  The  normal  body  will  withstand  in- 
troduction of  large  amounts  of  urea  without 
appreciable  harm.  Urea  may  be  freely  dis- 
tributed throughout  the  tissues  and  body  fluids 
without  harm  and  becomes  easily  eliminated. 
Hewlett  and  his  co-workers  have  shown  that 
normal  persons  may  ingest  100  gms.  of  urea, 
raising  the  urea  nitrogen  of  the  blood  to  a 
figure  comparable  with  that  obtained  in  blood 
chemistry  of  cases  of  chronic  nephritis.  Head- 
aches, dizziness  and  slight  somnolence  occurred 
in  normal  persons  whose  blood  urea  exceeded 
70  mg.  per  hundred  cubic  centimeters  of  blood. 
With  normal  elimination  from  normal  kidneys, 
urea  acts  as  a diuretic. 

Crawford  and  McIntosh  administered  30  to 
60  gm.  a day  in  decompensated  heart  cases 
with  edema. 

Urea  diuresis  increases  water  excretion:  the 
urine  volume  reflects  the  concentration  of  urea 
in  the  blood.  The  explanation  of  the  diuresis 
is  that  the  excess  of  urea  circulating  in  the 
blood  is  excreted  by  the  kidneys  and  during 
the  process  carries  considerable  amount  of 
water.  In  contrast  with  various  renal  vaso- 
dilator drugs  and  renal  cell  irritants,  urea 
seems  to  function  well  in  promoting  a normal 
water  balance  in  the  body.* 

Gelatine  in  Cow’s  Milk  for  the  Human 

Stomach. 

In  discussing  the  digestibility  of  milks,  es- 
pecially by  infants  and  young  children,  Alex- 
ander and  Bullowa  have  pointed  out  that  the 
protein  content  may  not  be  considered  as  a 
unity  because  it  is  composed  of  two  proteins, 
casein  and  lactoalbumin,  with  entirely  dissimi- 
lar properties.  Casein  is  an  irreversible  col- 
loid exceedingly  susceptible  to  coagulation  by 
acid  and  rennin,  while  lactoalbumin  is  reversi- 
ble and  serves  to  protect  the  former. 

Analysis  shows  that  mother’s  milk  contains 
a high  proportion  of  lactoalbumin,  the  casein 
being  adequately  protected.  Mother’s  milk  is 
resistant  to  coagulation  by  acids  and  rennin 
and  its  greater  acceptability  as  the  food  for 
the  infant  is  reflected  by  the  low  mortality 
where  the  young  are  breast  fed.  On  the  con- 
trary, cow’s  milk  contains  a high  proportion  of 
casein  and  relatively  little  lactoalbumin;  it  is 
poorly  protected.  In  consequence,  the  casein 
of  cow’s  milk  is  very  susceptible  to  coagulation 

*J.  A.  M.  A..  Dec.  26.  1925,  page  2037. 
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by  acids  and  rennin.  The  mere  coagulation  of 
the  casein  is  not  the  Avhole  story,  because  the 
coagulam  carries  down  much  of  the  fat  pres- 
ent, yielding  masses  that  have  a tendency  to 
cohere  and  are  of  a texture  that  is  quite  re- 
sistant to  penetration  by  the  digestive  juices. 
The  voiding  of  such  masses  occurs  too  fre- 
quently in  artificial  feeding;  nutrients  are  lost 
to  the  organism  and  it  is  quite  probable  that 
decomposition  products  of  an  undesirable  na- 
ture are  formed  within  these  undigested  curds. 

This  is  in  no  way  a reflection  on  the  great 
nutritive  value  of  cow’s  milk  which  is  indis- 
pensable but  simply  emphasizes  the  deterrent 
condition  it  meets  in  the  human  stomach  which 
must  be  neutralized  to  insure  the  complete  as- 
similation of  the  milk  nutriment. 

From  this  viewpoint  an  obvious  modification 
in  artificial  feeding  is  the  protection  of  the 
unstable  casein  by  the  addition  of  suitable  pro- 
tective colloids. 

It  is  of  interest  to  give  careful  attention  to 
gelatine  in  this  place.  As  previously  men- 
tioned, its  colloidal  protection  is  of  the  highest 
order.  It  is  also  an  excellent  emulsifying 
agent  and  may  function  as  such  in  either  an 
acid  or  an  alkaline  medium.  It  is  a common 
product  of  exceptional  purity,  and  is  an  easily 
digested  protein  which  is  readily  combined 
with  milk.  In  combination  with  milk,  the  pro- 
tein content  is  increased,  food  value  is  in- 
creased, volume  is  not  appreciably  increased 
and  digestibility  is  increased.  Theoretically 
the  employment  of  gelatine  in  the  child  dietary 
is  sound,  and  laboratory  experimentation  and 
clinical  experience  substantiate  these  conclu- 
sions. 

In  combining  gelatine  with  milk  it  is  a good 
plan  to  soak,  for  ten  minutes,  one  level  table- 
spoonful of  pure,  unflavored,  unsweetened  gela- 
tine in  one-half  cup  of  cold  milk  taken  from 
the  bab}r’s  formula;  cover  while  soaking;  then 
place  the  cup  in  boiling  water,  stirring  until 
gelatine  is  fully  dissolved;  and  add  this  dis- 
solved gelatine  to  the  quart  of  cold  milk  or  the 
regular  formula. 

It  must  be  remembered  that*  there  ns  a great 
difference  in  gelatine.  The  importance  of  ab- 
solute purity  in  any  gelatine  that  is  combined 
in  milk  or  used  in  any  way  in  the  dietary  is 
self-evident.  No  sweetening,  artificial  flavor, 
or  coloring,  should  ever  be  added  to  this 
product. 

The  same  reasons  obtain  in  the  use  of  gela- 
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tine  with  milk  diet  for  adults.  In  dietaries  for 
ulcer  of  the  stomach,  or  typhoid  fever,  and  in 
hyper-alimentation,  the  same  advantages  may 
be  secured  by  the  use  of  gelatine  in  milk. 


News  Notes 

The  Tri-State  Medical  Association  of  the 

Carolinas  and  Virginia 

Is  to  hold  its  twenty-eighth  annual  meeting 
in  Fayetteville,  N.  C.,  in  a few  days — Febru- 
ary 16th  and  17th.  A fine  program  has  been 
prepared  for  the  professional  meetings  and  the 
local  committee  of  arrangements  is  doing 
everything  possible  to  make  the  visitors  have  a 
profitable  and  pleasant  time.  Dr.  W.  Lowndes 
Peple,  of  Richmond,  Va.,  is  president,  and  Dr. 
James  K.  Hall,  also  of  Richmond,  is  secretary- 
treasurer. 

The  meetings  of  this  Society  are  always  es- 
pecially interesting,  because  of  the  welding  of 
the  strong  ties  which  already  exist  between 
Virginia  and  North  and  South  Carolina  and 
owing  to  the  fact  that  the  papers  are  presented 
and  discussed  by  some  of  the  best  medical 
talent  in  these  three  states.  It  is  a good  op- 
portunity to  renew  friendships  and  hear  good 
medical  papers  as  well.  Make  your  plans  to 
attend  this  interesting  meeting.  Headquarters 
will  be  at  the  Prince  Charles  Hotel. 

The  Richmond  Ophthalmological  and  Oto- 

Laryngological  Society, 

At  its  December  meeting  elected  the  follow- 
ing  officers  for  the  ensuing  year : Dr.  B.  R. 
Wellford,  president;  Dr.  A.  F.  Bagby,  vice- 
president;  Dr.  F.  H.  Lee,  secretary-treasurer. 

The  following  invited  guests  read  papers  be- 
fore the  society  during  the  year  ending  with 
this  meeting:  Dr.  John  H.  Dunnington,  New 
York  City,  subject,  ‘‘The  Surgical  Treatment 
of  Non-paralytic  Strabismus;”  Dr.  John  W. 
Burke,  Washington,  I).  C.,  subject,  “The  Uses 
of  Diphtheritic  Antitoxin  in  Iritis”;  Dr.  Stuart 
L.  Craig,  New  York  City,  subject,  “Diseases 
of  the  Para-Nasal  Sinuses.” 

The  meetings  are  held  on  the  third  Tuesday 
of  each  month  at  the  Richmond  Public 
Library. 

The  Richmond  Pediatric  Society 

Held  its  regular  annual  meeting  at  the  West- 
moreland Club,  Thursday  evening,  January 
14th,  Dr.  N.  Thos.  Ennett,  presiding.  At  this 
meeting  the  following  officers  were  elected  for 


the  ensuing  year : Dr.  St.  George  T.  Grinnan, 
president,  Dr.  J.  B.  Stone,  vice-president,  Dr. 
Henry  Stern,  secretary-treasurer. 

This  society  was  organized  two  years  ago 
and  includes  in  its  membership  every  pedia- 
trician in  the  city  of  Richmond.  It  meets 
monthly  except  during  the  summer  months. 
It  is  said  to  have  good  programs  and  to  have 
done  much  to  advance  the  cause  of  scientific 
medicine  and  to  promote  good  fellowship  in 
the  profession. 

So  successful  has  been  this  society  that  we 
understand  there  is  a growing  sentiment  among 
the  pediatricians  of  the  State  for  a State  pedia- 
tric society.  Dr.  Ennett  believes  that  the  im- 
portance of  pediatrics  has  not  been  sufficiently 
emphasized  in  Virginia  and  that  a State  or- 
ganization is  needed. 

Rest  Cure  ard  Convalescent  Sanitarium. 

The  Rose  Van  Vort  Restorium  has  been 
opened  on  Three  Chopt  Road,  just  outside  the 
city  limits  of  Richmond,  for  the  care  of  con- 
valescent and  chronic  patients  and  those  in 
need  of  a rest  cure.  The  sanitarium  is  ideally 
located  in  a most  beautiful  section  and  sur- 
rounded by  attractive  grounds.  It  can  accom- 
modate only  a limited  number  of  patients,  but 
has  been  fitted  up  with  the  most  approved 
apparatus  for  special  treatments  and  care  of 
patients. 

Miss  Rose  Zimmern  Van  Vort  has  associated 
with  her  in  this  work  Miss  F ranees  Calisch. 
Both  have  been  prominently  identified  with 
nursing  and  medical  work  here  for  a number 
of  years. 

Miss  Van  Vort,  at  one  time  superintendent 
of  Memorial  Hospital,  was  selected  to  have 
charge  of  the  hospital  and  training  school  of 
Stuart  Circle  Hospital,  this  city'',  when  that  in- 
stitution was  open,  and  remained  in  this  po- 
sition for  eleven  years  when  she  decided  to 
take  up  hospital  re-organization  work.  Her 
first  undertaking  in  this  line  was  the  re-or- 
ganization of  St.  Elizabeth’s  Hospital,  this 
city,  and  the  installation  of  a training  school 
there.  Following  this,  she  did  a similar  work 
at  the  Knoxville,  Tenn.,  General  Hospital. 

The  Hospital  Bureau  to  be  operated  in  con- 
nection with  the  Sanitarium  opens  up  an  en- 
tirely new  field  of  work  in  Richmond  and  one 
which  should  be  of  great  service  to  the  pro- 
fession and  the  public. 

Doctors  on  Board  of  Saltville  Bank. 

At  the  annual  meeting  of  the  Saltville,  Va  . 
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Savings  Bank,  Dr.  Thomas  K.  McKee  was 
elected  president,  and  Dr  E.  A.  Holmes,  vice- 
president,  for  the  coming  year. 

Dr.  C.  B.  Crute, 

Farmville,  Va.,  was  among  the  visiting 
American  Legionnaires  who  attended  the  exer- 
cises, on  January  19th,  incident  to  the  laying 
of  the  corner  stone  of  the  memorial  to  be 
erected  to  the  World  War  veterans  in  Rich- 
mond, Va. 

“Carbon  Tetrachloride” 

Is  the  title  of  an  illustrated,  three  section  ex- 
hibit prepared  by  the  U.  S.  Department  of 
Agriculture.  Since  this  well  known  chemical 
was  proposed  in  1921,  for  the  treatment  of 
hookworm  disease  in  man  and  animals,  more 
than  1,500,000  human  hookworm  cases,  have 
been  treated. 

One  panel  of  the  exhibit  gives  an  illustrative 
case  in  man;  another  illustrates  hookworms 
and  gives  information  about  the  animals  they 
affect;  and  a third  shows  that  tetrachloride  has 
saved  the  lives  of  thousands  of  dogs,  especially 
hunting  dogs  in  the  South. 

The  exhibit  is  thirty  inches  high  and,  when 
packed  for  shipment,  weighs  approximately 
seventy-five  pounds.  A table  two  by  four  feet 
is  suitable  for  showing  it.  The  exhibit  will  be 
loaned  for  a period  not  to  exceed  thirty  days 
to  responsible  persons  who  agree  to  pay  trans- 
portation charges.  Applications  will  be  filled 
in  the  order  received  and  should  be  addressed 
to  the  Bureau  of  Animal  Industry,  U.  S.  De- 
partment of  Agriculture,  Washington,  D.  C. 

Dr.  T.  M.  Raines, 

Wakefield.  Va.,  who  received  slight  injuries 
recently,  when  his  car  was  struck  by  another 
car  and  practically  demolished,  is  now  much 
improved. 

Married. 

Dr.  Howard  Shield  McCandlish,  of  New 
York  City,  a member  of  the  class  of  ’17,  Uni- 
versity of  Virginia,  and  Miss  Rae  Worth  Tay- 
lor, January  2nd. 

Dr.  and  Mrs.  Hunter  H.  McGuire, 

Of  Winchester,  Va.,  visited  Philadelphia 
last  month. 

Dr.  M.  H.  Watson, 

Of  the  class  of  ’24,  University  of  Virginia, 
and  since  then  an  interne  at  University  Hos- 
pital, has  located  at  Chatham,  Va.,  for  the 
practice  of  bis  profession. 


The  Annual  Congress  on  Medical  Education, 

Medical  Licensure  and  Hospitals 

Is  meeting  at  Congress  Hotel,  Chicago, 
February  15,  16,  17  and  18.  On  the  first  and 
second  days  will  be  held  the  Council  on  Medi- 
cal Education  and  Hospitals ; on  the  third  day, 
the  Federation  of  State  Medical  Boards;  and 
on  the  fourth,  the  American  Conference  on 
Hospital  Service.  All  of  our  members  are 
invited  to  attend. 

American  Board  of  Otolaryngology. 

An  examination  will  be  held  by  the  American 
Board  of  Otolaryngology  in  Dallas,  Texas,  on 
Monday,  April  19,  192G,  and  in  San  Francisco, 
California,  on  Tuesday,  April  27,  1926. 

Application  should  be  made  to  the  Secretary, 
Dr.  H.  W.  Loeb,  1402  South  Grand  Boulevard, 
St.  Louis,  Missouri. 

Dr.  Albert  Sherrill, 

Of  the  class  of  ’01,  of  the  former  University 
College  of  Medicine,  Richmond,  after  practic- 
ing for  a number  of  years  at  Camp  Crook, 
South  Dakota,  is  now  connected  with  Baker 
Hospital,  Baker,  Montana. 

Dr.  W.  W.  Insley, 

Christiansburg,  Va.,  was  confined  to  his 
home  by  illness  during  January. 

Pamphlet  Instruction  Reduces  Venereal  Dis- 
ease Cases. 

The  practical  value  of  giving  young  men  in- 
formation regarding  the  venereal  diseases  is 
attested  by  word  received  by  the  U.  S.  Public 
Health  Service  from  one  of  the  recruiting 
agencies  of  the  U.  S.  Shipping  Board.  Some- 
time ago  the  Public  Health  Service  supplied 
the  Recruiting  Service  of  the  Shipping  Board 
with  pamphlets  suitable  for  distribution  to 
voting  men.  These  wei’e  given  out  to  the  men 
of  the  crews  on  vessels  operating  to  the  Orient 
and  the  results  have  been  designated  as  “far 
reaching.”  Physicians  attached  to  passenger 
vessels  report  that  the  distribution  of  these 
pamphlets  among  the  crews  had  the  effect  of 
very  considerably  reducing  the  number  of 
venereal  disease  cases. 

Dr.  Hugh  T.  Nelson, 

Charlottesville,  Va.,  was  elected  vice-presi- 
dent of  the  Redland  Club  of  that  city,  ^it  its 
annual  meeting  held  in  January. 

Dr.  and  Mrs.  R.  H.  Wright, 

Richmond,  are  spending  several  weeks  in 
Florida. 
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Dr.  A.  T.  Finch, 

Of  Chase  City,  Va.,  is  much  improved  after 
a recent  spell  of  illness. 

Site  Selected  for  Shrine  Hospital. 

The  Shriners  have  purchased  a lot  of  ap- 
proximately nine  acres,  on  Grove  Avenue,  west 
of  the  Belt  Line,  in  Richmond,  Va.,  on  Avhich 
to  erect  the  proposed  hospital  for  crippled 
children.  This  is  to  cost  about  $500,000  and  it 
is  now  expected  that  work  will  be  started  on  it 
during  next  summer. 

Dr.  John  J.  Lloyd,  Jr., 

Formerly  of  Virginia,  but  for  the  past  sev- 
eral years  medical  superintendent  of  Monroe 
County  Tuberculosis  Sanitarium,  Rochester, 
N.  Y.,  has  resigned  this  position  that  he  may 
devote  his  time  to  private  practice. 

The  Congress  on  Internal  Medicine 

Is  to  hold  its  annual  meeting  in  Detroit  and 
Ann  Arbor,  Mich.,  February  22-27,  under  the 
presidency  of  Dr.  Charles  G.  Jennings,  of 
Detroit.  An  invitation  is  extended  all  physi- 
cians in  good  standing  in  their  State  societies 
to  attend.  Dr.  Frank  Smithies,  secretaiy-gen- 
eral,  920  North  Michigan  Avenue,  Chicago,  will 
gladly  give  any  desired  information. 

Dr.  William  W.  Keen, 

Emeritus  professor  of  the  principles  of  sur- 
gery and  clinical  surgery,  at  Jefferson  Medical 
College,  Philadelphia,  celebrated  his  eighty- 
ninth  birthday  on  Janury  19th. 

American  Medical  Association. 

It  may  not  be  amiss  to  call  attention  of  our 
readers  to  the  fact  that  the  American  Medical 
Association  meets  earlier  this  year  than  usual, 
on  account  of  the  meeting  being  held  in  the  far 
South.  The  dates  are  April  19-23,  inclusive, 
and  the  place  Dallas,  Texas.  Make  your  plans 
accordingly. 

Inter-State  Post-Graduate  Foreign  Clinic  As- 
semblies. 

The  1926  foreign  clinic  assemblies  given  un- 
der the  direction  of  the  Inter-State  Post- 
Graduate  Assembly  of  North  America  will 
cover  a territory  including  the  chief  clinic  cities 
of  Italy,  Switzerland,  Germany,  Austria, 
Czecho-Slovalcia,  Holland  and  Belgium.  In- 
vitations have  been  extended  the  physicians  in 
this  party  by  leading  medical  universities  and 
institutions  of  the  countries  named.  The  mem- 
bers of  the  party  will  sail  from  New  York  on 
April  28th  and  will  go  at  once  to  Paris  where 
the  clinic  assemblies  start. 


The  assemblies  are  open  to  members  of  the 
profession  who  are  in  good  standing  in  their 
State  societies.  The  party  will  be  limited  to 
five  hundred  members,  including  members  of 
the  physician’s  families.  Physicians  may  re- 
turn home  on  three  separate  sailings. 

If  interested,  write  at  once  to  the  Managing 
Director,  Dr.  W.  B.  Peck,  Freeport,  111.  The 
secretary  general.  Dr.  Carl  Beck,  of  Chicago, 
is  now  in  Europe,  completing  the  clinic  ar- 
rangements for  the  assemblies. 

A second  section  of  the  assemblies  for  a 
limited  number  will  be  conducted  during  the 
summer  months  for  those  who  are  unable  to 
take  advantage  of  the  April  sailing.  Members 
of  this  party  will  leave  New  York  on  June 
19th,  and  returning,  sail  from  Antwerp  on 
August  13th. 

Dr.  Homer  Henkel, 

Staunton,  Va.,  went  to  Johns  Hopkins  Hos- 
pital, Baltimore,  in  January,  for  treatment. 

Dr.  Frank  Hopkins, 

Of  Hot  Springs,  Va.,  who  sailed  sometime 
ago  from  New  York  via  Panama  Canal  for 
California  for  a A'acation,  expects  to  return 
home  about  the  19th  of  this  month. 

“A  Prophet  Not  Without  Honor.” 

The  civic  organizations  of  Nashville,  Tenn., 
haA  e a custom  of  selecting  each  year  a citizen 
to  be  known  as  the  leading  citizen  for  that 
year.  For  1925,  this  honor  was  bestowed  upon 
Dr.  William  I).  Haggard,  President  of  the 
American  Medical  Association.  He  was 
awarded  the  Kiwanis  loving  cup,  Avhich  is  con- 
sidered the  highest  civic  honor  he  may  receive. 
The  American  Guardian  Association 

In  appealing  for  funds  to  help  care  for  the 
abandonded  children  of  Americans  in  the 
Philippines,  Avhose  fathers  have  died  or  gone 
away  and  left  the  children  Avith  their  nathre- 
born  mothers  who  are  unable  to  care  for  them 
properly.  Many  of  these  children  are  typically 
American  in  appearance  and  their  mentality  is 
such  that  it  is  believed,  with  proper  care  and 
education,  they  Avill  do  much  for  the  social  re- 
generation of  the  islands. 

It  costs  $15.00  a month  to  educate  a girl  and 
$12.50  a month  for  a boy.  There  are  at  least 
2,500  in  need  of  attention  at  this  time,  though 
the  American  Colony  in  the  Philippines  is 
helping  as  much  as  it  can.  Checks  should  be 
made  payable  to  Corcoran  Thom,  Treasurer, 
American  Guardian  Association,  Room  506, 
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815  Fifteenth  Street,  Northwest,  Washington. 

1).  C. 

New  York’s  Medical  Center. 

A }7ear  of  construction  work  finds  the  vision 
of  a great  Medical  Center  in  New  York  ap- 
proaching- realization.  The  general  px-oblems 
connected  with  the  launching  of  such  a project 
are  in  hand  and  building  progress  is  satisfac- 
tory. 

Ground  was  broken  for  the  first  unit  of  the 
Medical  Center  on  January  31,  1925.  This  was 
the  combined  building-  which  will  house  Pres- 
bvterian  Hospital.  Sloane  Hospital  for  Women 
and  the  College  of  Physicians  and  Surgeons. 
It  will  cost  upwards  of  $10,000,000. 

In  spite  of  difficult  excavation,  the  sub-sur- 
face formation  being  mostly  limestone,  the  con- 
struction  of  this  building  has  proceeded  to  the 
point  where  sixteen  tiers  of  steel  are  in  place 
for  the  twenty-two  stories  of  the  hospital  part 
of  the  building.  Two  floors  and  a part  of  a 
third  will  be  utilized  by  Sloane  Hospital. 

Adjoining  the  Presbyterian-Sloane  combined 
hospital  is  the  Harkness  Private  Patient  Pa- 
vilion, a $1,500,00  structure  donated  by  Airs. 
Stephen  V.  Harkness  and  her  son  Edward  S. 
Harkness.  Work  on  the  pavilion  has  proceeded 
rapidly  and  its  outer  shell  is  practically  fin- 
ished. 

The  medical  college  will  have  thirteen  full 
stories  and  a tower.  It  will  be  connected  with 
the  hospital  by  an  axis  of  the  same  height. 
Steel  has  been  erected  for  the  first  four  floors 
where  the  Departments  of  Administration, 
Public  Health,  Physiology  and  Bio-Chemistry 
will  be  located. 

Wide  interest  is  being  displayed  in  the  New 
York  State  Psychiatric  Institute  and  Hospital 
which  will  be  one  of  the  institutions  of  the 
Center.  It  will  be  used  by  the  State  for  re- 
search in  the  causes  and  treatment  of  mental 
disease.  Plans  drawn  in  the  State  Architect’s 
office  have  been  approved  and  specifications  for 
bidding  are  being  completed.  Only  cases  of 
special  scientific  interest  will  be  housed  in  the 
Psychiatric  Institute,  others  being  sent  to  the 
regular  State  Hospital. 

The  Vanderbilt  Clinic,  now  at  Sixtieth 
Street  and  Tenth  Avenue,  will  be  a part  of 
the  Medical  Center  Out-Patient  Department, 
excavation  for  which  has  begun. 

Sketch  plans  are  being  developed  for  the 
Neurological  Institute,  another  hospital  of  the 
Medical  Center.  The  Institute  is  now  located 


on  East  Sixty-seventh  Street.  A building  pro- 
gram is  being  developed  for  Babies  Hospital 
which  will  also  move  to  the  Center. 

It  is  expected  that  the  institutions  of  the 
Medical  Center  will  be  in  operation  late  next 
year. 

Public  Health  Service  Announces  Strip  Film 

Views  of  Syphilitic  Lesions. 

The  United  States  Public  Health  Service 
has  recently  announced  the  release  of  strip  film 
views  illustrating  lesions  of  syphilis  and  of  skin 
diseases  simulating  syphilis.  The  preparation 
of  these  pictorial  studies  in  such  convenient 
and  serviceable  form  was  made  possible 
through  the  courtesy  of  a number  of  eminent 
syphilologists  and  dermatologists  whose  priv- 
ate collections  of  photographs  were  used  in 
making  the  strip  film  pictures.  The  views  are 
taken  from  both  acquired  and  congenital  cases. 
They  depict  not  only  the  usual  genital  and 
extra-genital  lesions  but  a number  of  rare  and 
unusual  views  are  also  shown. 

According  to  the  Surgeon  General’s  an- 
nouncement, the  plan  for  using  this  new  fa- 
cility contemplates  its  distribution  through  the 
various  State  boards  of  health  to  medical  so-^ 
cieties.  medical  schools  and  hospitals.  It  is 
believed  that  the  presentation  of  these  views 
will  prove  an  effective  means  of  increasing  the 
interest  and  assistance  of  physicians  and  others 
in  the  furtherance  of  the  co-operative  venereal 
disease  control  program.  The  Public  Health 
Service  is  preparing  a number  of  copies  of  each 
film  so  that  each  State  board  of  health  may  be 
supplied.  These  films  are  not  for  sale,  but 
are  released  to  State  boards  of  health  for  ex- 
tended periods. 

Dr.  William  R.  Weisiger, 

Richmond,  Va.,  has  moved  his  offices  from 
McGuire  Clinic,  to  Medical  Arts  Building,  this 
city,  where  he  will  continue  his  practice  in  dis- 
eases of  the  eye,  ear,  nose  and  throat. 

Dr.  William  Charles  White, 

Washington,  D.  C.,  chairman  of  the  Medical 
Research  Committee  of  the  National  Tubercu- 
losis Association,  gave  a talk  in  Richmond, 
February  5,  in  which  he  told  of  the  work  of 
this  committee. 

Lt.  Comd.  Micajah  Boland,  M.  C.,  U.  S.  N., 

Who  spent  November  and  December  at  the 
New  York  Post-Graduate  A led  i cal  School, 
taking  a special  course  in  physical  diagnosis, 
has  resumed  his  duties  at  the  Naval  Operating 
Base,  Hampton  Roads,  Va.  In  spite  of  his 
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various  appointments,  while  in  the  service,  Dr. 
Boland  has  retained  membership  in  the  So- 
ciety of  his  native  State— the  Medical  Society 
of  Virginia. 

Dr.  William  S.  Thayer, 

Of  Johns  Hopkins,  Baltimore,  delivered  an 
address  before  the  Norfolk  County,  Va.,  Medi- 
cal Society,  on  the  evening  of  January  30th,  his 
subject  being  “The  Medical  Education  of 
Jones.” 

Dr.  John  R.  Guerrant 

Announces  that  his  postolhce  address  is  now 
Dillons  Mill,  Va.,  instead  of  Wirtz,  Va. 

Petersburg,  Va.,  Hospital. 

At  the  annual  meeting  of  the  Board  of  Di- 
© 

rectors  of  this  hospital,  in  January,  an  excel- 
lent report  was  submitted  of  work  accomplished 
during  the  past  year.  The  most  important 
improvement  made  in  the  institution  was  the 
opening  of  a well-equipped  seven-room  mater- 
nity department.  The  medical  members  of  the 
board  of  directors  are  Drs.  Mason  Romaine, 
Wright  Clarkson,  and  John  M.  Harwood. 
Herter  Lectures  to  be  Given  by  Dr.  Brouwer. 

Dr.  B.  Brouwer,  professor  of  neurology  at 
the  University  of  Amsterdam,  Holland,  has 
accepted  the  invitation  to  deliver  the  annual 
lectures  under  the  Herter  lectureship  fund  at 
Johns  Hopkins  University,  Baltimore,  in  April. 
Dr.  Everett  F.  Long, 

Raleigh,  recently  deputy  State  Health 
Officer  of  North  Carolina,  tendered  his  resig- 
nation, effective  December  31,  1925,  in  order 
to  engage  in  private  practice.  Dr.  Long  is  an 
alumnus  of  the  Medical  College  of  Virginia,  in 
the  class  of  ’09. 

Dr.  David  B.  Stuart, 

Dublin,  Va.,  of  the  class  of  "21,  Medical  Col- 
lege of  Virginia,  is  at  present  assistant  to  Dr. 
J.  R.  Blair,  at  Hvgeia  Hospital,  Richmond, 
Va. 

Automobile  Fatalities. 

During  the  fifty-three  week  period  from  De- 
cember 28,  1924,  to  January  2,  1926,  inclusive, 
there  were  reported  6,370  automobile  fatalities 
from  seventy-nine  large  cities,  or  a daily  aver- 
age of  17.2,  which  rate  was  a little  higher  than 
the  previous  year.  New  York  City  reported 
1,001  automobile  fatalities  and  Chicago  came 
next  with  598.  Reports  from  twenty-four 
cities  indicate  that  25  per  cent  of  the  automo- 
bile fatalities  in  these  cities  were  due  to  acci- 
dents outside  of  the  city  limits,  the  victims 


being  brought  into  the  city  for  hospital  atten- 
tion. 

Dr.  Wiley  W.  Koontz 

Announces  that  his  address  is  now  Dayton, 
Va.,  instead  of  Spring  Creek,  Va.,  as  formerly. 
Dr.  John  S.  Lawrence, 

Of  the  class  of  ’21,  University  of  Virginia, 
is  Research  Fellow  in  the  Massachusetts  Gen- 
eral Hospital,  Boston,  working  in  the  labora- 
tory of  Dr.  A.  V.  Bock. 

Dr.  Edward  D.  Davis, 

Winchester,  Va.,  but  formerly  of  Harrison- 
burg, Va.,  and  Hagerstown,  Md.,  has  been 
elected  president  of  the  Newtown  Giant  In- 
cubator Corporation. 

Dr.  Elvin  H.  Hearst, 

Of  the  class  of  ’25,  Medical  College  of  Vir- 
ginia, after  serving  as  an  interne  at  Peters- 
burg Hospital,  Petersburg,  Va.,  has  located 
at  Bristol,  Va.,  Route  1. 

Passenger  Steamer  to  Have  Hospital  Ac- 
commodations. 

The  Malolo,  a passenger  steamer  now  being 
built  at  Cramp’s  Shipyard,  Philadelphia,  is 
to  have  a passenger  hospital  which  will  include 
two  wards,  a bath,  dispensary,  operating  room 
and  attendant’s  room.  The  crew  hospital  will 
have  a ward  and  bath.  Each  of  the  passenger 
wards  will  accommodate  four  persons,  while 
the  crew’s  will  have  accommodations  for  six. 
The  operating  room  will  have  all  features 
necessary  for  an  up-to-date  hospital.  It  is  ex- 
pected that  this  vessel  will  be  finished  in  the 
Spring  of  1927.  It  will  be  placed  on  the  San 
Franciseo-Honolulu  run.  Her  speed  will  en- 
able her  to  make  the  round  trip  in  four  days 
less  than  the  fastest  vessel  notv  plying  between 
these  ports. 

Virginia’s  State-Supported  Colleges. 

The  Central  Committee  on  the  Institutions 
of  Higher  Education  in  Virginia,  with  head- 
quarters in  Grace- American  Building,  Rich- 
mond, Virginia,  has  issued  a most  interesting 
booklet  on  “Important  Facts  about  the  State- 
Supported  Colleges  of  Virginia,”  which  is  for 
the  information  of  the  public.  It  tells  of  the 
wonderful  gain  in  college  enrollments  in  the 
past  five  to  thirty  years,  and  especially  since 
the  State  began  to  standardize  its  high  schools. 
Unless  colleges  are  enlarged,  they  cannot  keep 
pace  with  the  development  of  the  high  schools, 
and  it  becomes  urgently  necessary  that  the 
.State  increase  appropriations  to  State-sup- 
ported colleges  in  order  that  Virginia  may 
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keep  pace  with  the  strides  made  by  similar 
institutions  in  other  States. 

Dermatology  Number. 

The  Medical  Review  of  Reviews , with  edi- 
torial offices  at  7 West  16th  Street,  New  York 
City,  announces  that  its  March  issue  will  be  a 
special  Dermatology  Number,  which  will  be 
personally  supervised  by  Dr.  Herman  Good- 
man, of  New  York.  The  tentative  Table  of 
Contents  indicates  that  the  March  issue  will 
be  of  unusual  interest  as  to  its  original  com- 
munications and  editorials.  The  price  of  this 
journal  is  $2.00  a year  or  twenty-five  cents  for 
a single  copy. 

Dr.  Gladys  Smithwick, 

Of  the  class  of  ’25,  Medical  College  of  Vir- 
ginia, after  being  connected  with  the  staff  of 
Catawba  Sanatorium,  Va.,  for  several  months, 
has  accepted  an  appointment  on  the  interne 
staff  of  Roanoke  Hospital,  Roanoke,  Va.,  and 
entered  upon  her  duties  there  in  January. 
Appointed  on  Committees  of  Covington 
Kiwanians. 

Drs.  B.  R.  Hudnall,  E.  R.  Rogers,  and  J.  V. 
Jordan,  all  of  Covington,  Va.,  have  been  ap- 
pointed members  of  committees  in  the  Kiwanis 
Club  of  that  place  for  the  coming  year. 

Mrs.  Smith  Succeeds  Husband  as  Member  of 
State  Board  of  Health. 

Mrs.  William  Morgan  Smith,  of  Clarke 
Count}'-,  Va.,  was  recently  appointed  a member 
of  the  State  Board  of  Health  to  fill  the  unex- 
pii’ecl  term  of  her  husband,  who  died  the  latter 
part  of  December. 

Dr.  William  T.  Graham,  Richmond,  vice- 
president  of  the  Board,  is  acting  president  un- 
til the  next  meeting. 

Dr.  and  Mrs.  Will  J.  Knight, 

Newports  News,  Va.,  left  by  automobile,  the 
latter  part  of  January  for  Florida.  They  ex- 
pect to  be  away  several  weeks. 

Dr.  W.  W.  Wilkinson, 

La  Crosse,  Va.,  was  re-elected  vice-president 
of  the  Bank  of  La  Crosse,  at  its  annual  meet- 
ing in  January. 

Dr.  J.  P.  Trent 

Was  a visitor  in  Washington,  D.  C.,  last 
month. 

Emory  University  to  Raise  $4,500,000  for 
Medical  Education. 

Medical  education  is  to  receive  a total  of 
$4,500,000  from  .the  $10,000,000  Expansion 
Fund  now  being  raised  by  Emory  University, 
Atlanta.  This  money  will  be  distributed  as 


follows:  Endowment  for  the  School  of  Medi- 
cine, $2,000,000;  endowment  for  the  Wesley 
Memorial  Hospital,  $2,000,000;  Pathology 
Laboratory  and  Hospital  Administration 
Building,  $225,000;  Nurses’  Home,  $200,000; 
completion  of  Chemistry  Building,  $75,000. 
The  goal  of  the  campaign  as  a whole  is  to 
provide  $6,500,000  in  endowment  and  $3,500,- 
000  in  new  buildings  to  cover  the  estimated 
needs  of  all  six  schools  of  the  University  for 
the  next  ten  years. 

The  Emory  School  of  Medicine,  formerly 
the  Atlanta  Medical  College,  has  long  been 
one  of  the  three  largest  and  strongest  A-grade 
medical  colleges  in  the  South.  It  has  a total 
of  3,400  alumni  now  practicing  in  all  states  of 
the  union  but  two.  Dr.  Russell  H.  Oppen- 
heimer  is  dean  of  the  faculty  of  130  men, 
among  the  part-time  members  of  which  are 
some  of  Atlanta’s  most  eminent  physicians  and 
surgeons. 

For  many  years  the  school  has  been  handi- 
capped both  in  research  and  teaching  work  be- 
cause of  inadequate  endowment.  The  enroll- 
ment in  each  class  has  been  limited  to  sixty 
men  at  a time  when  more  physicians  of  Georgia 
alone  are  dying  each  year  than  the  two  medical 
colleges  of  the  state  are  graduating.  The 
school  is  looking  to  its  alumni  and  to  the  other 
friends  of  medical  education  to  give  the  funds 
so  urgently  needed  for  expansion. 

Dr.  R.  L.  Mason, 

Roanoke,  Va.,  was  recently  elected  chairman 
of  the  board  of  trustees  of  Roanoke  Lodge  No. 
197,  Benevolent  and  Protective  Order  of  Elks. 
Civil  Service  Examinations, 

The  U.  S.  Civil  Service  Commission,  Wash- 
ington, D.  C.,  announces  the  following  open 
competitive  examinations,  applications  to  be 
rated  as  received  : 

Medical  interns  (psychiatric)  ; 

Dietitian ; 

Medical  officers; 

Occupational  therapy  aide  and  occupational 
therapy  pupil  aide; 

Graduate  nurse  and  graduate  nurse  (visit- 
ing duty). 

Full  information  and  application  blanks 
may  be  obtained  from  the  above  named  Serv- 
ice, or  the  secretary  of  the  board  of  U.  S.  Civil 
Service  Examiners  at  the  postoffice  or  custom 
house  in  any  city. 

For  Sale — 

At  a bargain.  Owners  offer  one  Scheidel 
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Western  X-ray  transformer  with  control  board 
and  one  Victor  Horizontal  Fluoroscope  table. 
$275.00  cash  frets  both.  Box  34,  Lynchburg, 
Va.  (Adv.) 

For  Sale — 

Virginia  $7,000.00  practice  and  property. 
Tidewater  town  of  1,200.  Rich  country.  Com- 
petition right.  Practice  easily  increased  to  full 
capacity.  Modern  brick  residence,  offices  and 
garages.  Good  roads,  churches  and  schools. 
Model  community.  Price  $5,000.00,  requires 
$3,000.00  or  for  practice  only  $1,000.00.  Will 
introduce  and  assure  full  co-operation  and  sup- 
port of  one  or  two  drug  stores.  Best  buy  in  the 
State.  No  trifiers.  Must  get  quickly.  Spec- 
ializing. Address,  T.  H.  Massey,  M.  I).,  Smith- 
field,  Va.  (Adv.) 

Wanted. 

Young  lady,  age  25,  wants  position  in  doc- 
tor’s office  in  Virginia.  Have  had  two  years' 
hospital  training,  and  four  years’  experience 
in  clerical  work. 

Address  Miss  E.  A.,  1112  West  Avenue, 
Richmond,  Va.,  (Adv.) 

For  Sale  or  For  Rent. 

Because  of  the  untimely  death  of  Dr.  George 
T.  Divers,  the  St.  Martin’s  Hospital,  of  Stuart, 
Virginia,  offers  an  excellent  opportunity  for 
some  doctor  and  surgeon. 

The  building  has  all  modern  equipment, 
steam  heat,  electric  lights  and  water,  beautiful 
grounds,  adequate  room  for  forty  patients, 
rooms  with  or  without  bath,  located  near  the 
corporate  limits  of  the  town  of  Stuart,  in  one 
of  the  most  beautiful  and  healthy  sections  of 
the  Blue  Ridge.  Fireproof  building  erected 
in  1923. 

For  particulars,  write  R.  Paul  Sanford,  At- 
torney, Stuart,  Virginia.  (Adv.) 

For  Sale — 

A doctor’s  home  in  crowing  suburban  com- 
munity,  one  mile  north  of  Alexandria,  Vir- 
ginia, and  three  miles  south  of  Washington, 
I).  C.  Large  ten-room  house,  containing  two- 
room  office;  spacious  lawn  and  shade  and  fruit 
trees.  Two-car  garage.  An  ideal  location  for 
a doctor.  For  terms  and  particulars,  address 
Paul  B.  Yates  (administrator),  810  Mount 
Vernon  Avenue,  Potomac,  Alexandria,  Va. 
(Adv.) 

For  Rent — 

Physician’s  office,  central  location  in  Rich- 
mond, Virginia.  Address  No.  460,  care  this 
journal.  (Adv.) 


Obituary 

Dr.  George  Grattan  Painter, 

Of  Pulaski,  Va.,  died  at  his  home  in  that 
place  January  23rd,  following  a prolonged  ill- 
ness. He  was  a native  of  Southwest  Virginia 
and  sixty-nine  years  of  ge.  Upon  completion 
of  his  academic  education,  he  studied  medicine 
at  the  College  of  Physicians  and  Surgeons, 
Baltimore,  from  which  he  graduated  in  1883. 
He  had  been  a member  of  the  Medical  Society 
of  Virginia  since  1889.  Dr.  Painter  was  also 
prominent  in  the  social  and  business  life  of  his 
section,  was  several  j-ears  a member  of  the 
Pulaski  town  council,  had  served  for  many 
years  as  a director  of  the  Peoples  National 
Bank  of  that  place,  and  was  an  elder  in  the 
Presbyterian  Church.  His  widow  and.several 
children  survive  him.  He  was  a brother  of 
Dr.  W.  G.  Painter,  of  Big  Stone  Gap,  Va. 

Dr.  John  Randolph. 

We  were  only  recently  advised  of  the  death, 
early  last  Fall,  of  Dr.  John  Randolph,  of 
Arvonia,  Va.,  at  the  age  of  sixty-seven  years. 
He  was  a native  of  Albemarle  County,  Va. 
Upon  completion  of  his  academic  education, 
Dr.  Randolph  took  up  the  study  of  medicine 
and  received  his  diploma  from  the  College  of 
Physicians  and  Surgeons,  Baltimore,  in  1879. 
He  had  been  a member  of  the  Medical  Society 
of  Virginia  since  1890.  His  second  wife  and 
four  children  by  a former  marriage  survive 
him.  Dr.  Randolph  was  for  a number  of  years 
a member  of  the  Buckingham  County  Board 
of  Health  and  was  also  secretary  of  the  Buck- 
ingham County  Medical  Society. 

Resolutions  on  Death  of  Dr.  W.  M.  Smith. 

At  a called  meeting  of  the  staff  of  the  Alexandria 
Hospital,  held  December  22,  1925,  the  following  reso- 
lutions were  unanimously  adopted: 

Resoi.ved,  That  the  members  of  the  staff  of  the 
Alexandria  Hospital  have  learned  of  the  death  of 
their  fellow  member  and  personal  friend,  Dr.  Wil- 
liam Morgan  Smith,  with  deep  regret.  Doctor  Smith 
has  been  one  of  the  most  useful  and  valued  members 
of  the  staff  for  many  years  and  his  loss  to  the  hos- 
pital will  be  keenly  felt.  His  professional  ability, 
upright  character,  kindly  courtesy,  and  geniality 
endeared  him  to  the  community  and  every  member 
of  the  staff,  as  well  as  the  entire  personnel  of  the 
hospital,  regards  his  death  as  a personal  loss. 

Resoi.ved,  That  copies  of  these  resolutions  be  en- 
tered on  the  minutes  of  the  staff  of  the  Alexandria 
Hospital,  published  in  the  Virginia  Medical  Monthly 
and  sent  to  Dr.  Smith’s  family. 

George  T.  Klipstein, 
Llewellyn  Powell, 

F.  M.  Dillard. 

Committee • 
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Whereas,  Almighty  God,  in  His  far-seeing  wisdom, 
has  seen  fit  to  remove  from  our  midst  our  beloved 
friend  and  brother  practitioner.  Dr.  William  Morgan 
Smith;  therefore, 

Be  it  Resolved,  That  the  Alexandria  Medical  So- 
ciety, at  a called  meeting,  December  22,  1925,  now 
state  in  formal  terms  our  deep  regret  at  this  dis- 
tressing visitation  to  our  city  and  state.  We  wish 
also  to  express  our  personal  affliction  at  this  un- 
timely catastrophe. 

Be  it  Further  Resolved,  That  a copy  of  these  reso- 
lutions be  forwarded  to  his  afflicted  widow  and  fam- 
ily, and  that  these  resolutions  be  spread'  on  the 
minutes  of  the  Society. 

Hugh  McGuire, 

Martin  D.  Delaney, 

S.  B.  Moore, 

Committee. 

Resolutions  on  Death  of  Dr.  C.  H.  Lewis. 

The  Richmond  Academy  of  Medicine,  at  a 
meeting  on  January  12th,  adopted  the  follow- 
ing resolutions  on  the  death  of  Dr.  Charles 
Howard  Lewis,  of  Richmond ; 

They  brought  many  a floral  wreath;  they  let  fall 
many  a tear;  they  mourned  as  they  stood  by  his 
bier,  a concourse  of  patients,  friends  and  fellow- 
practitioners,  as  the  funeral  rites  were  pronounced 
over  the  late  DR.  C.  HOWARD  LEWIS,  of  this  city, 
who  died  after  a brief  illness,  Sunday,  the  third  of 
January,  1926,  in  the  49th  year  of  his  age. 

Our  late  colleague  was  a general  practitioner  of 
medicine.  As  a successful  and  a prominent  phy- 
sician his  career  was  noteworthy,  and  this  is  no 
mean  end  to  achieve  in  the  short  space  of  twenty 
years.  Dr.  Lewis,  as  a member  of  the  Richmond 
Academy  of  Medicine,  lived  up  to  the  high  standards 
of  ethical  practice  and  followed  in  his  daily  work 
the  tenets  of  medical  fellowship.  During  the  score 
of  years  in  which  he  served  this  community,  he 
drew  to  his  service  a long  roll  of  patients.  These 
he  attended  faithfully  and  skilfully. 

Those  of  us  who  enjoyed  association  with  him  in 
consultation  are  able  to  add  a note  of  personal  ap- 
preciation of  the  devotion  of  his  patients  to  him 
and  of  the  care  and  skill  exhibited  by  him  in  his 
professional  work.  Dr.  Lewis  will  be  remembered 
by  patients  and  friends  for  his  unswerving  high 
purpose,  his  indefatigable  industry  and  for  the  high 
order  of  his  professional  attainments,  as  a medical 
practitioner,  and  as  a member  of  this  organization. 
His  memory  is  honored  for  these  qualities  of  mind 
and  heart. 

But  the  life  of  our  colleague  was  more  than  this: 
his  spirit  was  cast  in  a heroic  mold;  he  was  a patriot, 
brave  and  unafraid  and  ready.  A veteran  of  the 
Spanish-American  War  and  a veteran  of  the  great 
World  War,  and  twenty  years  of  medical  practice, 
and  dead  before  before  fifty,  is  a record  of  distin- 
guished patriotism  that  must  challenge  the  admira- 
tion of  all.  When  but  a boy,  he  valiantly  volun- 
teered and  served  his  country  in  the  Spanish-Ameri- 
can War.  In  the  fulness  of  a busy  practice  he  or- 
ganized and  commanded  an  ambulance  corps,  and 
later  a sanitary  train,  in  the  great  World  War.  The 
story  of  his  heroic  service  on  the  battle-fronts  in 
Cuba  and  in  France  may  never  be  told,  but  we, 
his  colleagues  in  this  society,  honor  his  memory  as 
a fellow-doctor,  and  as  an  American  patriot  of  whom 
we  are  proud.  And  so, 

Whereas,  It  has  pleased  an  all-wise  Providence 
to  terminate  the  career  of  our  late  distinguished 


fellow,  C.  Howard  Lewis,  by  sudden  death  in  the 
hour  of  full  professional  usefulness,  therefore, 

Be  it  Resolved,  That  our  sympathy  be  extended 
to  his  bereaved  loved  ones  in  this  hour  of  their 
sorrow; 

That  a page  of  the  minutes  of  the  Richmond 
Academy  of  Medicine  be  dedicated  to  his  memory; 
and 

That  a copy  of  this  preamble  and  these  resolu- 
tions be  sent  his  family,  and  that  they  be  printed 
in  the  Virginia  Medical  Monthly  as  a public  mark  of 
respect  and  affection. 

(Signed) 

A.  L.  Herring, 

Jas.  H.  Smith, 

A.  G.  Brown,  Jr., 
Committee. 

Dr.  John  R.  Atwell, 

Wicomico  Church,  Va.,  a former  member  of 
the  Medical  Society  of  Virginia,  died  in  Wash- 
ington, D.  C.,  January  6th.  He  was  a native 
of  Washington  and  fifty-two  years  of  age.  He 
graduated  in  medicine  from  the  National  (now 
George  Washington)  University,  in  1898.  His 
wife  survives  him. 

Dr.  Cassius  Dulany  Laws, 

Of  Bayard,  Va.,  died  suddenly  of  heart  dis- 
ease, December  21,  1925,  at  the  age  of  sixty- 
eight  years.  He  graduated  from  the  University 
of  Maryland  School  of  Medicine,  Baltimore, 
in  1877,  and  was  at  one  time  a member  of  the 
Medical  Society  of  Virginia. 

Dr.  Romulus  Z.  Linney, 

A prominent  proctologist  of  Charlotte,  N.  C., 
died  suddenly  of  apoplexy  at  his  home  in  that 
place,  January  19th.  He  was  forty-nine  years 
of  age  and  a graduate  in  medicine  from 
Georgetown  University,  School  of  Medicine,  in 
1901. 

Dr.  Archibald  Cunningham  Harrison, 

Professor  of  surgery  in  the  University  of 
Maryland,  School  of  Medicine,  Baltimore,  died 
at  his  home  in  that  city,  January  17 th,  death 
being  due  to  heart  disease.  He  is  survived  by 
his  wife  and  three  daughters.  Interment  was 
made  in  New  Kent  County,  Virginia,  his  na- 
tive home.  He  was  sixty-one  years  of  age. 
Dr.  Harrison  was  educated  at  University  of 
Virginia  and  the  University  of  Maryland,  tak- 
ing his  diploma  from  the  last  named  school 
in  1887. 

Dr.  James  E.  Roles, 

Of  Union,  W.  Va.,  died  in  Richmond,  Va., 
December  10,  1925,  at  the  age  of  fifty-two 
years.  He  was  graduated  in  medicine  from 
Medical  College  of  Virginia,  Richmond,  in 
1897. 


Growing  Field  for  Use  of 
Iletin  (Insulin,  Lilly) 


An  Insurance  Report  for  1925  shows 
that  in  1800  recorded  deaths  from  diabetes 
less  than  one-half  of  the  victims  of  the 
disease  had  received  Insulin  at  any  time. 
Fifty-five  percent  of  the  fatal  cases  com- 
menced treatment  less  than  one  month 
before  death;  seventeen  percent  began  the 
use  of  Insulin  on  the  day  of  death. 

The  facts  are  significant.  There  is  a 
large  field  for  the  use  of  Insulin.  Treat- 
ment should  begin  as  early  as  possible. 


Iletin  (Insulin,  Lilly)  was  the  first  prep- 
aration of  Insulin  commercially  available 
in  the  United  States.  In  the  minds  of 
diabetic  specialists,  the  name  Insulin  and 
Lilly  are  closely  associated.  For  fifty  years 
the  name  Lilly  on  a label  has  stood  for 
scientific  products,  ethically  advertised  and 
economically  distributed. 

Specify  Iletin  (Insulin,  Lilly)  in  5 cc. 
and  10  cc.  ampoule  vials:  U-10,  U-20 
and  U-40.  Send  for  literature. 


Supplied  Through  the  T)rug  Trade 

ELI  LILLY  AND  COMPANY 

INDIANAPOLIS,  U.  S.  A. 


Lilly’s  Scarlet  Fever  Antitoxin  is  supplied  only  in  concentrated  form. 
It  is  high  in  potency  and  small  in  volume.  Prepared  by  the  Dochez 
method  and  accepted  by  the  Council  of  the  A.  M.  A. 


35 


Capital  $1,000,000  Surplus  Earned  $1,000,000 

ESTABLISHED  1892 

To  act  as  Executor,  Guardian  and  Trustee 
$30,000,000 

of  investments  helJ  in  Trust 


Confidential  Interviews  Invited. 


COLLEGE  OF  WILLIAM  AND  MARY 

THE  STATE  COLLEGE  FOR  MEN  AND  WOMEN 

TWO  PRE-MEDICAL  COURSES — Two-Year  and  Three- Year — Three  Year  Course  leads  to 
Bachelor  of  Science  degree  after  one  or  more  sessions  in  medicine. 

Other  Special  Courses — Teacher  Training;  Home  Economics;  Pre-Engineering;  Pre-Law; 
Commerce;  Business  Administration;  Finance;  etc. 

Regular  academic  courses  leading  to  the  Bache  or  and  Mastei  degrees. 


Kor  particulars  address  THE  COLLEGE  OE  WILLIAM  AND  MARY 

J.  A.  C.  CHANDLER,  President.  WILLIAMSBURG,  VA 


HIGH  AUTHORITY 

When  there  is  a difficult  case  in  either  medicine  or  surgery,  you  call  in 
consultation  the  highest  authority  available  on  such  matters. 

The  Merchants  National  Bank  is  so  organized,  so  experienced,  so  effi- 
ciently guided  by  able  business  men  that  it  is  competent  authority  in  banking 
matters. 

COMMERCIAL  -:-  SAVINGS  -:  TRUSTS 

MERCHANTS  NATIONAL  BANK 

Eleventh  and  Main  Streets 
RICHMOND,  VIRGINIA 

Capital , Surplus  and  Undivided  Profits 
Over  $2,400,000. 

“SAFEST  FOR  SAVINGS”  “SAFEST  FOR  TRUSTS” 
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AT  THIS  SEASON  of  the  year,  when  coughs,  colds,  bronchitis  and  other  re- 
spiratory affections  are  prevalent,  a reliable  creosote  product  that  is  well 
tolerated  and  practically  free  from  gastric  disturbances  is  doubly  welcome. 

Calcreose  confers  all  of  the  benefits  of  creosote  medication  with  the  undesirable  ef- 
fects largely  eliminated.  It  is  a loosely  combined  product  of  creosote  (about  50%)  and 
hydrated  calcium  oxide. 

Calcreose  can  be  given  in  large  doses  for 
long  periods  without  apparent  difficulty 

In  cases  of  idiosyncrasy  to  creosote  it  is  recommended  That  the  initial  dose  of  Calcreose  be 
small  during  the  first  two  or  three  days  with  gradual  increase  until  tolerance  is  established. 
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INFANT  D I E 


A T E R I A L S 


CO-OPERATION 


In  Infant  Feeding 

SUCCESS  in  Artificial  Infant  Feeding  depends  largely  upon  the 
kind  of  food  selected,  and  co-operation  with  the  mother. 

There  are  many  things  that  the  doctor  would  like  to  tell  the 
mother,  and  so  we  have  devised  a little  book  that  gives  the  in- 
formation just  as  the  doctor  would  like  to  tell  it  himself.  The 
title  of  this  book  is 

"Instructions  for  Expectant  Mothers 
and  the  Care  of  Infants'’ 


The  subjects  covered  are : 


Before  Baby  Comes 

Urinary  Examinations 

Physical  Examinations 

Clothing  for  Expectant  Mothers 

The  Bowels 

Sleep 

The  Bath 

Exercise 

Diet 

Care  of  the  Teeth 

When  Baby  Comes 

Baby’s  Clothes 

After  Confinement 

Nursing  Your  Baby  at  the  Breast 

Hours  to  Feed 


Utensils  Needled  for  Bottle-Feeding 

Care  of  Cow’s  Milk 

Care  of  the  Nipples  and  Bottles 

Orange  Juice 

Cod  Liver  Oil 

Weighing  the  Baby 

Baby’s  Bath 

Sleep 

Sunlight 

Thumb  and  Finger  Sucking 

Pacifiers 

Bed  Wetting 

Adenoids 

Earache 

Colds 


Throughout  the  booklet  no  instructions  are  given,  and  the 
mother  is  urged  to 

CONSULT  THE  DOCTOR  FIRST 

There  is  no  advertising  of  Mead’s  Products 

25  to  50  copies  of  this  little  booklet 
will  be  sent  to  any  physician  on  request 


MEAD  JOHNSON  & COMPANY 

Evansville,  Indiana,  U.  S.  A. 
Manufacturers  of  Infant  Diet  Materials 
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Original  Communications 

STRICTURE  OF  THE  URETER.* 

By  C.  J.  ANDREWS,  M.  D.,  F.  A.  C.  S.,  Norfolk,  Virginia. 

Stricture  of  the  ureter  has  been  the  subject 
of  considerable  discussion  since  the  pioneer 
work  of  Hunner  and  the  publication  of  his 
paper  in  1915.  These  discussions  have  not, 
so  far,  resulted  in  anything-  like  unanimity  of 
opinion  regarding  it.  It  was  claimed  that  the 
first  work  published  submitted  too  little  X-ray 
and  pathological  evidence.  Later,  many 
ureterograms  and  pyelograms  and  some  patho- 
logical evidence  have  been  submitted  by  Hun- 
ner and  other  observers.  The  criticism  made 
of  these  was  that  the  constrictions  shown  by 
the  picture  were  due  to  spasm  of  the  ureter, 
rather  than  stricture.  It  would  appear  that 
eventually  the  truth  of  this  matter  would  be 
established,  not  by  X-ray  and  pathological 
findings  alone,  but  by  clinical  experience,  not 
only  by  a few-  who  might  be  over-enthusiastic, 
but  by  a larger  number  of  observers. 

The  purpose  of  this  paper  is  to  submit  such 
clinical  evidence  as  I have  been  able  to  obtain 
from  observation  and  study  of  fifty-five  cases. 

The  widespread  dissemination  of  informa- 
tion regarding  appendicitis  very  properly  long- 
ago  caused  everyone  to  think  first  of  appen- 
dicitis in  all  cases  where  pain  was  present  in 
the  right  lower  quadrant.  We  now  know  that 
a very  large  number  of  people  were  operated 
upon  unnecessarily  for  appendicitis.  Routine 
urinalysis  and  X-ray  in  chronic  cases  showed 
the  trouble  in  many  of  these  to  be  in  the 
urinary  tract.  These  are  not  sufficient  to  ex- 
clude stricture.  Thirty-eight  of  my  cases,  or 
68  per  cent,  showed  a negative  urine.  X-ray 
showed  calculus  in  four  cases. 

Previous  Operation  : Forty  operations  had 
been  done  on  twenty-seven  of  these  patients, 
as  follows:  Eighteen  appendectomies,  five 

cholecystectomies,  nine  salpingectomies,  one 
nephrotomy,  five  ovariectomies  and  one  uterot- 
omy.  It  is  not  believed  that  all  these  opera- 

•Read  at  the  fifty-sixth  annual  meethiK  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  13-16,  1925. 


tions  were  useless,  but  the  fact  remains  that 
the  pain  for  which  the  operations  were  done 
was  not  relieved. 

Symptoms  : Pain  was  the  one  constant 

symptom  in  all  cases.  Four  were  typical  kid- 
ney colics,  frequently  recurring.  This  does  not 
include  cases  with  ureteral  calculi.  Pain  was 
usually  located  in  the  groin  or  kidney  region, 
often  radiating  to  the  inner  thigh  or  hip.  The 
pain  is  oftener  found  in  the  right  side,  al- 
though the  stricture  is  usually  bilateral.  The 
reason  for  this  is  not  apparent.  Lumbar  back- 
ache was  common.  Urinary  symptoms  were 
present  in  forty-three  cases,  twelve  having  no 
frequency  or  painful  urination.  In  some  of 
these  cases  this  was  the  most  urgent  symptom, 
and  the  last  to  be  relieved.  Urinalysis  showed 
evidence  of  pus  in  the  urine  in  seventeen  cases 
only.  Cultures  were  positive  in  some  cases  in 
which  no  pus  was  found.  There  was  a history 
of  pyuria  in  twenty-three  cases,  probably  all 
of  them  had  had  pus  at  some  time.  Gastro- 
intestinal symptoms  were  marked  in  fifteen 
cases,  two  cases  having  persistent  vomiting. 
Thirteen  cases  complained  of  persistent  head- 
aches. Dysmenorrhea  was  associated  in  fifteen 
cases.  These  probably  were  not  uterine  dys- 
menorrheas, but  due  to  congestion  of  stricture 
area  during  period.  Some  were  exceedingly 
severe  and  of  long  standing,  requiring  mor- 
phine for  relief.  Menorrhagia  was  observed 
in  several  cases,  and  cleared  up  as  the  con- 
dition was  relieved.  Endocervicitis  has  been 
associated  in  twenty  cases.  This  would  sug- 
gest that  as  a focus  of  infection  the  cervix  may 
be  a frequent  offender.  There  was  a definite 
history  of  old  gonorrhea  in  two  cases.  Both  of 
these  were  persistent,  and  the  urinary  symp- 
toms severe. 

Diagnosis:  Stricture  is  suggested  by  the 
outstanding  symptoms;  pain,  particularly  in 
the  kidney  or  ureteral  region,  especially  if  of 
long  standing  and  with  a history  of  unsuccess- 
ful operations  for  its  relief.  The  search  of 
the  ureter  for  stricture  is  very  much  the  same 
as  the  examination  of  the  male  urethra  with 
olive  Ixmgies.  The  latter  has  never  been  con- 
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sidered  a very  difficult  or  indefinite  procedure. 
The  use  of  the  wax  bulb  in  the  ureter  gives  the 
same  evidence.  When  the  bulb  is  withdrawn 
there  is  a definite  hang,  which  usually  repro- 
duces the  pain  which  the  patient  recognizes  as 
the  old  familiar  pain.  In  some  cases  the  lumen 
is  so  small  that  a filiform  is  passed  with  diffi- 
culty, but  may  admit  a No.  8 catheter  with 
comparative  ease,  and  yet  the  bulb  shows  a 
definite  stricture.  The  bulb  also  gives  evi- 
dence of  calculi  if  scratches  are  noted.  The 
X-ray  to  exclude  calculi  is  always  safe.  Ure- 
terograms and  pyelograms  are  interesting,  but 
if  the  kidney  pelvis  capacity  is  normal  they  are 
not  essential  to  working  diagnosis  of  stricture. 

The  Kelly  method  of  cystoscopy  offers  very 
definite  advantage  in  diagnosis  and  treatment 
of  these  cases.  The  bulb  does  not  need  to  be 
so  near  the  end  of  the  catheter,  and  can  be 
made  longer.  A short  bulb  is  very  satisfactory 
for  the  diagnosis  of  stricture,  but  the  longer 
dilator  of  increasing  size  is  better  for  di  lating. 
This  effect  is  obtained  by  the  long  wax  bulb. 

Age  : The  youngest  patient  treated  was 

seventeen,  the  oldest  sixty-eight.  Three  were 
under  twenty,  nineteen  between  twenty  and 
thirty,  seventeen  between  thirty  and  forty, 
seven  between  forty  and  fifty,  eight  between 
fifty  and  sixty,  and  one  over  sixty. 

Sex  : All  were  women. 

Relation  to  Parturition:  Twenty-four, 

only,  had  given  birth  to  children,  although 
thirty-three  were  married,  or  had  been.  In 
three  the  stricture  with  urinary  tract  infection 
or  pyelitis  of  pregnancy  seriously  complicated 
pregnancy.  In  all  three  the  condition  re- 
mained after  pregnancy,  and  treatment  of  the 
stricture  was  necessary  before  the  patients 
were  well.  It  is  probable  that  if  the  histories 
of  eclamptics  or  kidney  deficiencies  during 
pregnancy  were  carefully  studied,  many  would 
show  a definite  history  of  stricture.  I can  re- 
call such  instances.  It  is  very  common  during 
pregnancy  to  have  patients  complain  of  pain 
in  the  right  lower  abdomen,  radiating  to  hip, 
and  often  to  kidney  region.  This  is  believed 
to  be  due  to  pressure  on  the  ureter,  either  with 
or  without  stricture. 

Prognosis:  Twenty-five  of  these  patients 
are  considered  cured,  twenty  are  improved, 
two  are  not  improved,  five,  result  not  known, 
three,  not  sufficient  time  for  expected  change. 
Many  of  the  improved  cases  will  evidently  be 
included  in  the  cured  list,  as  they  will  receive 
other  treatments  as  needed.  Some  have  been 


discouraged  by  the  pain  following  the  first 
treatment,  and  have  not  returned,  but  the  most, 
when  convinced  that  the  trouble  has  been 
located,  and  that  there  is  a possibility  of  relief, 
are  most  persistent  in  their  efforts  and  co- 
operation. When  these  patients  are  relieved, 
the  improvement  in  general  health  is  often 
very  marked.  A definite  gain  in  weight  is 
very  common.  The  relief  from  pain  and  im- 
proved kidney  drainage  both  probably  con- 
tribute to  this. 

The  following  cases  are  illustrative  of  sev- 
eral types  of  stricture: 

(486) — Mrs.  J.  T.  G.,  aged  41.  Complaint — 
Headache  and  pain  in  back.  Present  illness 
goes  back  four  years.  At  that  time  patient 
began  to  have  pain  in  the  lumbar  region, 
radiating  forward  and  downward.  Onset  be- 
gan with  severe  bladder  irritation,  frequency 
and  blood  in  urine.  The  blood  and  frequency 
cleared  up,  but  patient  continued  to  have  pain. 
X-ray  examination  revealed  a small  calculus 
in  the  right  ureter.  .Several  attempts  to  re- 
move this  failed,  and  patient  continued  to  have 
pain  and  soreness.  During  the  past  year  her 
headaches  have  been  severe,  and  she  has  lost 
some  weight,  feels  weak  and  tired,  fatigues 
easily,  and  there  is  a mild  digestive  disturb- 
ance. 

Physical  examination  showed  a slender,  un- 
dernourished woman,  who  was  evidently  in 
poor  general  health.  Physical  examination 
was  essentially  negative  except  for  a de  nite 
tenderness  just  over  McBurney’s  point  and  the 
right  kidney,  which  was  easily  palpable  and 
freely  movable. 

Laboratory  examination  showed  completely 
negative  urine,  normal  haemoglobin,  red  count, 
white  count  and  normal  differential. 

Cystoscopic  examination: — A No.  5 X-ray 
catheter  was  introduced  about  8 cm.  from  the 
ureteral  opening,  and  was  obstructed.  The  X- 
ray  picture  showed  that  this  was  about  4 cm. 
from  the  stone.  This  showed  that  the  calculus 
was  not  the  real  obstruction,  but  that  the  stric- 
ture was.  This  ureter  has  been  gradually 
opened  until  a No.  6 mm.  bulb  can  be  passed 
through  the  ureter.  The  patient’s  symptoms 
have  been  entirely  relieved,  her  general  health 
greatly  improved,  although  the  calculus  has 
not  been  passed  unless  this  has  been  done  since 
the  patient  was  seen  last,  several  months  ago. 

(390) — Miss  E.  S.,  aged  17.  Complaint — 
Pain  in  the  back.  This  patient  had  had  a 
series  of  acute  illnesses.  In  addition  to  the 
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usual  infections  of  childhood  she  had  typhoid 
fever  at  the  age  of  eleven,  scarlet  fever  at 
twelve  and  diphtheria  at  thirteen.  She  had 
several  attacks  of  tonsillitis  as  a child.  Al- 
ways rather  thin.  No  digestive  disturbance. 
Periods  began  at  thirteen,  and  were  regular  in 
duration  and  amount,  always  associated  with 
pain  and  cramps  at  the  time  of  onset.  These 
pains  were  especially  intense  in  the  right  side. 
There  was  no  history  of  bladder  symptoms. 
On  account  of  the  severe  recurring  attacks' of 
pain,  associated  with  nausea  and  vomiting,  her 
appendix  had  been  removed  two  years  ago. 
She  was  apparently  relieved  for  a short  time 
following  the  operation,  but  pain  in  the  back 
and  right  lower  quadrant  returned,  and  has 
been  present  ever  since.  Pain  is  most  marked 
in  the  region  of  the  right  kidney,  and  radiated 
downward  to  the  groin. 

Physical  examination  showed  infected  ton- 
sils. No  abnormal  tenderness  in  the  right 
lower  quadrant,  and  no  tenderness  elicited  over 
either  kidney.  Cervix  was  definitely  infected. 

Laboratory  examination  showed  urine  nega- 
tive except  for  a trace  of  albumin,  haemo- 
globin 86  per  cent  with  a corresponding  de- 
crease in  the  red  cells.  White  count  was  9,500 
with  52  per  cent  polys  and  44  per  cent  small 
mononuclears.  Wassermann  was  negative. 
Stool  was  negative  for  parasites.  Stomach 
contents  were  normal. 

Cystoscopic  examination: — A No.  6 catheter 
passed  right  ureter  without  particular  diffi- 
culty. Kidney  pelvis  normal  capacity.  No. 
9 hulb  gives  definite  hang  at  a point  just  above 
pelvic  brim,  and  near  the  ureteral  opening. 
Patient  stated  that  the  pain  caused  by  the 
passing  of  the  catheter  through  this  constric- 
tion was  identical  with  the  pain  which  she  had 
suffered  for  a long  time.  This  ureter  was 
gradually  dilated  to  a 4 2/3  mm.  plus  lumen. 
Altogether  she  received  four  dilatations  at 
about  two  weeks’  intervals.  During  this  time 
a large  cervical  erosion  was  treated  with 
cautery. 

Investigation  of  the  left  side  showed  that 
patient  also  had  a very  definite  stricture  on  the 
left  side.  This  was  dilated.  The  patient’s 
pain  has  been  entirely  relieved,  as  has  also  the 
nausea  and  vomiting.  Pain  with  periods  has 
also  disappeared. 

(183) — Miss  E.  A.  L.,  aged  26.  Chief  com- 
plaint— Pain  in  lower  abdomen,  particularly 
in  right  groin,  radiating  to  hip  during  periods. 
These  pains  have  been  more  or  less  severe  since 


periods  began  at  the  age  of  thirteen,  and  have 
increased  definitely  during  the  last  few  years. 
Four  years  ago  an  acute  appendix  was  re- 
moved. Of  course,  no  change  in  painful 
periods  followed  this.  Three  years  ago,  the 
pain  becoming  more  severe  during  periods,  the 
cervix  was  dilated  and  the  round  ligament  sus- 
pension of  retro-displaced  uterus  was  done. 
These  pains  were  better  for  a few  months, 
gradually  becoming  worse.  In  November, 
1924,  the  cervix  was  dilated,  internal  os  in- 
cised after  the  method  of  Cleland.  There  was 
practically  no  improvement  except  for  a very 
short  time.  The  pain  in  this  case  was  so  great 
that  a half  grain  of  morphine  was  required, 
and  it  was  often  necessary  to  repeat  it  before 
any  relief  could  be  obtained.  On  May  19, 1925, 
a No.  7 ureteral  catheter  was  passed  to  the 
right  kidney.  A No.  11  bulb  gave  a definite 
hang  at  six  and  three  cm.  from  ureteral  open- 
ing. Pain  from  this  the  patient  recognized  as 
the  same  pain  from  which  she  had  suffered  so 
severely  at  periods.  This  ureter  was  dilated 
to  a 5 lumen.  She  has  now  had  several  periods 
without  pain.  This  was  never  a very  typical 
obstructive  dysmenorrhea,  as  -the  pain  would 
continue  often  for  twelve  hours  after  a free 
flow  was  established. 

(228) — Mrs.  C.  J.  G.,  aged  24,  married  sev- 
enteen months.  Abortion  in  December,  1923, 
two  months’  gestation.  March,  1924,  operation, 
right  tube  and  ovary  removed.  Chief  com- 
plaint— Pain  in  left  lower  abdomen  and 
urinary  frequency.  Periods  regular,  ten  days’ 
duration  and  excessive  flow,  large  clots.  Pain 
with  periods  severe,  bearing  down  in  character. 
Digestive  symptoms: — Nausea  persistent.  Ton- 
sils, chronic  infection.  Catheter ized  specimen 
of  urine  normal.  Left  adnexa  showed  a mass 
about  6 cm.  by  4 cm.  in  size,  exceedingly  tender 
on  pressure.  On  account  of  severe  urinary 
symptoms  cystoscopic  examination  was  made. 
Urethra  small,  trigon  somewhat  injected.  Left 
ureter  admitted  No.  6 catheter  to  a point  near 
pelvic  brim,  where  it  was  obstructed.  A No. 
5 catheter  passed  into  the  kidney.  Kidney 
capacity  normal.  Later  a wax  bulb  passed  the 
obstruction  giving  a definite  hang  at  this  point 
on  withdrawal.  Patient  stated  that  the  pain 
caused  by  this  dilatation  was  the  same  as  that 
from  which  she  had  constantly  suffered.  X- 
ray  examination  was  negative.  This  stricture 
was  dilated  to  a 4 mm.  size.  The  patient’s 
pain  in  the  right  abdomen  was  so  great  and 
disturbing  that  it  was  felt  at  this  time  that  the 
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mass  in  the  abdomen  was  influencing  the  con- 
dition so  greatly  that  she  was  operated  upon, 
the  left  tube  being  removed.  This  tube  was 
nodular,  and  evidently  useless.  The  ovary  was 
rather  large,  and  formed  a considerable  por- 
tion of  the  mass.  Apparently  the  patient  was 
not  benefited  at  all  by  this  operation.  Later, 
the  ureters  were  dilated  to  a 5 plus  lumen, 
after  which  all  the  patient’s  symptoms  disap- 
peared. She  received  her  last  treatment  about 
six  months  ago,  and  is  now  perfectly  well. 

(169) — Miss  S.  F.  R.,  aged  28.  Chief  com- 
plaint— Pain  in  the  right  lower  abdomen, 
radiating  to  pubis.  This  pain  also  radiated 
to  the  right  hip  and  kidney  region,  and  had 
continued  for  several  years.  Appendix  re- 
moved eighteen  months  ago  without  relief. 
Urinary  frequenc}7^  had  continued  for  several 
years.  Periods,  severe  pain  before  flow  began. 

Examination: — Right  kidney  sensitive  to 
palpation,  as  was  also  the  ureter,  particularly 
near  pelvic  brim.  Pelvic  examination  showed 
uterus  retro-displaced. 

Cystoscopy : — No.  6 catheter  passed  right 
ureter  with  marked  resistance,  particularly 
above  pelvic  brim.  Urine  from  this  kidney 
was  entirely  normal.  Ureter  was  dilated  to  a 

4 plus  size,  after  which  the  patient  was  re- 
lieved. 

(205) — Mrs.  A.  D.  D.,  aged  32,  married  nine 
years,  one  child  7*4  years  old.  Past  his- 
tory:— Ureteral  calculus  removed  from  right 
ureter  21/£  years  ago.  No  other  illness.  Chief 
complaint:  — Headache  severe  during  past 
month.  Pain  in  right  kidney  region,  radiating 
to  hip,  urination  painful.  Urine  contained  a 
large  amount  of  pus. 

Cystoscopic : — Urethra  normal.  Bladder 
showed  considerable  injection  of  vessels.  No. 

5 catheter  was  obstructed  above  pelvic  brim. 
A filiform  was  finally  passed  at  another  sit- 
ting, and  the  ureter  gradually  dilated.  This 
patient’s  symptoms  have  all  been  relieved. 
This  was  possibly  a traumatic  stricture  sec- 
ondary to  opening  of  the  ureter.  It  is  not  un- 
likely, however,  that  stricture  was  the  original 
trouble,  and  the  calculus  secondary. 

Conclusions 

1.  Ureteral  stricture  is  a relatively  common 
condition. 

2.  No  patient  should  be  operated  upon  for 
chronic  pain  in  the  lower  abdomen  without 
first  considering  stricture.  If  stricture  cannot 


be  reasonably  excluded,  the  ureters  should  be 
investigated. 

305  Medical  Arts  Building. 

URETERAL  STRICTURE.* 

By  WALTER  B.  MARTIN,  M.  D.,  Norfolk,  Virginia. 

In  presenting  some  points  in  reference  to 
ureteral  stricture  from  the  standpoint  of  the 
internist,  it  is  not  intended  to  go  into  any  ex- 
haustive discussion  of  the  subject  nor  to  invade 
the  domain  of  the  cystoscopist.  Rather  I wish 
to  emphasize  certain  points  in  the  general 
examination  and  study  of  cases  that  present 
themselves  that  may  lead  to  the  probable  diag- 
nosis of  ureteral  stricture.  Such  cases  can  then 
be  referred  to  a competent  cystoscopist  for 
final  proof  of  the  existence  of  stricture.  I 
believe  that  a diagnosis  of  ureteral  stricture 
can  often  be  correctly  made  from  a considera- 
tion of  significant  points  in  the  history  and 
physical  examination.  In  other  cases  the  evi- 
dence may  not  be  entirely  convincing,  and  yet 
sufficient  to  justify  subjecting  the  patient  to 
cystoscopic  examination.  It  is  the  purpose  of 
this  paper  to  construct  a clinical  picture  that 
may  be  of  assistance  to  the  general  man  in 
recognizing  this  condition. 

The  material  consists  of  twenty  cases  that 
came  in  for  general  diagnostic  study.  This 
routinely  consists  of  a detailed  history,  past 
and  present,  complete  physical  examination, 
complete  blood,  blood  Wassermann,  stool  and 
urinalysis.  In  appropriate  cases  more  exten- 
sive laboratory  examinations  were  made.  A 
clinical  diagnosis  of  stricture  was  made  in  each 
instance  and  confirmation  was  obtained  by 
cystoscopic  examination.  These  patients  came 
in  with  a variety  of  different  complaints  and 
were  not,  except  in  a few  cases,  previously 
known  to  have  had  kidney  trouble.  In  nine 
instances,  or  45  per  cent,  no  reference  was 
made  to  the  urinary  tract  in  the  initial  com- 
plaint, but  emphasis  was  laid  on  such  symp- 
toms as  fatigue,  loss  of  weight,  stomach  trou- 
ble, rheumatism,  headache  and  general 
malaise. 

These  patients  were  all  women  and  varied  in 
age  from  seventeen  to  sixty-eight  years.  The 
most  frequent  symptom  brought  out  in  the 
detailed  history  was  pain  in  the  back  in  the 
kidney  region  (95  per  cent).  This  pain 
radiated  to  the  groin  in  75  per  cent,  and  down 
the  leg  or  to  the  hip  in  20  per  cent.  Bladder 

"■Presented  as  a corollary  to  the  paper  on  “Stricture  of  the 
Ureter,”  by  Dr.  C.  J.  Andrews. 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


759 


symptoms  were  present  in  65  per  cent,  but  the 
fact  that  they  were  absent  in  35  per  cent  is 
probably  more  significant.  Loss  of  weight  was 
noted  in  45  per  cent,  headache  60  per  cent, 
fatigue  and  general  malaise  60  per  cent.  Cer- 
tain digestive  symptoms  were  emphasized  in 
a considerable  number  of  cases;  gas  55  per 
cent,  indigestion  45  per  cent,  nausea  35  per 
cent.  To  a surprising  degree  urinary  findings 
wTere  devoid  of  significance.  In  only  15  per 
cent  of  these  cases  Avas  pus  found  in  the  urine 
at  the  initial  examination.  In  40  per  cent  the 
urine  was  entirely  negative.  The  remaining 
45  per  cent,  with  the  exception  of  one  specimen 
containing  blood,  shoAved  only  a trace  of  albu- 
min, Avith  an  occasional  specimen  that  con- 
tained a few  casts.  All  of  these  examinations 
were  made  on  fresh  specimens  obtained  at  the 
office. 

Complete  blood  examinations  were  made  on 
all  of  these  cases.  Haemoglobin  below  85  per 
cent  was  found  in  40  per  cent,  and  the  aver- 
age haemoglobin  was  86.5  per  cent,  shoAving 
a slight  tendency  to  anaemia.  With  the  ex- 
ception of  two  cases  the  white  blood  count 
ranged  from  5,100  to  9,500.  These  tAvo  cases 
showed  a leucocytosis  of  12,800  and  13,500  re- 
spectively, despite  the  fact  that  they  were  both 
afebrile  and  that  one  of  them  showed  no  pus 
in  the  urine.  It  seemed  apparent  that  the 
leucocytosis  was  a consequence  of  the  stricture 
as  the  elevation  persisted  until  the  stricture 
was  relieATed,  and  thereafter  promptly  returned 
to  normal.  The  differential  counts  are  inter- 
esting but  probably  of  little  significance  in 
an  individual  case.  Excluding  the  two  cases 
with  definite  leucocytosis,  the  polymorphonu- 
clear cells  averaged  57  per  cent,  small  mononu- 
clears 34  per  cent.  These  figures  are  a distinct 
departure  from  the  average  normal. 

It  is  significant  that  in  40  per  cent  of  these 
patients  the  appendix  had  been  removed  with- 
out relief  of  symptoms.  This  is  not  surprising 
when  we  consider  the  clinical  picture  that  they 
present.  Given  a patient  with  chronic  diges- 
th*e  disturbance,  gas,  occasional  nausea,  pain 
in  the  right  loAver  quadrant,  tenderness  over 
the  right  ureter,  and  a negative  urine,  how 
could  one  expect  to  escape  the  sharp  scalpel  of 
the  eager  surgeon?  I do  not  mean  to  question 
the  necessity  of  sAvift  inteiwention  in  cases  of 
acute  appendicitis.  The  risk  to  the  patient  is 
too  grave  to  warrant  delay.  In  chronic  right 
lower  quadrant  pain,  hoAvever,  the  possibility 


of  ureteral  stricture  should  always  be  consid- 
ered and  it  should  be  definitely  disproven  be- 
fore operation  is  undertaken. 

In  presenting  abstracts  of  the  detailed  re- 
cord of  certain  cases  of  ureteral  stricture  I 
hope  to  illustrate  some  of  the  important  points 
in  the  diagnosis  of  that  condition. 

B.  P.,  female,  seen  July  15,  1925;  age  28; 
complaint , pain  in  right  side  and  general 
malaise.  Past  history  not  significant  as  re- 
lated to  present  illness  except  that  in  February, 
1925,  she  had  a severe  sore  throat.  Present 
illness  dates  from  November,  1924,  when  pa- 
tient had  an  attack  of  influenza;  she  does  not 
think  she  has  been  Avell  since  then.  She  has 
lost  ten  pounds  in  Aveight,  appetite  has  been 
poor,  feels  tired  and  fatigued  all  the  time.  No 
chronic  cough  or  night  SAveats.  Pain  in  region 
of  l ight  kidney  radiating  down  toward  the 
bladder  and  through  to  the  back  beneath  the 
right  shoulder.  For  one  day  only  there  was 
some  bladder  irritation  with  frequency. 

Physical  examination  shows  a slender,  poorly 
nourished  young  woman,  evidently  in  poor 
general  health.  Tongue  heavily  coated,  ton- 
sils small,  deeply  buried,  and  infected.  Slight 
enlargement  of  thyroid.  Lungs  clear  through- 
out; heart  normal;  pulse  rate  80;  blood  pres- 
sure 110/70. 

Definite  tenderness  on  b i m a n u a 1 pal- 
pation oATer  the  right  kidney,  and  slight  tender- 
ness along  the  course  of  the  right  ureter. 
Genitalia  negative;  extremities  and  reflexes 
normal.  Laboratory  examination  showed  a 
haemoglobin  of  90,  normal  white  count  and 
normal  differential.  Urine  showed  a trace  of 
albumin  and  a few  pus  cells.  Wassermann  Avas 
negative  and  stomach  contents  normal. 

The  patient  was  referred  for  cystoscopic 
examination  with  the  following  report ; “This 
case  was  found  to  have  a very  dense  ureteral 
stricture  at  or  just  above  the  pelvic  brim, 
which  admitted  with  great  difficulty  a No.  5 
olivary  tipped  bougie  but  finally  Avas  dilated 
to  No.  6 French.  The  renal  pelvis  shoAved 
some  dilatation,  the  contents  being  20  c.c.  The 
aspirated  specimen  from  the  right  kidney 
showed  jius  in  clumps.” 

It  is  of  interest  to  note  that  Avhile  this 
jiatient  had  been  in  poor  health  since  Novem- 
ber, 1924,  the  pain  in  the  kidney  region  origi- 
nated only  one  Aveek  prior  to  her  examination, 
and  that  she  had  bladder  symptoms  for  one 
day  only.  The  degree  and  density  of  her 
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stricture  would  certainly  indicate  that  it  was 
a condition  of  long  standing.  Since  the  orig- 
inal cvstoscopic,  she  has  been  dilated  several 
times  with  marked  benefit  to  her  general  con- 
dition and  relief  from  pain.  Permanent  re- 
lief, however,  has  not  been  obtained  as  the 
stricture  shows  a marked  tendency  to  recur. 

E.  S.,  age  17 ; complaint,  pain  in  back.  This 
patient  has  suffered  from  a series  of  acute  ill- 
nesses in  addition  to  the  ordinary  infections  of 
childhood.  She  had  typhoid  fever  at  eleven, 
scarlet  fever  at  twelve,  diphtheria  at  thirteen. 
Several  attacks  of  tonsillitis  as  a child. 
Periods  began  at  age  of  thirteen,  regular  in 
duration  and  amount.  They  have  always  been 
associated  with  severe  pain  and  cramps,  es- 
pecially on  the  right  side.  She  has  also  suf- 
fered for  a long  time  with  pain  in  the  back 
on  the  right  side,  and  pain  in  the  right  lower 
quadrant.  No  polyuria  or  dysuria.  Ap- 
pendix removed  two  years  ago  following  at- 
tack of  pain  in  right  lower  quadrant  associated 
with  nausea  and  vomiting.  She  was  appar- 
ently relieved  for  six  months  following  opera- 
tion, but  pain  in  back  returned  about  eighteen 
months  ago  and  has  been  present  practically 
ever  since.  This  was  located  in  the  lumbar 
region,  extending  downward  and  more  marked 
at  time  of  periods.  In  December,  1924,  pa- 
tient began  to  have  attacks  of  nausea  and 
vomiting  similar  to  those  which  were  experi- 
enced prior  to  her  appendectomy.  These  con- 
tinued up  to  six  Aveeks  ago  when  she  was 
apparently  relieved  by  abdominal  support. 
Pain  in  back  has  become  more  severe  and  con- 
tinued up  to  the  present  time.  There  has  been 
some  loss  of  weight  and  strength. 

Positive  physical  findings  Avere  as  folloAvs : 
Tonsils  moderately  hypertrophied,  adherent, 
and  infected.  Definite  tenderness  in  right 
lower  quadrant  in  the  region  of  her  appendec- 
tomy scar.  No  tenderness  over  either  kidney. 
Severe  degree  of  endocervicitis.  Laboratory 
examination  shoAved  86  per  cent  haemoglobin, 
white  count  slightly  elevated,  9,500,  Avith  52 
per  cent  polys  and  44  per  cent  small  mono- 
nuclears. Urine  Avas  negative  except  for  a 
(race  of  albumen.  Wassermann  was  negatUe 
and  stomach  contents  normal. 

Cystoscopic  examination  revealed  a Avell 
defined  stricture  of  the  right  ureter.  Follow- 
ing dilatation  of  the  stricture  and  treatment 
of  endocervicitis  this  patient  has  been  com- 
pletely relieved  of  all  her  symptoms.  She  is 


noAv  free  from  pain  and  from  digestive  dis- 
turbance. 

The  history  in  this  case  indicates  that  the 
stricture  dated  back  several  years  and  prob- 
ably had  its  origin  at  the  time  of  one  of  the 
patient’s  acute  infections.  The  clinical  im- 
provement following  dilatation  Avas  A'ery  strik- 
ing. 

Mrs.  J.  M.,  seen  March  18,  1924,  complaining 
of  cough  and  general  malaise.  Family  history 
unimportant  except  that  mother’s  sister  has 
tuberculosis  and  patient  has  had  frequent  con- 
tacts with  her.  Past  history  is  that  patient 
has  always  been  thin,  has  been  free  from  any 
chronic  cough,  general  health  fairly  good,  ex- 
cept for  frequent  headaches  of  undetermined 
origin,  chronic  nasal  discharge.  Present  ill- 
ness began  in  January,  1924,  fatigue,  head- 
ache, general  malaise,  and  enlargement  of 
glands  of  the  neck.  Patient  Avas  also  troubled 
at  this  time  with  pain  in  the  right  side  radiat- 
ing to  the  groin,  at  times  extending  down  the 
leg.  This  was  associated  with  marked  fre- 
quency and  burning.  Acute  symptoms  have 
since  then  cleared  up,  but  she  continued  to 
have  a slight  cough,  appetite  has  been  poor 
and  she  has  lost  some  weight. 

Physical  examination  showed  a slender, 
poorly  nourished  woman  Avho  looked  to  be  in 
rather  poor  general  health.  There  was  still 
some  slight  enlargement  of  the  glands  of  the 
neck  and  the  right  axilla.  Lungs  clear 
throughout  on  palpation,  percussion  and 
auscultation.  Pulse  rate  normal,  blood  pressure 
105/60.  No  abdominal  tenderness  and  no 
tenderness  over  either  kidney.  Slight  endo- 
cervicitis,  uterus  in  good  position.  Urine 
negative  on  two  examinations.  Haemoglobin 
88  per  cent;  red  count  4,400,000;  white  count 
6.200,  normal  differential. 

On  account  of  history  of  frequency  and 
burning,  together  with  right  sided  pain,  pa- 
tient Avas  referred  for  cystoscopic  examina- 
tion. Cystoscopic  report  showed  stricture  of 
right  ureter  about  -3  c.m.  from  the  ureteral 
opening  and  just  above  the  pelvic  brim.  Dila- 
tation of  stricture  Avas  folloAved  by  marked  im- 
provement of  patient's  general  condition.  This 
improvement  had  been  maintained  Avhen  pa- 
tient Avas  last  heard  from. 

Miss  M.  J.  E.,  age  19,  seen  February,  1921. 
Complaint , pain  in  right  side.  History  indi- 
cates that  for  the  past  three  or  four  years  pa- 
tient has  been  having  rather  an  indefinite  pain 
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in  the  right  kidney  region  radiating  down  to 
the  right  hip.  No  history  of  acute  attacks. 
At  the  present  time  she  is  free  from  pain  but 
comes  in  on  account  of  her  past  history  of  dis- 
comfort in  the  right  side.  Patient  is  unable 
to  give  an  accurate  account  of  date  of  onset. 

Positive  findings  on  'physical  examination 
are  definitely  infected  tonsils,  slight  elevation 
of  blood  pressure,  140/90,  tenderness  on  deep 
palpation  over  the  right  kidney  which  is  easily 
palpable  and  seems  to  be  definitely  enlarged. 
X-ray  of  the  kidney  was  negative  for  calculi; 
urine  showed  a trace  of  albumin  and  many 
pus  cells;  blood  examination  showed  92  per 
cent  haemoglobin,  4,500,000  red  cells,  13,500 
Avhite  cells  with  82  per  cent  polys. 

Cystoscopic  examination  of  the  kidney  re- 
vealed a very  definite  stricture  almost  obstruct- 
ing the  right  ureter,  and  a moderate  hydrone- 
phrosis. Dilatation  of  stricture  was  followed 
by  complete  relief  of  symptoms  which  has 
persisted  up  to  the  present  time,  and  by  re- 
turn of  the  kidney  to  normal  size  as  shown 
by  disappearance  of  the  mass  in  the  right  side. 

Mrs.  W.  E.  A.,  age  56,  seen  June  15,  1925; 
complaint , pain  in  right  lower  quadrant  of  the 
abdomen.  For  many  years  this  patient  has 
been  subject  to  recurrent  attacks  of  pain  in  the 
right  lower  quadrant,  followed  by  soreness 
that  might  last  from  several  hours  to  several 
days.  There  was  characteristic  radiation  of 
pain  to  the  back  in  the  region  of  the  kidney 
with  no  other  associated  symptoms  except  that 
during  the  past  year  there  has  been  a mild 
bladder  disturbance  characterized  by  fre- 
quency with  very  little  dysuria. 

Physical  examination  was  essentially  nega- 
tive throughout  except  that  there  was  definite 
tenderness  in  the  right  lower  quadrant  just 
below  and  external  to  McBurney’s  point.  No 
tenderness  over  either  kidney.  Laboratory 
examination  showed  negative  urine;  haemo- 
globin 80  per  cent,  white  blood  count  9,000, 
normal  differential.  Wassermann  negative. 
X-ray  of  the  urinary  tract  was  negative  for 
calculi. 

Cystoscopic  examination  showed  a well  de- 
fined stricture  of  the  right  ureter.  Following 
dilatation  of  the  stricture  patient  was  com- 
pletely relieved  of  a long  standing  pain  and 
has  remained  well  up  to  the  present  time. 

These  cases  represent,  in  a general  way,  the 
clinical  picture  of  ureteral  stricture  as  it  is 
presented  to  the  general  practitioner.  Certain 


symptoms  stand  out  prominently,  especially 
pain  in  the  back  radiating  to  the  bladder,  as- 
sociated with  history  of  bladder  irritation  at 
some  time,  together  with  localized  tenderness. 
The  association  of  these  symptoms  alone  is 
sufficient  to  arouse  suspicion  of  ureteral  stric- 
ture. While  the  condition  is  not  extremely 
frequent  it  occurs  often  enough  to  make  it 
important  that  everyone  should  be  familar 
with  the  symptomatology.  In  consideration 
of  lower  right  quadrant  pain  it  is  of  especial 
significance  and  before  a laparotomy  is  under- 
taken for  the  relief  of  undetermined  trouble 
stricture  of  the  ureter  should  be  excluded. 

201  West  Freemason  Street. 


Discussion  of  Papers  ry  Drs.  Andrews  and  Martin. 

Dr.  Austin  I.  Dodson,  Richmond: — The  subject 
has  been  well  covered,  and  I want,  as  my  contribu- 
tion, to  show  two  or  three  slides  of  an  operation 
that  has  been  done  on  patients  who  did  not  respond 
to  dilatation  through  the  cystoscope.  The  two  pa- 
tients whom  I want  to  report  each  had  a very 
definite  and  constant  stricture  in  one  ureter.  The 
strictures  could  be  demonstrated  both  with  the  bulb 
catheter  and  the  ureterogram.  One  of  them  had  a 
very  thorough  and  painstaking  treatment  by  an- 
other urologist  lasting  twelve  months  or  more  be- 
fore I saw  her;  consequently,  I did  not  try  to  carry 
on  the  treatment  further.  I treated  the  other  pa- 
tient from  the  beginning.  The  stricture  at  first 
would  admit  only  a No.  6 French  catheter.  After 
four  dilatations  a No.  10  French  bulb  could  be  passed 
with  slight  difficulty.  Further  dilatation  through 
the  cystoscope  was  unsuccessful,  and  there  was  no 
improvement  in  her  symptoms. 

In  each  of  these  cases,  a small  catheter  was 
passed  up  the  ureter  and  the  ureter  exposed  by  a 
muscle  splitting  incision  just  below  the  level  of 
the  anterior  superior  spine  of  the  ilium.  The  ureter 
was  opened  just  above  the  strictured  area.  The 
ureteral  catheter  was  drawn  out  through  the 
wound  and  attached  to  the  tip  of  a No.  16  French 
rubber  catheter.  The  catheter  was  then  withdrawn, 
pulling  the  rubber  catheter  down  through  the  stric- 
tured area  until  the  tip  of  the  catheter  presented 
beyond  the  urethral  meatus.  The  catheter  was  then 
gradually  drawn  down  until  the  upper  end  presented 
just  below  the  opening  in  the  ureter.  The  ureter 
was  then  sutured  with  fine  suture  of  tanned  catgut 
and  the  wound  closed,  leaving  a cigarette  drain  down 
to  the  ureter.  The  catheter  was  left  in  place  in 
each  case  for  twenty-four  hours,  after  which  it  was 
withdrawn.  In  both  cases  there  was  a small  amount 
of  leakage  through  the  wound  for  about  a week, 
after  which  the  incision  closed  without  further  trou- 
ble. Neither  of  these  patients  has  had  any  pain 
since  the  operation.  One  was  operated  upon  in 
March,  1923,  and  the  other  in  May,  1925. 

Dr.  Lawrence  T.  Price,  Richmond: — During  the 
last  seven  or  eight  years  I do  not  know  of  any 
subject  that  has  occupied  the  minds  of  urologists 
any  more  than  the  subject  of  stricture  of  the  ureter. 
In  the  meetings  of  the  American  Urological  Asso- 
ciation, ten  years  ago,  this  matter  was  brought  to 
our  attention  by  Dr.  Hunner,  of  Baltimore.  Dr. 
Hunner  being  prominent,  as  he  is,  in  the  profession, 
naturally  brought  forth  a great  deal  of  interest  in 
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this  subject.  In  the  next  three  or  four  years  fol- 
lowing the  mention  of  this  subject  by  Dr.  Hunner, 
the  urologists  all  over  the  country  had  cases.  They 
were  finding  strictures  in  the  ureters  of  everyone. 
Stricture  of  the  ureter  was  the  fashionable  disease 
in  certain  localities;  it  was  very  popular  to  have 
stricture  of  the  ureter.  However,  in  working  out 
this  subject  the  pendulum  has  swung  backward  to  a 
more  substantial  position,  and  things  credited  to 
stricture  of  the  ureter  are  now  found  to  be  due  to 
other  causes.  Stricture  of  the  ureter,  however,  does 
exist  in  many  cases. 

Stricture  of  the  ureter  is  not  unlike  a stricture 
of  any  other  tube.  Stricture  of  the  urethra,  with 
which  you  are  all  familiar,  is  a very  definite  con- 
dition; so  is  stricture  of  the  esophagus  and  other 
tubes.  If  you  think  for  a minute  of  the  many  con- 
ditions that  might  produce  a stricture,  such  as 
traumatism,  inflammation,  etc.,  you  can  see  that  it 
is  a condition  which  is  likely  to  occur.  The  stric- 
tures usually  are  in  the  lower  portion  of  the  ureter. 
The  symptoms  are  those  of  obstruction,  the  stric- 
ture causing  damming  back  of  the  urine  in  the 
upper  part  of  the  ureter  and  in  the  pelvis  of  the 
kidney.  The  principal  symptom,  of  course,  is  pain. 
In  the  right  abdomen,  of  course,  this  condition  has 
to  be  differentiated  from  such  conditions  as  ap- 
pendicitis, gall-bladder  disease,  etc.,  and  in  the 
female  from  right  pelvic  disease.  But  it  is  far  easier 
to  exclude  disease  of  the  ureter  than  to  exclude 
other  diseased  conditions,  and  by  the  introduction 
of  a catheter,  pyelograms,  etc.,  your  problem  can  be 
very  easily  solved. 

But  I want  to  utter  a warning  word.  Don’t  think 
that  all  abdominal  pain,  right  or  left,  can  be  caused 
by  stricture  of  the  ureter.  Stricture  of  the  ureter 
does  exist,  and  when  it  does  exist  it  is  a condition 
that  can  not  be  relieved  except  by  the  proper  cysto- 
scopic  intervention  and  dilatation  that  will  be  neces- 
sary for  that  particular  case. 

Dk.  Burnley  Lankford,  Norfolk : — I wish  to  discuss 
Dr.  Andrews’  paper  with  reference  to  pregnancy.  I 
think  we  should  all  be  on  the  lookout  for  ureteral 
pathology  during  pregnancy,  as  there  are  a certain 
number  of  cases  that  will  first  attract  attention  dur- 
ing pregnancy.  Of  course,  frequency  of  urination  is 
a common  occurrence  in  pregnancy,  but  when  it  is 
accompanied  by  pain  on  urination,  and  by  backache, 
which  may  be  unilateral,  and  may  be  on  the  wrong 
side,  we  should  suspect  ureteral  stricture.  Stricture 
is  often  in  the  part  of  the  ureter  that  dips  down 
into  the  pelvis.  When  a woman  in  the  later  months 
of  pregnancy  begins  to  have  painful  urination,  her 
attendant  should  make  a very  careful,  gentle  vaginal 
examination,  using  plenty  of  lubrication,  and  very 
often  the  pelvic  ureter  may  be  palpated  and  will 
be  found  to  be  tender  along  its  course.  Appropriate 
treatment  should  be  instituted. 

Dr.  R.  D.  Bates,  Newtown:— -There  has  been  a 
case  running  in  my  head  that  rather  bears  on  three 
of  the  last  papers.  A girl  thirteen  years  old  was 
sent  to  me  with  a history  of  vomiting,  and  general 
pain  in  the  abdomen,  more  striking  in  the  right  side. 
I was  very  much  puzzled  as  to  whether  was  ap- 
pendicitis or  renal  colic.  I gave  her  the  sedative 
treatment,  which  is  applicable  to  both,  and  saw  her 
two  days  in  succession.  The  last  time  she  said  she 
was  perfectly  relieved,  and  the  case  passed  out  of 
my  mind.  About  a week  later  I got  a hurry  call, 
and  found  an  abscess  in  the  abdomen.  Upon  taking 
her  to  the  hospital  and  operating,  we  found  an  ex- 
tensive postcecal  abscess.  The  appendix  could  not 
be  found.  I have  been  wondering  whether  I should 


have  taken  her  to  the  hospital  at  first.  Some  of  these 
men  have  justified  me,  and  some  have  condemned 
me. 

I believe  in  children  that  any  abdominal  pain  of 
obscure  nature  should  be  watched  very  closely  and 
a blood  count  made,  if  possible,  unless  it  clears  up 
entirely. 

Dr.  Chaju.es  R.  Robins,  Richmond: — There  are  a 
great  many  things  that  interfere  with  our  diagnosis 
and  make  it  difficult  to  realize  just  what  is  at  fault. 
The  point  I want  to  make  is  this — the  fact  that  you 
find  a ureteral  stricture  does  not  necessarily  prove 
that  there  is  no  other  pathology  that  is  causing 
trouble,  and  I sometimes  wonder,  in  the  numerous 
cases  referred  to  where  previous  operation  has  been 
done  without  relief,  and  the  patient  is  relieved  after 
dilatation  of  the  stricture,  just  what  the  previous 
pathology  was  and  what  bearing  it  had.  I feel  sure 
that  pathology  must  have  been  found  in  a .reasonable 
number  of  cases.  I think  there  must  be  some  rela- 
tion between  the  other  pathology  and  the  stricture. 
I think  it  is  generally  conceded  that  stricture  is  an 
inflammatory  condition,  resulting  from  focal  infec- 
tion at  some  other  point.  Inflammation  is  set  up  in 
the  ureter,  resulting  in  stricture.  I think  we  should 
not  confine  our  attention  to  the  ureter  only,  but  ap- 
proach the  case  as  a whole. 

I have  had  the  pleasure  in  recent  years  of  work- 
ing with  a doctor  who  has  done  considerable  work 
along  this  line,  so  when  I have  the  least  reason  to 
suspect  that  the  patient  may  have  stricture  of  the 
ureter  I turn  the  case  over  to  him.  If  he  finds  that 
the  patient  has  stricture,  he  goes  ahead  and  treats 
it;  if  not,  we  look  for  something  else.  I often  won- 
der if  these  patients  went  primarily  to  the  urologist, 
wouldn’t  he  make  as  many  mistakes  as  we  do?  I 
am  one  of  those  people  who  is  perfectly  willing  to 
admit  that  he  can  not  diagnose  every  case.  Many 
of  these  cases  I think  are  very  difficult  for  even 
a urologist  to  diagnose.  I have  in  mind  one  case, 
a little  girl  brought  in  with  a diagnosis  of  appendi- 
citis. It  did  not  strike  me,  from  the  history,  that 
it  was  a definite  case  of  appendicitis,  so  I called 
in  other  people,  had  X-ray  examinations  made,  etc. 
The  X-ray  was  positive  for  appendicitis  and  nega- 
tive for  stone.  Nothing  else  having  been  developed, 
I operated  for  appendicitis  and  removed  a chronic 
appendix.  (I  know  it  was  chronic,  because  the 
pathologist  said  so.)  A few  days  after  operation  she 
passed  some  bloody  urine.  The  passage  of  a clot 
through  the  ureter  produced  hydronephrosis,  and  ex- 
actly the  same  symptom  for  which  she  was  operated 
upon.  She  was  so  young  that  we  had  not  suspected 
any  stricture  of  ureter.  In  this  case  the  X-ray  and 
operation  confirmed  a diagnosis  of  appendicitis. 
There  were  no  symptoms  or  urinary  findings  that 
suggested  ureteral  or  other  urinary  pathology  and 
yet  she  had  an  attack  which  seemed  to  prove  con- 
clusively that  her  main  symptoms  had  been  due  to 
a urinary  condition.  So  even  with  careful  and 
complete  efforts  at  diagnosis,  we  may  apparently 
fall  into  error. 

Dr.  Linwood  D.  Keyser,  Roanoke: — I have  encount- 
ered this  condition  about  eleven  times  during  the 
last  two  years  in  this  way.  Patients  come  complain- 
ing of  pain,  which  seems  to  be  referable  to  the  uri- 
nary tract,  but  for  which  no  definite  pathology  com- 
mensurate in  degree  with  the  pain  can  be  found. 
Following  cystoscopy,  there  is  exacerbation  of  the 
pain.  During  the  cystoscopy  injection  of  five  to  ten 
per  cent  solutions  of  novocain  into  the  ureter  has 
produced  local  anesthesia,  with  temporary  relief 
from  the  pain  from  which  the  patients  suffer.  The 
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injection  of  the  renal  pelvis  to  the  point  of  disten- 
tion produces  pain  of  the  type  and  site  of  that  which 
brings  them  to  the  urologist.  Likewise,  the  pain 
following  cystoscopy  is  of  the  same  order.  Seven 
of  eleven  patients  in  my  series  had  appendectomies, 
while  others  had  various  operations  on  the  tubes, 
ovaries,  gall-bladder,  tonsils,  etc.,  without  relief. 
One  patient  who  showed  no  urinary  tract  pathology 
had  the  right  kidney  removed.  This  relieved  the 
pain  on  that  side,  but  the  pathologist  reported  a 
practically  normal  kidney.  Recurrence  of  the  colic 
on  the  left  side  followed  in  this  case  in  thirteen 
months.  Ureteral  dilatation  has  relieved  these  colics 
to  some  extent. 

Recently  the  French  and  German  writers  have  been 
reporting  good  results  from  the  stripping  of  the 
renal  capsule  or  of  the  nerve  fibres  from  the 
renal  pelvis,  as  they  come  in  along  the  renal  arte- 
ries. They  are  working  at  the  other  end,  for  pain 
in  the  kidney  or  ureteral  colic  without  obvious 
pathologic  cause. 

The  relief  of  ureteral  stricture,  in  my  own  experi- 
ence, is  far  more  transient  than  the  relief  of  organic 
stricture  by  dilatation  elsewhere.  Ureteral  stricture 
is  possibly  a misnomer,  in  many  instances,  and  we 
deal  with  a ureterospasm  of  the  type  of  pylorospasm 
or  cardiospasm.  After  dilatation  of  the  ureteral 
stricture  the  patients  almost  all  seem  to  get  some 
relief,  but  usually  they  come  back  after  a number 
of  months  to  be  treated  again.  Certain  of  the  re- 
currences seem  to  taper  off;  become  less  severe  and 
less  frequent.  In  other  cases  the  good  effect  of  dila- 
tation seems  to  wear  out. 

The  hang  of  the  bulb  does  not  differentiate  between 
spasm  and  organic  stricture.  The  condition  is  not 
necessarily  associated  with  a demonstrable  hydro- 
nephrosis. We  know  that  these  kidneys  drain  well 
most  of  the  time.  This,  with  the  relaxation  from 
novocain  and  the  subsequent  relief  from  pain  after 
its  injection,  point  more  to  a spastic  condition  being 
at  fault  in  the  majority  of  cases. 

These  are  some  personal  observations  drawn  from 
a detailed  study  of  eleven  cases  encountered  in  the 
past  two  years. 

Dr.  C.  J.  Andrews,  Norfolk,  closing  the  discussion: 
I am  very  much  pleased  indeed  that  these  gentle- 
men have  discussed  this  subject.  I do  not  know 
of  anything  which  any  of  them  said  with  which 
we  disagree  at  all.  I think  the  warnings  which 
have  been  brought  out  are  entirely  correct,  and  I 
have  been  very  careful.  I have  recognized  the  fact 
and  have  told  Dr.  Martin  that  one  thing  we  have 
to  look  out  for  is  becoming  too  enthusiastic  about 
this  thing  and  looking  at  the  case  from  only  one 
standpoint.  These  patients  need  the  same  study  and 
care  as  any  other  patients,  and  the  only  purpose  of 
this  paper  is  to  bring  this  condition  to  the  atten- 
tion of  the  members  of  this  Society,  so  that  you 
will  consider  this  condition.  I am  frank  to  say  that 
for  several  years  I read  these  stories  about  stricture 
and  took  no  stock  in  them  at  all.  It  was  only  the 
fact  that  we  had  these  patients  who  were  getting 
relief  in  no  other  way  that  caused  us  to  begin  to 
try  this  method,  in  order  to  try  to  give  them  some 
help. 

As  to  the  sex,  I just  mention  this  in  order  that 
we  may  not  get  confused.  I was  in  hopes  that  Dr. 
Price  would  say  something  about  this  condition  in 
men.  It  just  happened  that  my  patients  were  women. 
Apparently  the  evidence  is  that  it  is  more  common 
in  women,  but  probably  it  exists  in  men. 

As  to  Dr.  Price’s  statement  that  it  is  liable  to 
become  fashionable,  of  course  we  heard  that  same 


thing  about  appendicitis  and  other  diseases.  I think 
it  is  not  likely  to  become  very  fashionable.  What 
we  should  do  is  to  try  to  get  at  the  truth. 

One  of  the  doctors  said  something  about  looking 
at  one  part  alone.  I think  that  is  a danger.  So 
far  as  I am  concerned,  I think  it  would  be  extremely 
desirable  if  the  men  who  do  this  work,  particularly 
on  women,  should  do  the  pelvic  surgery  and  the 
whole  thing,  so  that  they  would  not  look  at  it  from 
only  one  standpoint.  I have  always  felt  that  is  the 
disadvantage  of  a very  close  limitation  of  work.  If 
a man  confines  his  work  to  the  urinary  tract  and 
does  not  look  at  anything  else,  he  is  likely  to  over- 
look other  conditions. 


SPINAL  PUNCTURE  AS  AN  AID  IN 
NEURO  SURGICAL  DIAGNOSIS.* 

By  J.  G.  LYERLY,  M.  D.(  Richmond,  Va. 

Department  of  Neurological  Surgery,  Medical  College  of 
Virginia,  Richmond. 

Spinal  puncture  is  one  of  the  most  im- 
portant procedures  in  neurological  diagnosis. 
In  the  majority  of  undifferentiated  cases  it  is 
no  more  dangerous  than  a minimal  risk  of  in- 
fection resulting  from  the  insertion  of  a needle 
into  the  spinal  subarachnoid  space  under  asep- 
tic conditions.  On  the  other  hand,  there  is  no 
more  serious  operation  in  neuro-surgerv  than 
an  ill-adAdsed  spinal  puncture  on  a patient  with 
alarming  intracranial  pressure  due  to  a certain 
lesion.  Death  in  such  a case  may  occur  several 
hours  following  the  puncture.  It  is  not  the 
purpose  of  this  paper  to  discuss  fatalities,  but 
to  avoid  them,  and  to  show  that  frequently  of 
greater  moment  than  the  fluid  examination  will 
be  the  determination  of  the  pressure  and  its 
proper  interpretation  with  reference  to  intra- 
cranial or  spinal  compression. 

All  spinal  punctures  should  be  done  under 
strict  aseptic  technique.  Injections  of  novo- 
cain should  be  made  previous  to  the  use  of  the 
larger  spinal  puncture  needle.  This  not  only 
lessens  the  pain  of  the  puncture,  but  enables 
relaxation  of  the  patient  which  is  necessary 
for  accurate  pressure  readings. 

Before  a spinal  puncture  is  undertaken,  a 
careful  neurological  and  ophthalmological  ex- 
amination should  be  made.  The  presence  of 
a choked  disc,  usually  signifying  a high  degree 
of  intracranial  pressure,  should  be  a warning 
against  the  withdrawal  of  any  spinal  fluid  be- 
low the  level  of  the  medullary  centers.  The 
intracranial  pressure  tends  to  crowd  neighbor- 
ing structures  through  the  largest  cranial  exits, 
and  any  release  of  pressure  below  the  foramen 
magnum  will  increase  the  herniation  of  the 
medulla  and  cerebellum  which  may  result  in 

•Read  at  the  fifty-sixth  annual  meeting  of  the  Medical  Society 
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the  death  of  the  patient.  Spinal  puncture  may 
be  contra-indicated  when  there  is  a localized 
infection  in  direct  contact  with  the  cerebro- 
spinal fluid  spaces.  Any  withdrawal  of  spinal 
fluid  in  such  a case  would  tend  to  spread  the 
inflammatory  process.  In  the  presence  of  an 
acute  systemic  infection  with  signs  of  intra- 
cranial pressure  or  involvement  one  should 
hesitate  to  do  a spinal  puncture,  because  the 
reduction  of  the  cerebro-spinal  fluid  pressure 
might  cause  an  influx  of  bacteria  from  the 
blood  stream  into  the  spinal  fluid  spaces  re- 
sulting in  an  induced  meningitis. 

Spinal  puncture  may  be  indicated  in  any 
neurological  condition,  not  mentioned  as  a 
contra-indication,  Avhere  it  is  necessary  to  ex- 
amine or  withdraw  fluid  for  diagnostic  or 
therapeutic  purposes.  For  diagnosis,  the  fluid 
examination  should  not  only  include  its  phy- 
sical, chemical,  and  microscopic  findings,  but 
the  pressure  reading  made  at  the  time  of  the 
spinal  puncture  is  of  great  importance.  In  the 
latter  investigation  the  field  is  not  limited  to 
recording  the  pressure  registered  by  the  mano- 
meter, but  the  variations  of  the  pressure  caused 
by  purposely  induced  physiological  acts  for 
raising  the  intracranial  or  spinal  pressure  are 
of  considerable  importance  in  determining  com- 
pression in  spinal  cord  lesions. 

The  examination  of  the  cerebro-spinal  fluid 
may  throw  considerable  light  on  certain  lesions 
of  the  central  nervous  system.  The  presence 
of  an  increased  globulin  content  or  a yellow 
fluid  is  definite  evidence  of  a pathological  pro- 
cess. This  yellowish  or  xanthochromic  fluid 
has  a high  protein  content  and  may  coagulate 
on  standing.  It  may  be  found  at  spinal  punc- 
ture when  there  is  a spinal  cord  tumor  or  other 
lesion  completely  obliterating  the  subarach- 
noid space  above  the  puncture  at  a certain 
level.  The  obstruction  causes  a stagnation  of 
the  fluid  in  the  lower  segment  of  the  spinal 
canal  and  the  fluid  accumulates  an  excess  of 
globulin  and  takes  on  a yellow  color.  Some- 
times an  intracranial  lesion,  such  as  a tumor, 
may  cause  a yellowish  discloration  of  the  cere- 
bro-spinal fluid,  especially  when  the  tumor  is 
in  contact  with  the  ventricular  or  subarach- 
noid fluid  spaces.  There  may  be  simply  an  in- 
crease in  globulin  without  any  change  in  color. 
The  coloring  material  in  the  fluid  may  be  the 
result  of  disintegrating  red  blood  cells,  and  on 
that  account  the  fluid  is  frequently  spoken  of 
as  being  erythrochromic.  This  fluid  usually 


does  not  coagulate  on  standing,  but  a pig- 
mented sediment  may  form  at  the  bottom  of 
the  fluid. 

A quantitative  estimation  of  the  sugar  con- 
tent of  the  spinal  fluid  may  be  of  help  in 
differentiating  certain  neurological  conditions. 
In  meningitis,  especially  tuberculous  meningi- 
tis where  the  cell  count  is  not  excessively  high, 
the  spinal  fluid  sugar  is  usually  low,  while  in 
other  inflammatory  processes,  as  encephalitis, 
the  sugar  content  is  higher  than  normal.  The 
total  and  differential  cell  count,  bacteriological 
examinations,  Wassermann,  colloidal  gold,  and 
mastic  reactions  are  also  of  importance  and 
should  be  mentioned,  but  space  will  not  permit 
me  to  go  further  into  their  discussion. 

The  spinal  fluid  pressure  should  be  measured 
at  every  spinal  puncture.  The  best  instrument 
for  this  purpose  is  the  Ayer  water  manometer 
which  consists  of  a glass  tube  of  1 mm.  bore 
with  proper  connection  to  the  spinal  puncture 
needle.  The  cerebro-spinal  fluid  is  allowed  to 
rise  in  the  glass  tube  which  is  marked  off  to 
represent  mercury  pressure  readings.  This  in- 
strument is  simpler  and  the  pressure  reading 
is  more  elastic  and  accurate  than  the  mercury 
apparatus.  We  regard  the  normal  spinal  fluid 
pressure  with  the  patient  in  the  horizontal  po- 
sition as  varying  from  0 to  12  mm.  mercury. 
Normally  the  fluid  level  representing  the  pres- 
sure in  the  glass  manometer  will  fluctuate 
synchronously  with  the  heart  beat  and  respira- 
tion. The  spinal  fluid  pressure  may  be  made 
to  rise  in  the  normal  case  by  increasing  the 
venous  pressure  in  the  cranial  cavity  or  spinal 
canal  by  digital  pressure  over  both  jugular 
veins  in  the  neck  or  by  allowing  the  patient  to 
cough  or  strain  as  at  stool. 

Just  as  the  blood  pressure  cannot  be  accu- 
rately measured  clinically  without  the  sphyg- 
momanometer, so  the  spinal  fluid  pressure  can- 
not be  measured  satisfactorily  without  the 
spinal  manometer.  The  spinal  fluid  pressure 
determination  may  be  of  the  greatest  aid  in  the 
diagnosis  and  treatment  of  certain  intracranial 
conditions,  as  trauma,  where  a decompressive 
operation  may  be  indicated  or  avoided  by  the 
use  of  this  test.  In  other  intracranial  condi- 
tions with  the  signs  of  increased  intracranial 
tension,  an  accurate  determination  of  the  spinal 
fluid  pressure  may  be  needed. 

The  Queckenstedt  test  at  spinal  puncture 
offers  a new  field  in  diagnosis  of  space  con- 
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striding  lesions  within  the  spinal  canal.  This 
test  is  used  during  the  usual  spinal  puncture 
at  the  fourth  lumbar  interspace  with  the  needle 
connected  to  an  Ayer  water  manometer.  After 
waiting  a minute  for  the  fluid  pressure  to  seek 
its  level,  digital  pressure  for  ten  seconds  is 
made  over  both  jugular  veins  in  the  neck  by 
an  assistant.  Careful  note  is  made  of  the 
promptness  in  the  rise  of  pressure  in  the  man- 
ometer and  the  highest  pressure  at  the  end  of 
ten  seconds  is  recorded.  Accordingly,  the  drop 
in  the  spinal  fluid  pressure  is  noted  after  jugu- 
lar compression  is  released,  and  the  time  taken 
for  the  pressure  to  reach  its  former  level  is 
recorded.  Normally,  if  there  is  no  block  or 
obstruction  in  the  spinal  subarachnoid  space 
between  the  needle  in  the  lumbar  region  and 
the  cranial  cavity,  the  rise  in  the  fluid  pres- 
sure on  double  jugular  compression  will  be 
prompt  and  average  12  to  15  mm.  mercury, 
while  the  fall  in  pressure  after  release  of  jugu- 
lar pressure  will  be  almost  as  prompt  but 
usually  slightly  delayed.  It  will  be  further 
noted  that  the  fluctuations  and  excursions  of 
the  spinal  fluid  level  in  the  manometer 
synchronous  with  the  heart  beats  and  respira- 
tions will  be  quite  marked.  It  may  readily 
be  seen  that  should  there  be  a space  restrict- 
ing lesion  in  the  spinal  canal,  as  a tumor  or 
a fracture-dislocation  of  the  vertebra,  the 
spinal  subarachnoid  space  may  be  partially  or 
completely  obliterated,  and  the  Queckenstedt 
test  will  give  the  signs  of  a partial  or  complete 
block.1  In  the  case  of  a complete  block  there 
will  be  no  rise  in  the  spinal  fluid  pressure  on 
double  jugular  compression,  and  there  will  be 
no  fluctuations  synchronous  with  the  heart 
beat.  On  coughing  or  abdominal  straining 
there  will  be  a rise  in  the  spinal  fluid  pressure 
from  5 to  10  mm.  mercury  even  with  a com- 
plete block.  This  is  probably  due  to  the  fact 
that  coughing  and  straining,  which  raise  the 
intra-abdominal  pressure,  transmit  the  pres- 
sure through  the  venous  plexuses  to  those  in 
the  spinal  canal  below  the  spinal  obstruction. 
This  rise  in  pressure  below  the  block  is  recorded 
on  the  manometer.  Double  jugular  compres- 
sion causes  an  engorgement  of  the  sinuses  and 
veins  within  the  cranial  cavity,  and  the  result- 
ing increased  intracranial  pressure  cannot  be 
transmitted  through  the  needle  in  the  lumbar 
region  should  there  be  an  obstruction  of  the 
fluid  pathways  anywhere  between  these  two 


points.  This  test  is  of  the  greatest  aid  in  the 
diagnosis  of  spinal  cord  tumor  or  spinal  frac- 
ture with  cord  injury.  When  the  test  is  posi- 
tive, it  means  that  there  is  pressure  on  the 
cord,  and  usually  operation  is  necessary  to  re- 
lieve that  pressure. 

Unfortunately  the  test  does  not  tell  where 
the  block  is  located.  In  the  absence  of  sufficient 
clinical  signs  to  localize  a lesion,  the  level  may 
be  determined  by  injection  of 'air  into  the  spinal 
canal  in  the  lumbar  region  or  lipiodol  into  the 
cisterna  magna.  In  either  case  roentgenograms 
taken  with  the  patient  in  the  upright  position 
will  locate  the  obstruction  as  beino-  where  the 
air  or  iodized  oil  stopped.  These  latter  tests 
are  not  necessary  except  to  localize  the  lesion 
when  the  clinical  findings  are  insufficient.  The 
Queckenstedt  test  is  sufficient  to  diagnose  a 
spinal  block. 

Recently  the  Queckenstedt  test  has  been 
used  by  Coleman,  Dowman,  Ayer  and  others 
in  the  diagnosis  of  lateral  sinus  thrombosis  fol- 
lowing mastoiditis.  Instead  of  compressing 
both  jugular  veins  at  spinal  puncture,  just  one 
is  compressed  at  a time,  and  the  side  com- 
pressed showing  no  rise  in  the  spinal  fluid  pres- 
sure indicates  an  obstructed  lateral  sinus,  es- 
pecially when  compression  of  the  opposite 
jugular  vein  causes  a rise  in  the  spinal  fluid 
pressure  equivalent  to  that  of  double  jugular 
compression. 

Spinal  puncture  may  be  combined  with 
puncture  of  the  ventricle  or  cisterna  magna. 
The  double  puncture  may  be  done  for  the  pur- 
pose of  irrigation  in  the  case  of  meningitis, 
to  administer  drugs  or  serums  nearest  to  the 
diseased  area,  to  obtain  fluid  for  examination 
at  different  levels,  and  to  confirm  or  disprove 
a block  between  two  points  by  the  difference 
in  the  pressure  readings  in  the  two  needles  or 
the  failure  of  a dye  to  pass  from  one  needle 
to  the  other.  Frequently  the  latter  is  of  great 
aid  in  differentiating  certain  types  of  hydro- 
cephalus. Puncture  of  the  cisterna  magna  or 
ventricle  is  potentially  more  dangerous  than 
lumbar  puncture  and  should  not  be  done  by 
one  inexperienced  in  neurological  surgery. 

To  summarize,  the  following  brief  state- 
ments may  be  made: 

1.  Spinal  puncture  is  usually  a harmless  pro- 
cedure, but  may  be  highly  dangerous  when 
the  intracranial  pressure  is  sufficiently  great 
to  produce  choked  disc. 

2.  The  spinal  fluid  pressure  at  every  punc- 


766 


VIRGINIA  MEDICAL  MONTHLY. 


[March, 


ture  should  be  measured  preferably  'with  a 
glass  water  manometer. 

3.  The  presence  of  a positive  Queckenstedt 
test  is  evidence  of  a block  and  usually  means 
pressure  on  the  spinal  cord.  It  is  of  great  aid 
in  the  diagnosis  of  spinal  cord  tumor  and  frac- 
ture-dislocation of  the  vertebra  with  cord  com- 
pression. 

4.  Spinal  puncture  may  be  combined  with 
punctures  of  the  cerebro-spinal  system  at 
higher  levels  for  help  in  diagnosis  and  therapy. 
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Discussion. 

Dr.  C.  C.  Coleman,  Richmond:  I want  to  empha- 

size one  feature  of  Dr.  Lyerly’s  paper  that  he  did 
not  have  time  to  enlarge  upon. 

We  know  that  there  has  been  the  greatest  differ- 
ence of  opinion  as  to  how  acute  injuries  of  the  spinal 
cord  should  be  treated.  In  a group  of  a dozen 
neurological  surgeons  about  one-half  will  advocate 
early  operation,  whereas  the  remainder  will  believe 
that  operation  is  rarely  indicated.  We  have  been 
troubled  for  a number  of  years  about  what  should 
be  done  with  fractures  of  the  spine  associated  with 
severe  cord  injury.  They  are  very  frequent  indus- 
trial accidents.  When  Queckenstedt  described  his 
method  of  determining  obstruction  of  the  spinal  sub- 
arachnoid space  by  spinal  puncture  and  jugular  com- 
pression, we  began  to  make  this  test  routinely  when- 
ever a spinal  puncture  was  done.  We  did  not  be- 
gin, however,  to  apply  it  in  the  decision  as  to  opera- 
tive treatment  until  January,  1924. 

It  is  certainly  true  that  operation  is  not  indi- 
cated in  fracture  of  the  spine  ynless  there  is  pressure 
upon  the  cord.  Pressure  upon  the  cord  cannot  be 
determined  by  early  clinical  study.  We  have  be- 
lieved that  when  there  is  a spinal  block,  as  deter- 
mined by  the  Queckenstedt  test,  an  unequivocal  in- 
dication for  operation  exists,  but  often,  even  in  the 
presence  of  pressure  upon  the  cord,  the  decision  for 
operation  must  be  left  to  the  judgment  of  the  sur- 
geon. If  the  patient  is  in  a good  general  condition 
and  the  Queckenstedt  test  is  positive,  operation 
should-  be  done  at  once.  On  the  other  hand,  no  mat- 
ter how  severe  the  spinal  cord  lesion  may  be  or  how 
extensive  the  paralysis,  if  there  is  no  block,  there 
is  no  indication  for  operation  in  these  cases.  The 
test  is  a simple  one,  but  requires  considerable  re- 
finemenjt  of  technic  in  making  it  properly.  Unless 
the  test  is  properly  made,  erroneous  interpretations 
may  result  and  no  help  will  be  obtained  from  the 
test  in  the  study  of  the  case. 

Dr.  R.  Finley  Gayle,  Richmond:  There  are  sev- 

eral points  in  Dr.  Lyerly’s  paper  which  I think  are 
of  great  importance  and  should  be  emphasized. 
Aside  from  the  spinal  block,  which  Dr.  Coleman  dis- 
cussed, the  most  important  thing  is  that  a careful 
preliminary  neurological  examination,  including  an 
examination  of  the  optic  di^c,  should  be  insisted 
upon  for  the  reason  that  a spinal  puncture  should 
not  be  attempted  in  the  face  of  any  evidence  of 
choked  disc.  Spinal  fluid  pressure  should  be  esti- 
mated by  the  spinal  manometer,  as  much  informa 


tion  may  be  gained  by  this  procedure,  and  since 
estimation  of  spinal  fluid  pressure  by  the  drop 
method,  which  was  for  a long  time  universally  used, 
is  insufficient  and  really  gives  very  little  information 
of  value.  The  manometer  is  a simple  instrument, 
easily  used,  and  should  be  employed  in  all  cases  of 
spinal  puncture. 

The  question  of  headache  following  a spinal  punc- 
ture is  a source  of  much  worry  to  those  of  us  who 
do  many  spinal  punctures.  I should  very  much  ap- 
preciate Dr.  Lyerly’s  giving  us  any  information  he 
might  have  relative  to  its  cause  and  treatment. 


XEROPHTHALMIA  IN  INFANTS.- 

By  ST.  GEO.  T.  GRINNAN,  M.  D.,  Richmond,  Va. 

Blindness  in  infants  has  until  recent  years 
been  regarded  as  largely  due  to  gonorrhoea  or 
injury  and  infection. 

Recent  studies  have  shown  that  many  cases 
of  impaired  vision  and  blindness  are  nutri- 
tional deficiencies  and  that  season  is  an  im- 
portant factor.  Dr.  Bloch1,  of  Copenhagen, 
has  done  most  excellent  work  in  observing  and 
diagnosing  and  reporting  hundreds  of  cases  of 
nutritional  eye  troubles  resulting  in  blindness 
in  Denmark,  due  to  lack  of  butter  fat.  Dr. 
Bloch’s  work  has  been  reported  continuously 
for  the  past  ten  years. 

McColJum2  and  Simmonds  have  carried  out 
extensive  animal  experiments  which  prove 
xerophthalmia  to  be  specifically  due  to  lack  of 
fat  Soluble  A. 

As  pointed  out  by  McCollum3  and  Stepp 
“every  animal  and  plant  cell  contains  certain 
substances  having  the  physical  properties  of 
fat”  in  addition  to  protein,  carbohydrates, 
water,  etc.  They  also  note4  that  small  devia- 
tions from  the  optimal  composition  of  the  food 
may,  in  certain  cases,  produce  profound 
changes  in  the  manner  of  organization  of  the 
finer  structure  of  living  tissue. 

Experimenters  agree  that  the  xerophthalmia 
(thickening  of  the  conjunctiva,  watering,  pho- 
tophobia, impaired  vision),  keratomalacia 
(haziness  and  shriveling  of  the  cornea),  xero- 
sis (dryness  of  the  ocular  conjunctiva)  are 
due  to  the  lack  of  fat  soluble  A vitamin. 

Lipins  have  been  extensively  studied  by 
Stepp  and  McCollum  as  embracing  the  fats 
necessary  for  proper  growth  of  animal  tissue. 

Among  the  lipins  cholesterol  and  the  sterols5 
are  especially  important  as  antiophthalmic  and 
antirachitic  constituents.  “No  difference  was 
found  in  the  sterols  of  egg  yolk  fat,  cod-liver 

♦Read  at  the  fifty-sixth  anual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  13-16,  1925. 

From  the  Department  of  Pediatrics,  Medical  College  of  Vir- 
ginia, Richmond,  Va. 
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oil,  butter  fat  and  hazel  nut  oil  that  could  be 
correlated  with  biological  value.” 

Mori  reported  eye  impairment  due  to  de- 
ficient diet  in  1901.  He  reported  fourteen 
hundred  cases  in  Japan  within  two  years, 
1905-1907.6  His  cases  showed  xerophthalmia, 
keratomalacia  and  xerosis.  Chicken  livers 
and  eel  fat  were  regarded  as  an  effective 
remedy.  Mori’s  cases  were  treated  with  cod- 
liver  oil. 

In  Labrador,  Dr.  Grenfell  reported  an  in- 
teresting condition.  In  the  late  winter,  “spring 
staggers,”  “spring  catarrh”  and  night  blind- 
ness, (nyctalopia)  was  a common  occurrence. 
The  diet  of  these  people  consisted  of  degermi- 
nated  or  bolted  wheat  flour,  canned  meats,  salt 
fish,  molasses  and  tea.  This  diet  was  deficient 
in  fat  soluble  A.  Cod  livers  were  found  to  be 
an  efficient  cure. 

During  the  Lenten  Feasts  in  Russia  nyctalo- 
pia (night  blindness)  is  endemic.  Reports 
from  India  and  from  Brazil  showed  that 
slaves  on  deficient  diets  commonly  had  night 
blindness. 

In  Calcutta  the  eyes  were  poulticed  with  an 
exudate  of  fresh  goat’s  liver  and  the  liver  was 
included  in  the  food. 

The  value  of  cod-liver  oil  as  a cure  for  night 
blindness  has  been  noted  from  early  times. 

The  eye  lesion  does  not  occur  early  in  the 
disease.  These  cases  are  not  always  emaciated. 
They  are  depressed  and  listless.  They  fail  to 
gain  weight  or  lose  weight.  Rickets  may  not 
be  present. 

The  first  symptom  of  xerophthalmia  is  night 
blindness  and  xerosis  or  drying  of  the  ocular 
conjunctiva.  The  conjunctiva  is  thickened  and 
the  eye  appears  an  acute  infected  ophthalmia. 
There  is  a constant  watering  of  the  eye  and 
severe  photophobia.  Simple  infection  soon  is 
noted.  When  the  dryness  or  infection  extends 
over  the  cornea,  the  cornea  shrivels  and  pieces 
become  necrosed.  So  great  is  the  photophobia 
that  the  child  will  remain  for  weeks  or  months 
with  the  head  buried  in  a pillow  and  cry  when 
moved.  The  scars  on  the  cornea  are  hazy  and 
unless  treatment  is  begun  promptly  will  re- 
sult in  permanent  blindness.  Some  of  the 
scarring  or  haziness  when  treatment  is  begun 
will  disappear  but  some  haziness,  if  the  xero- 
sis has  gone  that  far,  will  remain. 

For  severe  cases  Bloch7  gave  cod-liver  oil 
by  mouth  and  he  gave  0.5  c.c.  of  cod-liver  oil 
hypodermically  daily  and  increased  it  to  1 c.c. 


This  was  done  for  the  first  four  to  eight  days. 
The  cod-liver  oil  was  sealed  in  glass  and  put 
in  boiling  water  to  sterilize.  Using  this  treat- 
ment he  restored  sight  in  five  infants.  The 
xerosis  swelling  and  secretion  of  the  conjunc- 
tiva disappeared  sooner  than  in  other  similar 
patients  not  given  cod-liver  oil  hypodermi- 
cally. 

In  Denmark  the  widespread  xerophthalmia, 
especially  during  the  World  War,  was  due  to 
the  butter  exports.  The  poor  could  only  af- 
ford separated  milk. 

Xerophthalmia  ceased  when  the  German 
blockade  kept  butter  in  Denmark  and  butter 
was  rationed. 

The  disease  is  most  prevalent  in  late  winter 
and  spring.  March  has  the  highest  per  cent 
of  cases.  Grass  milk  is  better  than  winter 
milk. 

No  cases  were  noted  in  breast  fed  infants. 

Case  1.  E.  B.  E.,  aged  eleven  months,  white, 
male,  weight  thirteen  pounds,  undernourished. 
Admitted  January,  1924,  for  chronic  conjunc- 
tivitis and  malnutrition.  Yellow  scaly  erup- 
tion behind  the  ear  and  both  cheeks  scaly. 
Right  eye  had  a mucoid  discharge.  Had  been 
treated  some  time  with  a boric  acid  wash. 
Nose,  mouth,  tonsils,  pharynx,  neck,  thorax, 
heart,  lungs  and  abdomen  negative.  Wasser- 
mann  negative.  Dry  skin.  Reddening  of  eye- 
lids, watery  discharge,  little  pus,  culture 


showed  some  streptococci. 

Hemoglobin  70% 

Leucocytes  14,000 

Polymorphonuclears  26% 

Small  lymphocytes  72% 


This  child’s  eyes  were  treated  with  the  usual 
remedies  for  conjunctivitis.  Photophobia  was 
severe. 

Pie  remained  with  his  face  down  for  three 
months.  The  condition  did  not  improve.  It 
was  decided  that  this  was  a case  of  xerophthal- 
mia and  he  was  given  cod-liver  oil,  one  drachm, 
three  times  daily.  He  was  also  given  egg 
yellow,  milk  and  cereal.  The  effect  was  much 
more  rapid  than  could  be  imagined.  In  three 
weeks’  time,  the  photophobia  had  disappeared 
and  the  conjunctivitis  almost  entirely  disap- 
peared. The  eye  sight  has  been  entirely  re- 
stored and  has  made  a complete  recovery.  Dis- 
charged, May  23,  1924,  weight  nineteen  pounds, 
and  cured  except  for  the  blockage  of  one 
lachrymal  duct  due  to  infection. 

Case  2.  J.  IP.,  age  two  years,  two  months. 
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female.  Admitted  November  1,  1923,  to  ortho- 
pedic department,  for  tubercular  hip,  conjunc- 
tivitis and  bronchitis.  On  admission  the  con- 
junctivitis was  slight. 

December  17th.  Conjunctivitis  was  severe  in 
left  eye.  Eyelids  swollen. 

December  25th.  Eyes  worse. 

Bilateral  conjunctivitis,  lid  red  and  swollen. 
Examination  of  blood  showed  4,000,000  red 


blood  corpuscles. 

Hemoglobin  80% 

Leucocytes 12,000 

Polymorphonuclears  58% 

Wassermann  Negative 


Examination  of  eye  discharge  showed  many 
disintegrating  polymorphonuclears,  no  organ- 
isms found. 

The  eye  condition  continued  very  distressing. 

This  condition  existed  for  more  than  one 
year  and  treatment  for  chronic  conjuctivitis 
showed  no  improvement.  It  was  decided  that 
this  was  a case  of  xerophthalmia.  There  was 
marked  xerosis  and  scarrino;  of  the  cornea.  The 
left  eye  was  blind.  Cod-liver  oil  and  egg  yel- 
low was  begun.  This  child  who  had  been  lying 
with  her  head  down  in  the  pillow  all  the  win- 
ter got  up  in  two  weeks  and  in  one  month’s 
time  the  photophobia  was  gone.  The  eyes  be- 
gan to  assume  a normal  appearance  except  for 
the  scarring  of  the  cornea.  Gradually  some  of 
the  scarring  of  the  cornea  disappeared  but  that 
which  had  existed  longest  did  not  leave.  The 
sight  of  one  eye  was  partially  saved,  one  ap- 
parently lost. 

In  the  treatment  of  these  cases  of  xeroph- 
thalmia no  treatment  other  than  diet  was 
given.  All  eye  applications  to  the  eye  were 
stopped  when  antiophthalmic  diet  was  begun. 

Pork  fat  has  not  the  antirachitic  fat  Soluble 
A that  is  found  in  butter  fat,  and  the  farmer 
who  sells  his  butter  and  feeds  his  child  on 
skimmed  milk  is  taking  a great  risk. 

An  attempt  has  been  made  to  isolate  the 
specific  antirachitic  element  in  cod-liver  oil  by 
many  experimenters. 

Steinback8  isolated  cholesterol  from  cod-liver 
oil  and  found  it  antirachitically  inactive,  but 
exposure  to  ultra-violet  ray  made  it  active. 

Light  and  radiation  is  a factor  in  this  dis- 
ease and  infants  who  suffer  from  a long  illness 
and  are  kept  in  a hospital  should  be  supplied 


[March, 

with  sufficient  Fat  Soluble  A Vitamin,  espec- 
ially in  the  dark  months. 

Pliny’s  remark  that  “Sol  est  remediorum 
maximum”  is  being  realized  more  today  than 
ever. 
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Discussion. 

Dr.  W.  B.  McIlwaine,  Petersburg : Dr.  Grinnan’s 

paper  ought  to  be  of  interest  not  only  to  men  in 
pediatrics,  but  to  all  practitioners  of  medicine.  It 
plainly  shows  that  the  one  thing  to  give  to  a child 
when  it  comes  to  you,  if  you  are  in  doubt,  is  cod- 
liver  oil,  instead  of  quinin  or  bromides  or  peptones. 
Xerophthalmia  very  often  is  not  diagnosed,  but  is 
cured  by  a competent  doctor  by  giving  the  proper 
diet  and  cod-liver  oil.  If  a doctor  pays  the  proper 
attention  to  nutrition,  he  will  cure  these  cases  even 
if  they  are  not  diagnosed. 

I want  to  ask  two  questions.  The  first  is,  do 
these  cases  occur  very  often  in  colored  children? 
The  other  is,  does  Dr.  Grinnan  think  the  hypodermic 
administration  is  necessary  in  cases  of  this  kind? 

Dr.  Fletcher  D.  Woodward,  University: — I have 
seen  a few  of  these  cases.  The  experience  that  we 
have  had  in  this  type  of  eye  condition  has  usually 
been  in  the  mountain  children  of  Virginia  up  around 
Charlottesville.  We  see  conditions  that  we  class 
as  due  to  lack  of  vitamin  A which,  perhaps,  if  not 
treated  with  cod-liver  oil,  would  progress  to  xeroph- 
thalmia. I recall  having  seen  only  one  marked  case 
of  xerophthalmia.  The  child  was  entirely  blind  in 
both  eyes.  Examination  gave  the  impression  that 
cornea  and  conjunctiva  had  been  entirely  replaced 
with  epithelium,  and  that  if  you  could  get  through 
that  hazy  covering  you  would  get  a clear  cornea  un- 
derlying. Of  course,  that  cannot  be  done.  This 
was  a very  advanced  case  that  came  from  the  moun- 
tains of  Virginia. 

Dr.  St.  George  T.  Grinnan,  Richmond,  closing  the 
discussion:  With  regard  to  this  conditinn  in  col- 

ored children,  we  have  one  colored  child  that  came 
here  from  North  Carolina  that  is  totally  blind. 

As  to  the  hypodermic  use  of  cod-liver  oil,  I have 
not  tried  it.  Bloch  says  he  uses  it  only  in  extreme 
emergency.  He  said  by  its  use  he  thought  he  had 
saved  the  sight  of  five  children.  He  had  seventy- 
nine  cases  of  his  own. 
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OVA  IN  GALL  TRACT  DRAINAGE.* 

By  ROBT.  SHEFFEY  PRESTON,  M.  D„  Richmond,  Va. 

Associate  in  Medicine,  Medical  College  of  Virginia. 

The  only  reference  found  in  the  literature 
of  ova  having  been  obtained  by  duodenal 
lavage  is  “that  hookworm  ova  could  be  aspi- 
rated through  the  duodenal  tube,  although  this 
maneuver  was  not  successful  often  enough  to 
serve  as  a practical  aid  in  diagnosis.”1  No 
record  has  been  found  of  any  ova  ever  having 
been  discovered  in  the  drainage  of  the  biliary 
organs  through  the  duodenal  tube.  The  closest 
analogy  to  our  case  is  one  of  Smithies,2  in 
which  cercomonads  were  in  the  gall-bladder 
fraction  of  bile  and  only  in  that  fraction. 

Unsuccessful  attempts  have  been  made  by 
us  to  find  ova  in  the  duodenal  drainage  of  cases 
of  known  infestation  with  ascaris  and  unci- 
naria.  The  occurrence  of  these  in  the  human 
is  more  frequent  than  giardia,  yet  these  motile 
parasites  show  a predilection  to  attack  the 
duodenum2  and  we  have  found  them  not  un- 
commonly in  the  drainage  from  this  region. 
It  would  be  surmised  that  the  duodenum  is 
not  the  favorite  habitat  of  intestinal  parasites, 
nor  such  a frequent  one  as  has  been  thought. 

The  common  round  or  eel  worm,  ascaris 
lumbricoides,  has  been  found  in  many  places 
in  the  human  body.3  Like  the  spirochaeta 
pallida  it  may  cause  a variety  of  symptoms 
simulating  many  morbid  conditions.  Its  exist- 
ence ofttimes  is  made  known  by  its  wander- 
ings, which  tendency  endangers  the  host.  More 
people  are  infested  by  it  than  by  any  other 
parasite.  It  causes  liver  abscesses  next  in  fre- 
quency to  the  amoeba  histolytica.  Its  ovum 
is  very  resistive  on  account  of  the  impermea- 
bility of  its  chitinous  wall4,  though  it  is  said 
that  its  albuminous  membrane  can  not  be  seen 
after  having  been  left  in  urine  or  bile. 

The  ova  obtained  from  the  bile  of  the  case 
herewith  reported  are  shown  under  the  micro- 
scope. There  has  been  observed  little  variation 
in  their  appearance.  They  agree  with  the  pic- 
tures and  measurements  given  by  Wellman,5 
who  says  that  they  are  the  constant  product 
of  the  female  ascaris  lumbricoides  that  fails 
to  get  her  eggs  fertilized.  Vierordt6  states 
that  the  female  can  penetrate  the  liver  and 
deposit  eggs,  which  exceptionally  undergo 
segmentation. 

Ascaris  ova  differ  widely.  One  of  these  aty- 
pical ones  is  the  unfertilized  ovum.  It  is  by  no 

•Read  before  the  fifty-sixth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Richmond,  October  13-'l6,  1925. 


means  rare7,  and  is  usually  seen  in  the  feces  of 
persons  infested  with  only  a female  parasite. 
It  Avas  first  reported  in  1902.8  Logan9  found 
it  in  seven  cases  in  which  a single  female  worm 
was  evacuated  from  each  individual,  after 
which  the  ova  in  the  feces  ceased.  Dr.  Chas. 
W.  Stiles  found  the  same  peculiar  eggs  in  a 
patient  and  said  that  he  agreed  with  the  dis- 
coverers8, who  concluded  that  they  are  not  fer- 
tilized. It  is  said  that  this  ovum  when  taken 
from  the  uterus  is  finely  granular,  whereas  in 
the  feces  it  is  coarsely  globular.  The  albu- 
minous coating  is  less  in  the  unfertilized  than 
in  the  typical  egg  and  disappears  entirely. 
This  is  due  to  lack  of  nourishment.10  This  egg 
is  longer  and  narrower  than  the  fertilized  egg 
and  is  generally  elliptical. 

We  can  find  no  record  of  how  long  a female 
ascarid  can  continue  to  lay  eggs  nor  how  long 
she  can  live  in  the  human.  Experimentally  it 
is  known  that  eggs  are  laid  as  many  as  eight 
times.  The  probable  duration  of  life  of  the 
worm  is  three  to  five  years.11 

The  patient  has  been  under  observation  since 
1915.  Her  age  is  fifty-six  and  her  weight  is 
one  hundred  and  eighty.  Her  stature  and  ex- 
cessive coloring  attract  attention  and  call  forth 
skeptical  comment  as  to  her  health.  She  has 
had  much  digestive  disturbance,  attributed  to 
irregular  habits.  The  principal  complaints 
have  been  nausea,  giddiness,  constipation, 
cramps  and  paresthesias  in  lower  extremities 
and  attacks  of  pain  in  the  hepatic  and  right 
renal  regions. 

As  a child  she  had  scarlet  fever  and  fre- 
quent attacks  of  tonsillitis. 

In  1912  trachelorrhaphy  and  appendectomy 
were  performed  on  her  and  in  1914  a vaginal 
hysterectomy.  Much  dental  work  has  been 
done  and  the  tonsils  have  been  removed.  De- 
spite two  operations,  hemorrhoids  have  given 
trouble  for  twenty  years.  Unsatisfactory  treat- 
ment has  been  received  for  an  ureteral  stric- 
ture, pyonephrosis  and  sinusitis. 

In  1921  an  attack  of  neuritis,  principally  in 
the  right  shoulder,  necessitated  ten  days’  hos- 
pital treatment.  One  week  afterwards,  a 
bloody  diarrhoea  occurred  and  continued  for 
six  days.  She  attributed  this  to  eating  raw 
figs  while  in  Italy. 

Noticeable  on  examinations  have  been  the 
good  nourishment,  pufiiness  and  dark  discolora- 
ration  around  the  eyes,  flushing  of  the  face, 
marked  dermatographia,  tenderness  in  arms 
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and  legs  and  particularly  in  gall-bladder  and 
right  renal  regions.  The  pharynx  has  usually 
been  injected,  probably  due  to  a nasal  septum 
deflection.  The  reflexes  and  retina  seem  nor- 
mal. There  has  been  no  glandular  enlarge- 
ment. Cardiac  response  to  stimuli  has  been 
very  active.  The  systolic  blood  pressure  has 
been  from  145  to  170  and  the  diastolic  90  to 
100.  Signs  of  moisture  have  existed  at  the 
base  of  the  right  lung.  General  tenderness  has 
persisted  in  the  abdomen,  usually  with  right 
rectus  resistance  increased. 

The  X-ray  in  1921  showed  the  gall-bladder 
distended  and  its  walls  thickened;  the  stom- 
ach, duodenum  and  kidneys  normal;  adhesions 
in  right  iliac  fossa.  Gall-bladder  operation 
was  then  advised  but  was  refused.  It  was  de- 
layed, probably  by  the  benefit  derived  from 
drainage,  till  April,  1925,  when  cholecystec- 
tomy was  done. 

The  first  transduodenal  drainage  was  in 
October,  1921.  The  aspirated  bile  showed 
signs  of  inflammation.  Four  times  at  long  in- 
tervals the  drainage  was  repeated  with  pleas- 
ing symptomatic  effects.  The  patient  gave 
credit  to  them  for  clearing  her  complexion  and 
requested  their  repetition,  although  the  ef- 
fects were  sometimes  severe,  such  as  nausea, 
cramps  in  the  right  hypochondrium,  diarrhoea, 
and  once  unconsciousness. 

A vaccine  made  from  this  bile  produced  a 
pronounced  reaction.  Biliary  drainage  was 
done  in  March,  1923,  and  apparently  relieved 
the  suffering  and  exquisite  tenderness  in  the 
gall-bladder  region  which  had  confined  the 
patient  to  her  bed  for  a week. 

Three  taps  were  done  in  August,  1924.  The 
principal  complaints  then  were  fatigue,  neuri- 
tis, bad  complexion,  edema  of  the  eyelids,  ach- 
ing in  the  right  back  and  perverted  appetite. 
The  bile  from  the  first  tap  was  small  in 
amount,  of  light  color  and  contained  many  pus 
cells.  Five  days  later  300  c.c.  of  thick,  black 
bile  drained  off.  In  this  many  ova  were  found. 
On  previous  taps  the  bile  had  never  been  so 
black,  nor  so  much,  nor  of  such  consistency. 
Never  had  ova  been  found  prior  to  this  in  the 
bile  and  never  have  they  been  seen  in  the  con- 
tents of  the  fasting  stomach  and  duodenum. 
One  week  later  the  aspirated  bile  was  lighter 
in  color  than  “B”  bile  usually  appears.  No 
ova  could  be  found  in  it.  On  a subsequent  tap 
the  flow  was  straw  colored  and  then  clear.  In 
these  specimens,  again,  no  ova  could  be  found. 


A second  instillation  of  magnesium  sulphate 
promoted  a flow  of  light  yellow,  then  black 
and  then  yellow  bile.  Ova  were  found  in  the 
black  bile. 

On  December  15,  and  20,  1924,  and  January 
8,  1925,  the  bile  was  again  drained.  Ova  were 
found  in  all  the  specimens  of  dark  bile  and  in 
some  of  those  after  the  gall-bladder  fraction 
had  ceased,  but  in  none  of  those  obtained  be- 
fore it  began.  The  miscroscopic  signs  of  in- 
flammation in  this  series  of  tappings  were  less 
than  had  been  found  in  August.  During  this 
series  the  eosinophils  had  increased  to  50  per 
cent.  This  was  thought  to  indicate  a reaction 
to  the  treatment  and  a sensitization  to  the 
poison.  A skin  reaction  was  obtained  with 
powdered  ascaris  worms.12 

One  ovum  was  found  in  the  feces  at  this 
time,  after  the  administration  of  anthelmin- 
tics. It  was  identical  in  appearance  with  those 
in  the  bile.  On  numerous  previous  fecal  ex- 
aminations we  had  failed  to  find  any  ova.  Sub- 
sequently they  could  be  found. 

The  bile  obtained  at  operation  directly  from 
the  gall-bladder  contained  the  ova.  There  was 
less  evidence  of  inflammation  in  it  than  had 
appeared  in  the  “B”  bile.  Staph}dococci 
aureus  were  cultured  from  it.  They  were  also 
grown  from  the  “B”  bile  in  addition  to  colon 
bacilli.  The  gall-bladder  contained  approxi- 
mately five  ounces  of  dark  bile  and  two  small 
calculi.  Unfortunately  it  ruptured  on  re- 
moval and  a separate  bile  specimen  was  not 
obtained  from  the  common  or  hepatic  duct 
nor  could  the  liver  be  carefully  explored. 

Unsuccessful  attempts  to  incubate  the  ova 
were  made  by  Dr.  Chas.  W.  Stiles.  He  con- 
cluded that  they  are  the  unfertilized  eggs  of 
ascaris  lumbricoides  and  suggested  that  a fe- 
male worm  might  be  in  the  biliary  tract.  At 
first  the  ova  were  found  only  in  the  gall-blad- 
der fraction  of  bile.  Naturally  we  assumed 
then  that  the  gall-bladder  was  the  habitat. 
Later  when  the  “C”  bile  also  contained  ova, 
we  concluded  that  the  ova  were  passing 
through  the  liver.  They  probably  had  accumu- 
lated in  the  gall-bladder  with  the  back  flow  of 
bile.  They  were  more  plentiful,  five  in  a low- 
power  field,  in  the  first  aspiration  of  “B”  bile 
than  in  subsequent  ones.  At  first  the  ova  were 
thought  to  be  those  of  hepatica  fascioli.  They 
were  too  small,  would  not  hatch,  and  no  oper- 
culum could  be  found  to  enable  us  to  identify 
them  as  such. 
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Laboratory  Findings:  Summary — leucocy- 
tes 5,000  to  10,000;  polymorphonuclears  33  to 
81  per  cent ; eosinophils  24  per  cent  in  October, 
1921,  and  as  high  as  50  per  cent;  hemoglobin 
85  to  100  per  cent;  blood  sugar  .06  to  .08 ; Was- 
sermann  negative;  Ivottmann  accelerated: 
coagulation  time  4V^  minutes. 

Urinalyses  showed  constant  pyuria  and  oc- 
casionally casts  and  red  blood  cells.  A culture 
produced  colon  bacilli.  Albumen  was  present 
but  no  sugar.  Indican  was  increased.  The 
power  of  concentration  and  diuresis  was  good 
and  50  per  cent  ’pthalein  was  excreted  in  two 
hours. 

The  feces  showed  occult  blood  once  and  un- 
digested particles  frequently.  On  the  last  four 
examinations  ova  have  been  demonstrated. 
They  were  found  in  the  feces  but  not  in  the 
bile  obtained  October  10,  1925. 

A muscle  tissue  biopsy  was  normal. 

Two  Ewald  test  meals  proved  an  hypoacid- 
ity. The  fasting  stomach  contained  no  bile 
and  no  free  hydrochloric  acid  but-  an  increase 
of  mucus,  epithelium,  leucocytes  and  bacteria. 
Occult  blood  was  present. 

Duodenal  drainage  contained  clumps  of  leu- 
cocytes. 

In  the  bile  there  were  mucous  flakes,  crystals, 
leucocytes,  epithelium,  bacteria  and  ova. 

Treatment  has  been  mainly  symptomatic  and 
eliminative.  Urinary  antiseptics  and  hydro- 
chloric acid  have  been  employed  frequently. 
Various  anthelmintics,  caprokol,  instillations 
of  mercurochrome  into  the  duodenum  and 
cholecystectomy  have  not  entirely  eliminated 
the  ova. 

Comment. — This  unusual  case  is  perplexing 
diagnostically  ancT  therapeutically.  It  will  be 
followed  with  interest.  Presumabfy  there  is  a 
female  ascaris  in  the  biliary  tract,  most  likely 
inside  of  the  liver.  This  parasite  has  existed 
there  five  or  more  years,  judging  from  the  long- 
continued  eosinophilia.  It  has  been  deposit- 
ing ova  for  more  than  a year.  Its  disclosure 
is  credited  to  duodenal  intubation.  Attacks 
against  it  are  made  with  skepticism.  Persist- 
ent lavage  treatment  and  proper  vaccines  will 
benefit  the  associated  infections  of  the  hepato- 
gastro-intestinal  and  kidney  tract. 
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Professional  Building. 

Discussion’ 

Dr.  W.  A.  Brumfield,  Blacksburg: — This  is  cer- 
tainly a most  interesting  paper  to  me,  and  I think 
the  most  interesting  part  about  it  is  that  cases  of 
such  character  are  so  rare,  or  possibly  not  so  rare, 
but  so  rarely  discovered.  In  one  of  our  counties  the 
examination  of  512  school  children  showed  that  a 
little  over  seventy-nine  per  cent  of  them  had  this 
ascaris.  In  another  county,  examination  of  the 
children  in  the  schools  showed  that  seventy-eight 
per  cent  had  it. 

Infection  of  adults  is  a very  common  thing.  It  is 
not  necessary  for  anyone  to  go  to  Italy  to  be  in- 
fected with  ascaris,  nor  is  it  necessary  to  go  out  to 
the  country  districts. 

As  the  speaker  has  said,  these  ova  are  extremely 
resistant. 

It  has  been  estimated  that  a female  ascaris  -will 
lay  sometimes  80,000  eggs  a day.  They  may  be  de- 
posited on  lettuce  or  celery  or  apples  or  any  other 
food,  and  be  ingested  when  such  food  is  eaten  raw. 

It  has  been  shown  by  experiments  on  guinea  pigs 
and  other  animals  that  the  first  thing  a worm  does 
when  coming  out  of  the  shell  as  an  embryo  is  to 
penetrate  the  stomach  wall;  it  gets  into  the  blood 
vessels,  passes  through  the  blood  vessels  to  the 
trachea  tube  and  into  the  pharynx,  is  swallowed, 
and  goes  down  to  the  digestive  tract.  In  laboratory 
animals  pneumonias  are  caused  by  these  worms  in 
the  lungs.  It  is  not  certainly  known  that  such 
worms  follow  the  same  course  through  the  lungs  of 
children,  but  there  is  every  reason  to  suppose  that 
they  do,  and  it  is  probable  that  they  sometimes 
cause  pneumonia. 

It  is  impossible  for  laboratory  workers  to  distin- 
guish between  pig  round-worm  and  human  round- 
worm.  If  eggs  from  a human  are  ingested  by  a pig, 
the  parasites  will  develop.  Feeding  a child  eggs 
from  the  pig  has  not  been  tried.  So  this  problem 
of  infestation  with  worms  becomes  much  more  diffi- 
cult to  control  than  when  we  thought  ascaris  lumbri- 
coides  was  a parasite  of  man  and  only  of  man. 
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Dr.  Preston,  closing  the  discussioti : You  will  find 

that  infestation  with  parasites  accompanies  trouble 
in  the  appendix  and  gall-bladder  more  frequently 
than  is  realized,  if  microscopic  examinations  are 
made  oftener  therefrom.  Suitable  vaccines  made 
from  cultures  taken  at  operation,  I believe,  lessen 
the  convalescence  and  subsequent  operations. 


SOME  INDICATIONS  FOR  CALCIUM 
THERAPY.* 

By  O.  O.  ASHWORTH,  M.  D.,  Richmond,  Va. 

Medical  Department,  St.  Elizabeth’s  Hospital. 

Calcium  is  present  in  practically  all  cells 
and  tissues.  Only  a few  of  the  lower  fungi  are 
able  to  live  without  it.  The  daily  requirement 
for  man  has  been  estimated  as  .7  to  1.5  gms. 
Excess  of  calcium  is  depressant  to  most  nerv- 
ous and  muscular  functions,  and  is  antagonistic 
to  magnesium  and  sodium.  These  systemic 
actions  are  produced  only  on  excised  tissue  or 
with  intravenous  injections,  since  the  absorp- 
tion of  calcium  is  quite  slow. 

Acute  deficiency  of  calcium  produces  stimu- 
lation of  the  nerves  and  muscles,  as  is  seen  in 
oxalate  poisoning.  Stimulation  may  also  be 
produced  by  an  over-dosage  of  intravenous 
citrates  or  tartrates  which  decrease  the  ioniza- 
tion of  calcium.  Ordinary  diets  yield  an  aver- 
age of  1 gm.  of  calcium  per  day.  It  is  there- 
fore probable  that  the  intake  may  often  be 
deficient,  especially  during  pregnancy  and 
lactation.  It  may  easily  be  increased  by  drink- 
ing milk  or  diluting  table  salt  with  an  equal 
amount  of  chalk. 

Only  a part  of  the  calcium  intake  is  ab- 
sorbed. Forster  estimates  the  absorption  as 
about  60  per  cent  from  meats  and  vegetables. 
A pint  of  milk  will  supply  about  .5  gm.  of 
soluble  calcium.  Analysis  shows  that  the  ad- 
ministration of  several  grams  per  day  of  the 
chloride  or  lactate  of  calcium  increases  the 
calcium  stock  of  the  tissues  even  in  well-fed 
adults.  The  red  blood  corpuscles  contain  very 
little  calcium;  so  there  is  a marked  difference 
between  the  calcium  content  of  the  whole  blood 
and  of  the  serum.  The  normal  calcium  con- 
tent of  the  serum  is  between  9 and  11  mg.  per 
100  c.c.,  and  is  found  decreased  in  but  few 
pathological  conditions.  It  is  often  decreased 
in  tetany,  scurvy,  rickets,  jaundice,  acidosis 
and  tuberculosis. 

It  has  been  pointed  out  by  Halverson  that 
the  plasma  is  a practically  saturated  solution 
of  calcium  bicarbonate.  The  calcium  content 
could  therefore  not  be  materially  increased; 

•Read  at  the  fifty-sixth  annual  meeting  of  the  Medical  Society 
of  Virginia  in  Richmond,  October  13-16,  1926. 


but  any  loss  of  calcium  would  be  made  good 
by  the  solution  of  calcium  from  the  bones. 

Experiments  upon  isolated  organs  show  that 
increase  of  calcium  ions  decreases  the  perme- 
ability of  the  cell  membranes  of  the  vascular 
endothelium  by  its  precipitant  effect  on  the 
cement  substance  of  the  endothelium  (Chiori 
and  Janushe). 

The  intravenous  injection  of  calcium  pre- 
vents the  pleural  effusion  which  ordinarily  oc- 
curs after  the  fatal  doses  of  sodium  iodid  and 
diphtheria  toxin.  Deltjen  observed  that  small 
traces  of  calcium  lessen  the  solvent  action  of 
distilled  water  on  cells.  Herbst  found  that 
sea  urchins  swell  when  calcium  is  removed  and 
shrink  when  it  is  added.  Hulse  interprets  the 
discharge  of  edema  fluids  as  being  due  to  the 
diminution  in  the  water  binding  power  of 
colloids,  which  is  caused  by  bivalent  calcium 
cations.  Haldane  and  his  co-workers,  in 
studies  of  the  acidosis  of  calcium  chloride 
origin,  noted  the  diuresis,  fall  in  alveolar  C(L, 
the  increased  excretion  of  sodium,  ammonia, 
and  the  total  acids  of  the  urine.  These  ob- 
servers offer  the  theoretical  explanation  that 
the  diuresis  is  due  to  the  acidity  whereby  the 
blood  and  tissue  proteins  are  brought  nearer 
the  iso-electric  point,  diminishing  osmotic  pres- 
sure and  causing  loss  of  water. 

Blum  and  others  have  explained  the  diuretic 
action  of  calcium  chloride  by  its  effect  on  re- 
tained sodium.  They  believe  edema  is  due  to 
sodium  retention.  Calcium  provokes  a loss  of 
sodium  which  carries  with  it  water.  It  seems 
that  after  the  injection  of  calcium  chloride, 
the  calcium  is  eliminated  by  the  bowel  while 
the  chloride  is  absorbed,  becomes  attached  to 
the  retained  sodium,  and  passes  into  the  urine, 
allowing  the  escape  of  water. 

Keith,  Barrier  and  Whelan,  of  the  Mayo 
Clinic,  in  treating  two  cases  of  nephritis  with 
edema,  found  that  calcium  chloride  caused 
diuresis  and  loss  of  edema.  A study  of  the 
inorganic  ions  during  the  diuresis  showed  a 
positive  balance  of  calcium  and  a negative  bal- 
ance of  chlorine  and  sodium.  In  these  cases 
sodium  was  discharged  in  the  urine  in  large 
amounts. 

In  regard  to  the  depressant  action,  the 
rhythmic  contractions  of  skeletal  muscle  when 
immersed  in  sodium  chloride  solution  are 
abolished  by  calcium.  Over-dosage  of  in- 
travenous injections  lowers  blood  pressure, 
paralyzes  the  heart  and  respiration,  arrests 
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diuresis  and  cheeks  peristalsis.  Animals  die 
of  central  paralysis  a few  days  after  injection 
of  .3  to  .4  gm.  calcium  chloride  per  kilo. 

Pottenger  first  called  attention  to  the  value 
of  intravenous  injections  of  calcium  chloride 
in  the  treatment  of  bronchial  asthma  and  the 
relief  of  pylorospasm  or  enterospasm  in  tuber- 
• culous  patients.  He  gives  as  a biological  rea- 
son for  its  use  in  asthma,  that  asthma  is  due 
to  a local  vagotonia  and  a condition  in  which 
the  neuromuscular  mechanism  of  the  bronchial 
system  is  in  a state  of  hyper-irritability.  The 
action  of  the  vagus  depends  upon  the  presence 
of  potassium,  and  increased  vagus  action  de- 
pends uj)on  a preponderance  of  potassium  ions 
as  compared  with  calcium  ions  in  the  bronchial 
tissues.  The  action  of  calcium  upon  the  cell 
results  in  the  same  physiological  process  as 
adrenalin,  and  the  effect  of  calcium  is  of  much 
longer  duration  and  is  efficient  in  supplement- 
ing the  action  of  adrenalin  and  relieving  the 
paroxysms  for  a longer  time. 

Luckhardt  and  Goldberg  found  that  com- 
pletely  parathyroidectomized  dogs  could  be 
cured  of  parathyroid  tetany  by  the  daily  ad- 
ministration of  1.5  gm.  per  kilo,  body  weight 
of  calcium  lactate  orally,  and  that  after  sev- 
eral months  its  administration  could  be  stopped 
entirely  without  the  appearance  of  tetany.  As 
a result  of  muscular  exercise  or  excitement,  re- 
cently parathyroidectomized  dogs  on  a low 
calcium  intake  might  show  suddenly  seizures 
seen  in  grand  mal  attacks  of  idiopathic  epi- 
lepsy. On  the  basis  of  these  findings,  they 
suggested  the  use  of  calcium  lactate  in  idio- 
pathic epilepsy. 

Walters,  of  the  Mayo  Clinic,  in  studying  the 
cause  of  mortality  in  a series  of  cases  of  ob- 
structive jaundice,  found  that  50  per  cent  of 
the  cases  who  died  after  operation  succumbed 
from  intra-abdominal  hemorrhage,  and  in  most 
cases  post-operative  hemorrhage  occurred 
•when  the  coagulation  time  of  the  venous  blood 
was  more  than  9 minutes.  Study  of  the  blood 
in  jaundiced  patients  showed  a deficiency  of 
calcium,  and  the  routine  administration  of  5 
to  10  c.c.  of  10  per  cent  calcium  chloride  in- 
travenously greatly  reduced  the  coagulation 
time  of  the  blood  and  diminished  toxemia  in 
these  cases  with  resultant  lowered  mortality 
following  operation. 

In  a series  of  experiments  with  dogs  by  ty- 
ing off  the  common  duct,  it  was  found  that  the 
dogs  that  received  intravenous  injections  of 
calcium  chloride  lived  much  longer,  and  did 


not  appear  so  toxic  as  did  those  that  did  not 
receive  the  calcium  chloride  injections. 

King  and  Stuart  believe  that  bile  pigments 
in  combination  with  calcium  are  less  toxic  than 
uncombined  pigments.  They  consider  calcium 
a protective  mechanism  against  the  circulating 
pigments  of  obstructive  jaundice.  King,  Big- 
low and  Pierce  conclude  that  obstructive 
jaundice  produced  in  dogs  results  in  a loss  of 
calcium,  the  calcium  being  given  up  by  the 
bone  to  neutralize  the  toxic  bile  pigments  cir- 
culating in  the  blood  and  tissues.  Such  neu- 
tralization affords  protection  to  the  bod}',  but 
may  lead  to  secondary  disturbances,  such  as 
bradycardia  and  changes  in  the  blood  coagu- 
lation time. 

In  view  of  the  work  of  these  investigators, 
the  belief  seemed  justified  that  calcium  offers 
the  best  means  of  preparing  jaundice  patients 
for  operation.  Calcium  given  by  mouth  has 
not  proven  efficient  in  these  cases  except  in 
extremely  large  doses. 

Calcium  injected  directly  into  the  blood 
stream  acts  much  like  digitalis,  in  that  small 
doses  accelerate  and  strengthen  the  heart,  and 
large  doses  seem  to  be  poisonous,  tending  to 
bring  the  heart  to  a stand-still.  No  ill  effects 
have  been  noted  by  those  using  calcium 
chloride  intravenously.  The  patient  first  has 
a sensation  of  warmth  about  the  face  and  neck, 
sometimes  a slight  tingling  of  the  fingers  and 
toes,  or  he  may  break  out  in  a profuse  per- 
spiration and  have  slight  nausea  if  the  injec- 
tion is  given  too  rapidly.  Tissue  necrosis  will 
occur  if  given  outside  the  vein. 

From  a consideration  of  the  foregoing  facts, 
it  seems  that  there  is  a rational  basis  for  the 
intravenous  or  oral  administration  of  calcium 
in  the  treatment  of:  (1)  bronchial  asthma,  (2) 
hay  fever,  (3)  serum  disease,  (4)  spastic  colon 
and  spastic  pylorus,  (5)  relief  of  pain  in 
tuberculous  enteritis,  (6)  nephritic  edema,  (7) 
tetany,  (8)  epilepsy,  (9)  hemoglobinuria,  (10) 
purpura,  (11)  jaundice,  and  (12)  recurrent 
pleural  effusion  in  pneumothorax. 

Case  Reports 

Case  1.  Mrs.  G.  V.,  aged  51,  married,  house- 
wife. Under  observation  since  June  25,  1924. 
Chief  complaint : Asthma.  Present  illness  be- 
gan in  August,  ten  years  ago,  not  following 
any  acute  illness.  She  had  been  conscious  of 
wheezing  in  chest  practically  all  of  the  time 
since  the  onset.  The  paroxysms  had  been  fre- 
quent since  the  onset  and  more  severe  during 
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March  and  August.  They  usually  come  on 
and  last  during  “bad”  weather.  The  par- 
oxysms were  relieved  at  first  by  injections  of 
adrenalin,  which  eventually  lost  their  effect. 
Iodides,  vaccines  and  the  various  proprietary 
asthma  remedies,  had  been  tried,  but  gave  only 
transient  relief.  She  has  been  treated  for  a 
chronic  sinus  infection  for  four  years.  There 
is  no  history  of  pulmonary  trouble  in  the 
family.  Aside  from  thoracic  signs  connected 
with  asthma,  no  abnormalities  were  noted  ex- 
cept moderate  cyanosis.  From  a general  exami- 
nation there  was  evidence  of  a chronic  pan- 
sinusitis  and  pyorrhea.  Laboratory  examina- 
tion: Sputum  negative  for  tubercle  bacilli. 
Urine  showed  a trace  of  albumin.  Blood  hemo- 
globin 85  per  cent.  White  blood  cells  8,900; 
eosinophiles  2 per  cent.  Protein  sensitization 
tests  to  all  of  the  usual  foods,  pollens  and 
emanations  were  negative  except  that  there  was 
a four-plus  reaction  to  chicken  and  goose  feath- 
ers. 

Treatment:  The  patient  was  advised  to  dis- 
pose of  feather  pillows  and  mattresses.  An 
autogenous  vaccine  was  made  from  her  sputum 
and  injections  were  given  over  a period  of  ten 
days,  which  seemed  to  aggravate  the  symptoms. 
On  July  15th,  the  patient  was  given  5 c.c.  of 
10  per  cent  calcium  chloride  intravenously  and 
thyroid  extract  was  prescribed  ^4  gr-  after 
meals.  The  injections  were  repeated  twice  per 
week,  and  the  patient  stated  that  after  the 
second  injection  she  was  more  comfortable 
than  she  had  been  for  years.  She  was  given 
weekly  injections  of  calcium  chloride,  and  y2 
dram  calcium  lactate  after  meals  over  a period 
of  three  months  and  an  occasional  injection 
since.  The  expectoration  decreased  and  she 
has  had  but  few  severe  paroxysms  of  asthma, 
which  she  attributes  to  over-exei'tion  in  her 
work. 

Case  2.  Mr.  C.  O.,  age  22,  white,  male. 
First  examined  August  8,  1923.  Examination 
of  the  chest  showed  evidence  of  advanced  bi- 
lateral pulmonary  tuberculosis  with  extensive 
activity  in  both  lungs.  After  six  weeks  of  rest 
in  bed  at  home,  the  patient  was  sent  to  a sana- 
torium for  nine  months.  He  was  discharged 
May  15,  1924,  as  unimproved.  His  poor  pro- 
gress was  attributed  to  frequent  digestive  dis- 
turbances. He  again  came  under  observation 
May  24,  1924.  His  general  appearance  was 
slightly  better  than  when  first  seen,  but  there 
was  no  evidence  from  physical  signs  of  im- 
jn'ovement  in  the  chest  condition.  On  July  8th 


he  began  to  have  some  general  abdominal  dis- 
comfort with  diarrhea.  A dose  of  castor  oil 
was  prescribed  and  followed  by  paregoric  and 
chalk  mixture.  The  diarrhea  was  checked, 
but  his  appetite  was  poor  and  the  intestinal 
cramping  persisted.  Mild  emesis  was  frequent 
after  meals  for  several  weeks.  Intravenous  in- 
jections of  5 c.c.  of  calcium  chloride  were  given 
at  five-day  intervals  from  August  18,  1924,  to 
December  1,  1924.  The  patient  had  a return 
of  his  appetite  and  was  free  from  abdominal 
symptoms  from  August  19.  He  gained  fifteen 
pounds  in  weight  during  the  period  of  obser- 
vation. 

Case  3.  G.  D.  A.,  a colored  man,  aged  45, 
was  admitted  to  the  City  Home  September  28, 
1924,  complaining  of  generalized  edema,  head- 
ache, blurring  of  vision,  palpitation  of  heart, 
fatigue  and  dyspnea  which  had  begun  seven 
months  before.  His  past  history  as  given  was 
negative  except  for  the  usual  childhood  dis- 
eases. During  January,  1924,  he  had  con- 
sulted a physician  who  had  given  him  some 
treatment  which  produced  some  amelioration 
of  symptoms  but  recently  his  condition  had 
grown  worse  and  he  was  admitted  to  the  City 
Home  on  a stretcher.  He  was  orthopneic. 

The  patient’s  skin  was  waxy  and  all  parts 
of  his  body  were  edematous.  The  abdomen  and 
both  pleural  cavities  contained  a large  amount 
of  fluid.  The  heart  was  considerably  enlarged 
and  there  was  soft  systolic  murmur  heard  at 
all  auscultatory  areas,  loudest  at  the  mitral 
area  and  transmitted  to  the  axilla.  The  second 
sounds  were  accentuated.  The  systolic  blood 
pressure  was  190  and  the  diastolic  110;  pulse 
rate  was  88,  being  regular  in  force  and  rhythm. 
The  urinary  output  was  six  ounces  in  twelve 
hours,  with  specific  gravity  1,024,  albumin  four 
plus,  many  hyalin  and  granular  casts.  On  ac- 
count of  the  lack  of  facilities  at  the  City  Home, 
blood  chemistry  was  not  done.  His  hemo- 
globin was  80  per  cent  (Sahli)  ; white  blood 
count  and  smear  appeared  normal.  Wasser- 
mann  was  two  plus. 

The  patient  was  given  a daily  purgative  and 
one  quart  of  fluid  was  drawn  from  the  ab- 
domen. He  was  digitalized  by  the  Eggleston 
method.  His  condition  did  not  improve  and 
six  days  later  calcium  chloride  intravenously 
(10  c.c.  of  10  per  cent)  was  begun  every  8 
hours.  There  was  marked  diuresis  and  within 
three  days  the  patient  could  lie  flat  in  bed 
with  comfort,  and  the  generalized  edema  had 
disappeared.  Abdominal  paracentesis  was 
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again  done  and  three  pints  of  fluid  were  ob- 
tained. Within  eight  days  the  fluid  had  dis- 
appeared from  the  pleural  cavities  and  the 
patient  was  able  to  be  up  and  around  the  room. 
He  was  given  routine  antisyphilitic  treatment. 
He  was  discharged  from  the  City  Home  after 
two  months  in  apparently  good  condition. 
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Medical  Arts  Building. 

Discussion. 

Dr.  W.  A.  Brumfield,  Blacksburg:  Has  anyone 

made  a study  of  the  incidence  of  these  affections, 
which  are  supposed  to  be  benefited  by  calcium,  east 
and  west  of  the  Blue  Ridge  mountains?  West  of 
the  Blue  Ridge,  at  Blacksburg,  for  instance,  a man 
gets  about  a drachm  of  calcium  carbonate  a day  if  he 
drinks  a normal  amount  of  water.  If  calcium 
chloride  will  produce  this  effect,  I wonder  if  calcium 
carbonate  will?  If  so,  any  affection  due  to  calcium 
deficiency  that  can  be  supplied  by  inorganic  calcium 
should  be  unknown  in  limestone  sections.  We  cer- 
tainly get  calcium  in  cooking  utensils,  stoves  and 
boilers  nearly  everywhere  in  Virginia  west  of  the 
Blue  Ridge  mountains. 

Dr.  O.  O.  Ashworth,  Richmond,  closing  the  discus- 
sion: It  is  not  known  definitely  what  causes  the 

diuresis  after  the  administration  of  calcium  chloride. 
It  has  been  suggested  that  bivalent  calcium  furnishes 
chlorine  ions,  which  become  attached  to  sodium  and 
potassium,  which  pass  into  the  urine,  carrying  with 
them  water. 


THE  PATHOLOGICAL  VOMITING  OF 
PREGNANCY.* 

By  ROBERT  PATTON  KELLY,  M.  D.,  F.  A.  C.  S„ 
Lynchburg,  Va. 

As  a result  of  that  disease,  or  condition, 
commonly  known  as  hyperemesis  gravidarum, 
or  pernicious  vomiting,  far  too  many  babies 
are  victims  every  year  of  therapeutic  abortion, 

•Read  at  the  fifty-six  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Richmond,  October  13-16,  1925. 


done  conscientiously,  of  course,  to  prevent 
death  of  the  mother. 

Let  no  one  infer  from  this  statement  that  the 
writer  is  so  extreme  in  his  views  as  to  con- 
sider this  operation  never  indicated.  On  the 
contrary,  he  does  believe  that  there  have  been 
many  lives  saved  by  recourse  to  therapeutic 
abortion,  but  he  also  believes  that,  with  the 
proper  treatment,  the  number  of  such  opera- 
tions can  be  greatly  reduced  and  the  birth  rate 
thereby  as  greatly  increased. 

I have  chosen  to  take  as  the  subject  of  my 
remarks  “The  Pathological  Vomiting  of  Preg- 
nancy.” I have  selected  this  subject  in  order 
to  distinguish  the  ordinary,  probably  non- 
toxic, vomiting  from  that  which  threatens  life. 

Just  Avhere  to  draw  the  line  between  patho- 
logic and  non-pathologic  vomiting  of  preg- 
nancy_is  frequently  rather  difficult.  However, 
to  the  close  observer,  it  is  usually  possible  to 
distinguish  between  the  two,  especially  if  we 
resort  to  complete  analyses  of  the  urine  and  the 
blood. 

Clinically,  I would  consider  any  case  patho- 
logic in  which  the  patient  has  been  unable  to 
retain  any  food  and  little  or  no  water  for  a 
period  of  several  days.  In  such  a case  the 
urine  would  probably  show  heavy  or  slight 
reaction  to  acetone  and  to  diacetic  acid,  de- 
pending, of  course,  on  the  severity  and  dura- 
tion of  the  toxicity  or  starvation  and  dehydra- 
tion. 

Many  present  will  find  fault  with  these 
statements,  no  doubt,  but  I am  speaking  en- 
tirely from  my  personal  experience,  acquired 
from  treating  my  own  cases.  Furthermore, 
there  are  very  few  men  who  are  so  situated 
that  they  can  readily  obtain  blood  sugar,  CO2 
combining  power,  urea,  etc.,  while,  on  the 
other  hand,  there  are  none  who  cannot  examine 
for  acetone  and  for  diacetic  acid ; and  my 
experience  has  been  that,  unless  we  can  get 
rid  of  the  acidosis  in  these  cases  we  cannot 
hope  for  a favorable  outcome. 

I believe  that  some  of  these  cases  are  of  a 
nervous  origin  and  that,  due  to  the  insufficient 
carbohydrate  and  the  accompanying  dehydra- 
tion, they  become  bona  fide  cases  of  pathologic 
vomiting,  curable  only  by  relieving  the  acidosis 
and,  incidentally,  the' starvation  and  dehydra- 
tion. 

It  is  assumed  that  each  case  is  carefully  in- 
vestigated for  foci  of  infection  and  for  every 
possible  abnormality  that  might  exist.  It  is 
also  assumed  that  the  psychologic  side  of  the 
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case  is  carefully  studied.  Many  of  these  pa- 
tients reveal  very  vulnerable  nervous  systems. 
Some  of  them  give  a history  of  having  been 
spoilt  or  humored,  and,  as  a rule,  seem  to  be 
devoid  of  all  will  power.  It  is  no  small  task 
to  overcome  all  this,  and  they  usually  seem  to 
show  no  desire  to  co-operate  with  the  physi- 
cian. 

As  to  the  incidence  of  this  “disease,”  figures 
vary.  About  fifty  per  cent  of  pregnant  women 
have  more  or  less  vomiting  in  the  early  months 
of  pregnancy.  What  percentage  of  these  have 
pernicious,  or  pathologic  vomiting,  I am  un- 
able to  state,  but  a sufficient  number,  I am  sure, 
to  cause  the  average  obstetrician  considerable 
worry. 

In  the  early  Fall  of  1923,  I suggested  to  Dr. 
R.  B.  Kennedy,  then  of  the  Chicago  Lying-In 
Hospital,  now  of  Detroit,  the  use  of  insulin 
with  intravenous  glucose,  which  latter  we  were 
already  using  to  treat  these  cases.  In  the  early 
part  of  January,  1924,  I had  a case  of  my  own. 
I called  Dr.  D.  P.  Scott,  an  internist,  of  Lynch- 
burg, who  uses  much  insulin,  and  asked  his 
advice  as  to  giving  this  patient  glucose  and 
insulin  intravenously.  He  seemed  to  think  it 
plausible,  but  we  did  not  employ  it  in  this 
case. 

In  December,  1923,  I was  called  to  Roanoke 
by  Dr.  S.  S.  Gale  to  see  with  him  one  of  the 
sickest  patients  of  this  type  I have  et7er  seen. 
The  patient  had  been  sent  in  from  a distance 
by  her  physician  to  Dr.  Gale  for  therapeutic 
abortion.  In  this  case  I advised  intravenous 
glucose,  which  Dr.  Gale  administered.  The  pa- 
tient recovered  and  was  delivered  in  August, 
1924. 


cured.  I want  to  report,  in  more  detail,  this 
and  two  other  cases. 

Case  1.  Mrs.  A.  L.  B.,  age  36,  Para  3, 
admitted  to  Virginia  Baptist  Hospital,  Decem- 
ber 14,  1924,  2 P.  M.,  referred  by  Dr.  J.  W. 
Devine.  Therapeutic  abortion  was  strongly 
considered  by  Dr.  Devine,  due  to  the  extremely 
serious  condition  of  the  patient,  who  had  been 
unable  to  retain  food  or  water  for  some  days. 
Her  first  pregnancy  was  twins,  complicated  by 
toxemia  and  spontaneous  interruption  at  six 
and  a half  months.  Second  pregnancy  was 
two  years  later  with  no  complications,  a girl, 
birth  weight  8 lbs.,  now  living  and  well,  8 years 
of  age ; no  pregnancies  since. 

Past  history : Negative,  except  for  usual 

childhood  diseases  and  “violent  headaches”  all 
life.  These  occur  once  or  twice  a month  and 
have  no  bearing  on  menstrual  periods. 

Last  menstruation,  first  dav,  September  1, 
1924. 

When  seen  by  me,  December  14,  1924,  patient 
was  vomiting  constantly,  a tj^pical  picture  of  a 
severe  acidosis.  She  was  treated  at  first  by 
absolute  rest  of  stomach,  sodium  bromide  and 
chloral  per  rectum,  followed  later  by  glucose 
and  sodium  bi-carbonate  by  Mui'phy  drip.  No 
improvement  after  24  hours. 

On  December  15th,  6 P.  M.,  60  gms.  glucose, 
25  units  insulin  in  700  c.c.  water  was  given 
intravenously. 

Blood  Examination. 

December  15th — W.  B.  C.,  11,900,  large 
lymphs  5 per  cent,  small  lymphs  19  per  cent, 
polys  76  per  cent,  Wassermann  negative. 

Progress  Notes: 

December  14th — 'Patient  seems  quite  ill, 
vomiting  incessantly,  both  food  and  water. 


URINALYSES: 

Specific 

Gravity 

Reaction 

Albumin 

Sugar 

Acetone 

Diacetic 

December  15th,  10  A.  M,._. 

1022 

Acid 

0 

0 

4 plus 

3 plus 

December  15th,  5 P.  M 

1026 

Acid 

0 

0 

4 plus 

3 plus 

December  16th,  12:05  A.  M 

Not  taken 

Acid 

0 

1 plus 

4 plus 

3 plus 

December  16th,  3 P.  M 

1022 

Acid 

0 

0 

4 plus 

2 plus 

December  17th,  9 A.  M 

1022 

Acid 

Tr. 

0 

3 plus 

1 plus 

December  20th,  4:30  P. 

1024 

Acid 

0 

0 

0 

0 

December  21st,  9 A.  M 

1012 

Acid 

0 

0 

0 

0 

On  December  14,  1924,  I was  called  in  con- 
sultation by  Dr.  J.  W.  Devine,  of  Lynchburg, 
to  see  Mrs.  A.  L.  B.,  who  was  suffering  with 
a severe  case  of  vomiting  with  pregnancy.  In- 
sulin and  glucose  were  administered  the  fol- 
lowing day,  intravenously,  of  course,  and  the 
patient  left  the  hospital  in  one  week  completely 


December  15th — Glucose  gms.  60,  insulin 
units  25,  in  700  c.c.  water,  given  intravenouslv 
at  6 P.  M. 

December  16th — Since  glucose  solution  in 
vein  patient  has  practically  ceased  vomiting. 

December  18th — Patient  feeling  much  bet- 
ter, retaining  both  food  and  water. 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


777 


December  20th — -Feeling  fine,  sitting  up,  eat- 
ing everything  she  wishes. 

December  21st — Patient  perfectly  wrell;  go- 
ing home  today. 

Case  2.  Mrs.  E.  J.  G.,  age  18,  Para  1,  ad- 
mitted to  Virginia  Baptist  Hospital,  May  31, 
1925,  11  A.  M. ; referred  by  Dr.  D.  P.  Scott. 
On  day  of  admission  patient  had  been  unable 
to  retain  food  or  water  for  five  days. 

Past  history:  Negative  except  for  usual  dis- 
eases of  childhood,  one  attack  of  tonsillitis, 
“bilious  attacks”  two  or  three  times  yearly,  and 
since  marriage,  fifteen  months  ago,  almost 
monthly  and  at  menstrual  periods.  Has  al- 
ways suffered  from  constipation  and  has  “lived 
on  medicine.” 

Last  menstruation,  first  day,  April  9,  1925. 

When  seen  by  me,  patient  was  vomiting  al- 
most incessantly,  wras  very  nervous  and  showed 
usual  appearance  of  a severe  acidosis.  She  was 
treated  initially  as  Case  1.  In  addition  luminal 
sodium,  grs.  one  and  a half,  was  given  one 
hour  before  meals,  the  latter  consisting  of  dry 
food  and  no  fluids  for  one  hour  before  and  for 
one  and  one-half  hours  after  meals.  After  24 
hours  no  improvement  was  noted.  Since  the 
dehydration,  starvation  and  acidosis  were  so 
severe,  80  gms.  of  glucose  and  40  units  of  in- 
sulin in  800  c.c.  of  water  were  given  intraven- 
ously at  5 P.  M.,  June  1st. 


June  4th — Patient  feels  fine  and  is  eating 
practically  anything  she  wants. 

June  6th — Patient  sitting  up  today,  walking 
about  hospital  and  eating  whatever  she  desires 
except  protein  food. 

June  7th — Patient  completely  cured;  will 
go  home  this  P.  M. 

Case  3.  Mrs.  M.  A.  S.,  age  35,  Para  1,  ad- 
mitted to  Virginia  Baptist  Hospital,  August  7, 
1925,  8 P.  M. ; referred  by  Dr.  Cross,  of  Con- 
cord, Va.  This  patient  was  seen  by  me  with 
Dr.  Cross,  at  Concord,  on  the  afternoon  of 
August  7th.  She  had  been  vomiting  severely 
since  July  15th,  had  been  in  bed  three  weeks, 
and  was  the  sickest  patient  one  could  imagine ; 
she  was  extremely  emaciated,  horribly  nerv- 
ous, vomiting  continuously,  and  it  was  a ques- 
tion whether  or  not  it  was  advisable  to  move 
her  to  Lynchburg  in  her  terribly  weakened 
condition.  The  prognosis,  naturally,  was 
grave,  not  only  as  to  relief  of  the  vomiting  but 
also  as  to  her  life,  even  with  an  abortion,  for 
she  was  in  no  condition  to  endure  the  opera- 
tion. 

Past  history:  Negative,  except  for  child- 

hood diseases.  Married  nine  years. 

Last  menstruation,  first  day,  June  13,  1925. 

This  patient  was  so  sick  that  it  was  decided 
to  give  glucose  at  once.  At  8 :25  P.  M.,  August 


URINALYSES: 

Specific 

Gravity 

Reaction 

Albumin 

Sugar 

Acetone 

Diacetic 

May  31, 

11  A.  M 

1020 

Acid 

0 

0 

4 plus 

3 plus 

June  1, 

9 P.  M 

1020 

Acid 

0 

4 plus 

3 plus 

2 plus 

June  2, 

2 A.  M 

1012 

Acid 

0 

4 plus 

3 plus 

Trace 

June  4, 

9 A.  M 

1017 

Acid 

0 

0 

0 

0 

June  6, 

9 A.  M 

1017 

Acid 

0 

0 

0 

0 

Blood  Examination. 

June  1st — W.  B.  C.,  6,100,  large  lymphs  5 
per  cent,  small  lymphs  33  per  cent,  polys  62 
per  cent,  Wassermann  negative. 

Progress  Notes: 

June  1st — Patient  feeling  quite  sick,  vomit- 
ing everything  taken;  will  give  glucose  this 
afternoon. 

June  2nd — Feels  very  much  better  today,  ate, 
enjoyed  and  retained  supper  2 hours  after 
glucose  yesterday. 


7th,  morphine,  gr.  one-sixth,  was  given  hypo- 
dermically, and  at  8:40  P.  M.  the  glucose  solu- 
tion was  started.  This  consisted  of  glucose  80 
gms.  and  insulin  40  units  in  water  800  c.c. 
Sodium  bromide  was  also  given  per  rectum, 
p.r.n.,  to  quiet  patient.  On  August  10th,  the 
intravenous  glucose-insulin  solution  was  re- 
peated as  follows:  Glucose  gms.  100,  insulin 

units  50  and  water  575  c.c.  On  August  14th, 
glucose  solution  again  repeated  as  follows: 
Glucose  80  gms.,  insulin  units  40  and  water 
750  c.c. 
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URINALYSES: 

Specific 

Gravity 

Reaction 

Albumin 

Sugar 

Acetone 

Diacetic 

August  7th,  8:30  P.  M. 

1026 

Acid 

0 

0 

4 plus 

•4  plus 

August  8th,  3:00  P.  M 

1026 

Acid 

0 

4 plus 

4 plus 

3 plus 

August  10th,  9:00  A.  M 

1025 

Acid 

0 

0 

4 plus 

4 plus 

August  11th,  9:00  A.  M. 

1025 

Acid 

0 

0 

4 plus 

4 plus 

August  12th,  9:00  A.  M 

1017 

Acid 

0 

0 

3 plus 

3 plus 

August  13th,  9:00  A.  M. 

1017 

Acid 

0 

1 plus 

3 plus 

2 plus 

August  14th,  9:00  A.  M 

1012 

Slight  Acid 

0 

0 

3 plus 

2 plus 

August  15th,  9:00  A.  M. 

1005 

Neutral 

, i 

0 

0 

Faint  trace 

0 

Blood  Examination. 

August  15th — W.  B.  C.,  5,700,  large  lymphs 
2 per  cent,  small  lymphs  18  per  cent,  polys  78 
per  cent,  Wassermann  negative. 

Progress  Notes: 

August  9th — Patient  doing  much  better  than 
I expected ; since  getting  the  glucose  has 
vomited  once  and  has  slept  well  past  two 
nights;  looks  and  feels  much  better.  Am  be- 
ginning dry  food  today. 

August  10th — Gave  glucose  gms.  100,  in- 
sulin units  50  in  575  c.c.  water  intravenously 
this  P.  M. 

August  11th — Patient  feeling  much  better, 
taking  food  and  retaining  it;  general  condi- 
tion fairly  good. 

August  13th — Patient  still  improving,  feel- 
ing better  and  has  vomited  very  few  times, 
then  only  small  amounts  of  fluid ; is  retaining 
food  and  looks  decidedly  better. 

August  14th — Patient  feeling  very  good  to- 
day but  am  giving  glucose  gms.  80,  insulin 
units  40  in  water  750  c.c.  in  vein,  hoping  this 
dose  will  entirely  relieve  the  acidosis. 

August  15th — Patient  feeling  very  good, 
still  improving;  urine  shows  no  acetone  or 
diacetic  acid. 

August  16th — Patient  feeling  tine,  sat  up  in 
chair  one  hour  this  A.  M.,  goes  home  this  P.  M. 
in  good  condition. 

With  due  credit  to  Thalheimer,  of  Mil- 
waukee, who  has  reported  several  cases  of 
pernicious  vomiting,  treated  by  glucose  and 
insulin,  I desire  to  call  attention  to  the  fact 
that  some  of  my  cases  were  treated  prior  to  his 
first  article  in  the  Journal  of  the  A.  M.  A.  I 
refer  you  to  the  aforementioned  dates.  I also 
wish  to  offer  what  I consider  an  improvement 
on  his  method  in  administering  the  glucose 
and  insulin.  He  recommends  that  the  injec- 
tions be  given  very  slowly,  over  a period  of 
three  hours  or  more,  and  that  the  insulin  be 
given  hypodermically  at  certain  intervals  after 
certain  amounts  of  glucose  have  been  injected. 


About  a year  and  a half  ago  I wrote  Dr. 
Walters,  of  Eli  Lilly  & Company,  concerning 
this  matter,  and  was  advised  to  use  one  unit  of 
insulin  for  every  two  grams  of  glucose  to  be 
given.  Since  that  time  I have  given  many 
intravenous  injections  of  glucose,  and  have 
tried  using  one  to  three,  and  one  to  two,  of 
insulin  units  to  grams  of  glucose.  I am  con- 
vinced, from  my  own  experience,  that  it  is 
better  to  use  one  unit  of  insulin  for  every  two 
grams  of  glucose.  In  addition  to  this,  I have 
found,  also,  that  it  is  much  better  to  put  the 
insulin  directly  in  the  glucose  solution. 

It  may  be  of  interest  to  some  to  state  briefly 
the  technique  I follow  in  this  work.  To  make 
a solution  for  intravenous  use  the  following 
method  is  recommended : Distilled,  filtered, 
sterile  water  the  desired  quantity;  Lilly’s  50 
per  cent,  20  c.c.  ampoules  of  sterile  glucose,  the 
desired  number,  are  thoroughly  cleansed  with 
alcohol,  broken  and  emptied  into  the  water, 
prepared  as  above ; then  the  desired  amount  of 
insulin  is  added  (one  unit  for  every  two  grams 
of  glucose).  This  mixture  is  then  filtered 
through  several  thicknesses  of  sterile  gauze 
in  order  to  be  sure  there  are  no  fine  particles 
of  glass  in  it  and,  the  temperature  of  the  solu- 
tion being  correct,  is  now  ready  for  injection. 
The  time  consumed  for  one  such  injection 
varies  slightly  with  the  amount  of  fluid  used 
but  is  usually  one  hour.  The  vein  is  never  cut 
down  upon ; the  needle,  which  should  be  rather 
small,  is  put  through  the  skin  into  the  vein 
in  the  usual  way,  the  arm  having  been  pre- 
viously cleansed  with  iodine  and  alcohol. 

By  making  a solution  of  the  glucose-insulin 
mixture  we  have,  of  course,  a solution  in  which 
there  is  a definite  proportion  of  glucose  to 
insulin  in  every  drop  of  the  solution  as  it  flows 
into  the  vein.  In  other  words,  there  is  a better 
balance  than  when  the  glucose  is  put  in  the 
vein  and  the  insulin  given  hypodermically. 
There  is  still  another  advantage;  it  is  unneces- 
sary to  consume  three  or  four  hours  to  adminis- 
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ter  the  glucose,  as  Thalheimer  advises,  though 
it  should  be  given  reasonably  slowly.  Also,  the 
patient  is  not  so  exhausted  by  this  method  of 
procedure,  and  does  not  dread  a repetition  of 
the  treatment  as  much  as  when  it  is  so  long 
drawn  out  and  when  repeated  hypodermics 
of  insulin  are  used.  Furthermore,  it  seems 
that  the  results  are  even  better  when  the  in- 
sulin is  put  in  the  glucose  solution. 

The  difficulty  has  formerly  been  to  get 

chemically  pure  glucose  and  to  get  it  sterilized 

in  solution  without  altering  its  chemical  com- 

© 

position.  The  only  objection  I find  to  the 
ampoules  is  the  size.  I hope  that  Lilly,  or 
some  other  concern,  may  decide  to  furnish 
larger  ampoules  of  this  50  per  cent  solution, 
which  might  also  reduce  the  cost  of  the  treat- 
ment. However,  I am  sure  that  nothing  so 
valuable  as  sterile  glucose  has  been  offered  the 
profession  in  recent  years,  and  I am  sure  that 
some  patients  and  babies  would  be  lost  were 
it  not  obtainable.  It  is  not  only  useful  for  this 
type  of  case,  but  also  for  many  other  condi- 
tions in  which  there  is  an  acidosis,  particular^ 
in  sui'gical  cases,  possibly  also  eclamptics. 

The  treatment  of  these  cases  by  the  usual 
methods  has  not  been  satisfactoiy.  Many 
remedies  have  been  suggested  by  as  many 
authorities,  and  many  have  been  the  failures. 
Probably  the  most  used  one  has  been  corpus 
luteum,  recommended  years  ago  by  Hirst.  My 
personal  experience  with  this  remedy  has  been 
disappointing,  though,  in  a few  instances,  it 
has  seemed  to  help  somewhat.  I have  thor- 
oughly tested  its  value  by  giving  from  two  to 
four  ampoules  daily  in  the  vein. 

My  present  method  of  treatment  is  to  put 
the  patient  in  a hospital,  immediately  give  her 
80  to  100  grams  of  glucose,  as  described  above, 
and  no  food  or  water,  by  mouth,  for  12  to  24 
hours;  at  the  end  of  this  period  allow  dry 
food ; no  water  for  one  hour  before  or  for  one 
and  one-half  hours  after  taking  food,  but 
abundant  fluids  at  other  times.  If  the  results 
of  this  treatment  are  satisfactory,  thus  far,  the 
patient  is  then  given  a very  liberal  carbohy- 
drate diet,  including  candy  if  she  so  desires. 
The  urine  frequently  shows  sugar  at  the  next 
voiding  following  the  glucose  injection,  but  it 
very  soon  disappears,  and  along  with  this  the 
acetone  and  diacetic  acid  decrease  or  disappear. 
In  fact,  the  results  we  get  in  some  of  these 
cases  are  little  short  of  miraculous.  It  may 
be  necessary  to  use  the  glucose  a second  time, 
or  even  a third,  in  some  cases,  though  one 


treatment  is  often  sufficient  to  bring:  about  a 
cure. 

There  are  several  important  points  in  the 
treatment:  First,  give  large  doses;  80  to  100 
grams  of  glucose,  as  prescribed  above,  is  the 
amount  I usually  give.  I failed  in  one  case, 
due,  I believe,  to  small  doses,  though  I carried 
her  along  for  one  month.  There  were,  how- 
ever, several  obstacles  in  the  way,  over  which, 
unfortunately,  I had  no  control.  I gave  this 
patient  glucose  and  insulin  six  times,  she  im- 
proved after  each  injection,  especially  after 
the  first,  but  I was  never,  with  my  small  doses, 
able  to  free  her  urine  of  acetone  or  diacetic 
acid.  I really  believe  large  doses,  with  the 
use  of  luminal  sodium,  which  was  not  given, 
would  have  done  the  work  for  her. 

The  three  cases  reported  were  very  severe 
ones,  especially  the  case  of  Mrs.  M.  A.  S.  She 
had  been  unable  to  retain  any  food  and  very 
little  water  for  three  weeks ; she  vomited  prac- 
tically none  after  the  first  injection. 

I desire  to  mention  one  other  remedy  which 
I have  found  more  helpful  than  anything  else 
with  the  ordinary  cases  of  vomiting  and 
nausea.  It  is  also  very  helpful  with  the 
severe  ones.  This  is  luminal  sodium,  given  in 
doses  of  one  to  one  and  a half  grains,  t.i.d., 
one  hour  before  meals,  and,  if  necessary,  one 
tablet  at  bedtime.  The  patient  is  allowed  no 
fluids  for  one  hour  before  or  for  one  hour  and 
a half  after  eating.  Plenty  of  fluid  is  allowed 
between  these  hours,  and  only  dry  food  for 
meals.  Surprisingly  good  results  are  obtained 
from  this.  In  fact,  I have  discarded  corpus 
luteum,  and  many  other  remedies,  since  I be- 
gan the  use  of  this.  When  this  fails  I send 
the  patient  to  the  hospital  for  the  glucose  and 
insulin  treatment. 

In  the  treatment  of  the  vomiting  of  preg- 
nancy I depend  chiefly  on  two  remedies,  and 
those  cases  which  I am  unable  to  cure  with 
luminal  sodium  I treat  with  glucose  and  in- 
sulin. 

Conclusions. 

I am  absolutely  certain  that  our  abortions 
for  the  pathologic  vomiting  of  pregnancy  can 
be  almost  entirely  prevented  by  the  earnest 
application  of  this  treatment. 

Be  sure  to  prepare  the  solution  with  the 
greatest  care,  using  distilled  water,  well  fil- 
tered, and  filter  through  sterile  gauze  after 
preparing. 

Occasionally  there  may  be  a chill  and  a tem- 
porary rise  of  temperature,  but  1 have  seen 
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no  harm  come  from  this  treatment.  Faulty 
technique  or  impure  solutions  might  result  in 
serious  trouble. 

The  glucose  may  be  given  in  a 5 to  10  per 
cent,  or  even  stronger,  solutions. 

Use  only  a chemically  pure  glucose,  pref- 
erably that  put  up  in  ampoules.  I have  heard 
of  one  death  which  was  probably  due  to  the 
use  of  an  impure  solution. 

Much  work  has  been  done  by  Titus  and 
others,  and  is  still  being  done,  in  the  use  of 
glucose  and  insulin.  There  is  some  question 
as  to  the  advantage  of  using  insulin  with  the 
glucose,  but  it  seems  that  if  insulin  aids  in  re- 
lieving acidosis  and  in  carbohydrate  metabol- 
ism in  diabetics  it  should  also  be  of  value  in 
cases  of  this  kind,  where  large  amounts  of 
glucose  are  put  in  the  blood  stream. 

As  a result  of  my  experience  with  these 
cases,  three  indications  stand  out  pre-emi- 
nently in  importance  in  the  order  named  : (1) 
Overcome  dehydration;  (2)  supply  carbohy- 
drates, and  (3)  relieve  nervousness  and  pro- 
duce sleep.  The  first  is  done  by  using  plentj^ 
of  water  with  the  glucose  intravenously,  by 
rectum  and  under  the  skin,  if  necessary.  The 
second  is  done  by  large  doses  of  glucose  in  the 
vein  until  vomiting  ceases  and  then  carbohy- 
drates by  mouth.  The  third  is  accomplished 
better  by  the  use  of  luminal  sodium  than  by 
any  other  remedy  I have  tried.  This  drug 
relieves  the  nervousness  and  produces  the  sleep 
which  is  so  essential  in  these  cases,  and,  until 
the  stomach  is  able  to  retain  this  drug,  I de- 
pend upon  sodium  bromide  per  rectum. 

Discussion 

Dr.  David  S.  Hillis,  Chicago,  III.: — I have  been 
very  much  interested  in  this  paper  of  Dr.  Kelly’s, 
in  which  he  has  explained  so  clearly  the  method 
that  we  have  come  to  regard  as  perhaps  the  best 
thing  that  we  have  in  the  treatment  of  these  early 
toxemias  of  pregnancy.  It  has  been  proposed  to  use 
glucose  in  all  the  toxemias  of  pregnancy,  and  later 
insulin  has  been  used  in  both  conditions,  in  addition 
to  the  glucose.  I,  for  some  time,  have  been  using 
glucose  in  the  treatment  of  both  conditions,  and  I 
found  the  glucose  itself  so  satisfactory  in  the  treat- 
ment of  the  early  toxemias  that  I began  the  addition 
of  insulin  only  rather  lately,  so  that  my  experience 
with  insulin  has  been  limited.  I have  used  glucose 
and  insulin  in  the  late  toxemias,  i.  e.,  the  eclampsias, 
of  which  we  have  a very  severe  type  at  the  hospital 
in  which  I work,  the  Cook  County  Hospital  in  Chi- 
cago. Although  I was  very  much  impressed  with  a 
few  cases  I had  in  the  beginning  of  the  series,  be- 
fore we  got  through  with  a series  of  about  thirty 
cases  we  found  that  our  mortality  was  the  same  as 
before  we  used  glucose  and  insulin.  I think  the 
method  now,  with  the  modern  preparations,  is  avail- 
able to  every  doctor  who  is  in  general  practice.  Even 
in  the  hospital  we  have  had  trouble  getting  prepara- 


tions that  we  felt  were  suitable  to  put  in  the  vein. 
Double  distilled  water  is  available  in  ampoules,  rather 
smaller  than  they  should  be,  and  glucose  is  now 
put  up  in  sterile  ampoules.  One  of  the  difficulties 
with  glucose  is  that  patients  get  reactions  from  it. 
There  has  been  question  as  to  what  strength  the 
solution  should  be. 

In  our  series  we  used  a rather  weak  solution,  five 
to  ten  per  cent  and,  in  giving  the  five  per  cent  solu- 
tion, we  had  two  fatalities.  In  corresponding  with 
some  of  the  men  who  have  done  most  of  the  work 
in  this,  we  decided  the  patients  had  been  given  too 
much  fluid.  Dr.  Titus,  who  did  some  of  the  pioneer 
work  with  glucose  in  toxemias  recommended  a 
twenty  per  cent  solution.  He  says  he  gets  less  re- 
action from  that  than  from  the  five  and  ten  per 
cent,  and  that  agrees  with  our  experience. 

I think  the  question  of  whether  or  not  insulin 
added  to  the  glucose  is  desirable  is  one  that  has 
not  been  entirely  decided.  I think  we  have  not  had 
enough  experience  to  know  whether  insulin  is  al- 
ways needed.  I see  no  objection  to  using  insulin 
if  we  always  keep  within  safe  limits.  Of  course, 
insulin  is  a very  potent  drug,  and  if  we  add  a hypo- 
glycemia to  the  difficulties  that  our  patient  already 
has,  we  shall  probably  do  more  harm  than  good.  If 
we  use  the  insulin  as  Dr.  Kelly  suggested,  there  is 
no  question  that  we  shall  stay  within  the  safe  limits, 
and  very  possibly  it  will  be  found  that  the  insulin 
with  the  glucose  is  the  best  thing  we  have  had  so 
far  in  the  treatment  of  these  early  toxemias. 


SOME  PROBLEMS  IN  THE  DIAGNOSIS 
AND  TREATMENT  OF  SIMPLE 
GOITRE." 

By  WM.  H.  HIGGINS,  M.  D.,  Richmond,  Virginia. 

Our  present  knowledge  of  the  thyroid  gland 
is  the  result  of  a century  of  study.  During 
this  period  a voluminous  literature  touching 
upon  its  various  aspects  has  given  us  a more 
intimate  understanding  of  this  gland  than  of 
any  other  member  of  the  endocrine  system.  In 
spite  of  these  intensive  studies  it  must  still  be 
admitted  that  our  conception  of  its  relation  to 
the  chemistry  and  physiology  of  the  body  is 
yet  in  its  infancy. 

From  a practical  standpoint  we  recognize 
two  distinct  dysfunctions  of  the  thyroid 
gland;  namety,  the  hyperactive  and  the  hypo- 
or  underactive  types.  The  latter  group  may 
be  still  subdivided  into  simple  goitre  and 
myxedema,  although  one  may  fade  into  the 
other.  A discussion  of  certain  phases  of  the 
simple  goitre  forms  the  basis  of  this  paper. 

Physiology 

It  is  iioav  generally  believed  that  simple  goi- 
tre is  a compensatory  hyperplasia  of  the  thy- 
roid gland  brought  about  by  certain  chemical 
changes  within  the  body  or  an  actual  deficit 

♦For  the  Medical  Department,  St.  Elizabeth’s  Hospital,  Rich- 
mond, Virginia. 

Read  before  the  Richmond  Academy  of  Medicine  and  Sur- 
gery, December  8,  1925. 


1926] 


VIRGINIA  MEDICAL  MONTHLY. 


781 


in  the  intake  of  iodine.  This  functional  un- 
deractivity  may  result  from;  first,  increased 
demands  within  the  body  for  iodine  such  as 
during  pregnancy,  lactation,  puberty,  meno- 
pause and  certain  infections;  secondly,  from  in- 
terference with  the  absorption  of  iodine  from 
the  intestinal  tract;  and  thirdly,  from  depriva- 
tion of  iodine  in  the  food  and  water.  In  other 
words  wherever  there  is  an  actual  iodine  de- 
ficit there  is  a reaction  in  the  thyroid  gland 
in  the  form  of  compensatory  enlargement.  In 
order  that  the  practical  application  of  this 
point  in  the  diagnosis  and  treatment  of  goitre 
may  be  made,  a brief  reference  to  Marine’s 
studies1  on  thyroid  physiology  may  not  be 
amiss.  As  pointed  out  by  Marine,  the  thy- 
roid is  a labile  tissue  capable  of  marked  hyper- 
plasia and  involution  in  response  to  variations 
in  functional  activity.  He  showed  that  the 
iodine  store  varies  inversely  with  the  degree 
of  active  hyperplasia  and  that  if  the  iodine 
content  was  higher  than  .1  per  cent  no  hyper- 
trophic changes  were  present.  The  cycle  of 
events  in  the  goitrous  gland  is  relatively  sim- 
ple as  is  shown  on  the  accompanying  schema. 


ing  of  iodine  which  could  be  readily  controlled 
by  giving  a few  milligrams  of  the  drug  during 
pregnancy.  In  the  light  of  these  studies  we 
are  able  to  approach  the  clinical  problems  with 
a moderate  degree  of  assurance. 

Since  the  publication  of  Marine  and  Kim- 
ball’s studies  iodine  therapy  as  a prophylactic 
and  curative  measure  has  been  popularized  to 
a degree  not  even  dreamed  of  in  the  past. 
Coincident  with  this  merited  enthusiasm,  there 
is  some  reason  to  believe  that  considerable  mis- 
understanding has  arisen  regarding  the  proper 
use  of  iodine  in  the  treatment  of  simple  goitre. 
Part  of  this  apparent  misapprehension  may  be 
due  to  the  frequent  failures  in  the  cure  of  the 
adolescent  goitre  and  to  a confusion  as  to  the 
type  of  goitre  amenable  to  iodine  treatment. 
Another  possible  source  of  error  is  the  proper 
dosage  and  length  of  time  suitable  cases  should 
be  under  treatment. 

Method  and  Limitations  of  Iodine  Therapy 

The  general  experience  of  most  clinicians  is 
that  relatively  few  adolescent  goitres  actually 
disappear  under  iodine  therapy  although  there 


, — ^atrophy 

->colloid  or  resting  stage 
, — ^atrophy 

^ yjolloid  or  resting  stage 

— hitrophy 
— >colloid  or  resting  stage 


Normal  thyroid  -^hypertrophy  —>  hyperplasia < 
Colloid'Yhyroid  — ^hypertrophy  — > hyperplasia 


Following  an  iodine  deficit,  the  thyroid 
gland  passes  through  the  stages  of  hyper- 
trophy and  hyperplasia  and  continues  in  this 
phase  until  an  adequate  supply  of  iodine  is  ob- 
tained which  immediately  produces  the  colloid 
or  resting  stage.  The  colloid  gland  is  the  con- 
dition nearest  the  normal  both  anatomically 
and  chemically  that  a gland  can  assume  which 
has  once  been  in  the  state  of  hyperplasia  and 
such  colloid  glands  are  capable  of  all  the  reac- 
tions of  a normal  gland.  Marine  has  succeeded 
in  repeating  the  cycle  of  hypertrophy,  hyper- 
plasia and  involution  many  times  experiment- 
ally on  dogs  and  has  shown  conclusively  that 
simple  goitre  is  dependent  primarily  on  an 
iodine  deficiency.  Supplementing  Halstead’s 
work  he  demonstrated  that  congenital  goitres 
were  likewise  tissue  reactions  to  a withhold- 


is  a definite  indication  for  its  use.  As  a rule 
such  goitres  are  not  seen  until  fully  developed 
and  are  often  beyond  the  curative  stage  before 
professional  advice  is  sought.  A glance  at  the 
anatomic  cycle  in  the  Marine  schema  will  show 
that  such  goitres  are  curable  only  during  the 
hypertrophic  and  hyperplastic  stages  where 
there  is  an  iodine  deficit  in  the  tissues.  After 
the  colloid  stage  is  reached  no  relief  may  be 
expected  from  iodine  except  as  a preventive 
for  further  enlargement.  There  is  good  rea- 
son on  the  other  hand  to  anticipate  satisfac- 
tory results  in  the  earliest  appearance  of  an 
enlargement,  particularly  noticeable  during 
menstruation,  pregnancy  and  lactation.  As  it 
is  impossible  to  clearly  differentiate  the  hyper- 
plastic from  the  resting  or  colloid  state  in  the 
majority  of  adolescent  goitres  the  judicious 
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use  of  iodine  should  be  tried  with  the  hope  of 
at  least  preventing  an  additional  enlargement. 
On  account  of  the  functional  under-activity  of 
the  gland  during  pregnancy  there  is  sufficient 
basis  for  the  belief  that  iodine  at  this  time, 
even  in  the  absence  of  any  hyperplasia  would 
be  beneficial  to  the  mother  as  well  as  the 
foetus.  It  has  been  clearly  demonstrated  that 
goitrous  pups  can  be  prevented  by  administra- 
tion of  iodine  to  the  mother  showing  evidence 
of  goitre. 

The  second  source  of  misapprehension  is  the 
type  of  goitre  amenable  to  iodine  treatment. 
Before  a working  classification  of  goitre  was 
formulated,  iodine  was  given  in  some  form  to 
all  types  regardless  of  age  or  symptomatology. 
The  brilliant  results  obtained  in  one  case 
naturally ' prompted  the  physician  to  use  it  in 
all  similar  or  near  similar  conditions.  The  dis- 
astrous results  of  such  therapeutic  reasoning 
robbed  the  drug  of  its  popularity  and  there 
came  a period  of  skepticism  in  regard  to  its  use 
in  any  type. 

Types  of  Goitres 

Shortly  after  the  publication  of  Mariners 
studies  on  simple  goitre,  Plummer  and  others 
demonstrated  an  iodine  deficit  in  exophthalmic 
goitre  in  which  brilliant  results  followed  the 
administration  of  the  drug.  The  indications 
for  its  use  in  this  type  are  well  understood 
and  need  no  further  comment  than  to  state 
that  fully  90  per  cent  of  exophthalmic  goitres 
are  rendered  temporarily  quiescent  by  the  ad- 
ministration of  some  form  of  iodine.  Un- 
fortunately a third  type  of  goitre  similar  in 
many  respects  to  both  of  these  remains  on 
which  iodine  not  only  has  no  favorable  in- 
fluence but  frequently  converts  a latent  cell 
group  into  a highly  toxic  adenoma.  It  is  in 
tlijs  form  of  adenomatous  goitre  that  the  great- 
est danger  lies  in  the  use  of  iodine.  This  type 
is  the  result  usually  of  groups  of  undeveloped 
thyroid  cells  which  from  increased  functional 
activity  of  the  gland  develop  into  adenomata. 
They  are  variable  in  size  and  number  and 
often  are  present  in  the  simple  adolescent  goi- 
tre. During  the  early  years  of  its  existence  no 
symptoms  are  present  and  outwardly  varies 
little  in  its  appearance  from  colloid  goitre. 
Should  toxic  features  arise,  it  is  as  a rule  only 
after  many  years  of  enlargement  of  the  gland 
and  so  the  patients  are  generally  past  the  age 
of  thirty. 


It  is  generally  accepted  that  the  majority  of 
simple  goitres  disappear  spontaneously  by  the 
twenty-fifth  year.  Those  which  remain  are 
prone  to  harbor  nests  of  latent  adenomatous 
cells  which  are  often  inactivated  by  the  ad- 
ministration of  iodine  resulting  in  the  state  of 
toxic  adenoma.  The  recognition  of  this  type 
is  at  times  difficult  as  it  may  clinically  simulate 
either  of  the  other  forms.  The  facts  that  it  is 
uncommon  during  adolescence  and  is  gradual 
in  its  onset  are  helpful  guides  in  its  differen- 
tiation. In  view  of  its  frequency  after  the 
age  of  thirty,  it  is  doubful  whether  iodine 
should  be  used  in  the  treatment  of  adolescent 
goitre  beyond  the  twenty-fifth  year  and  should 
be  used  only  in  small  amounts  before  that 
period.  This  conclusion  is  reached  by  the  re- 
sults of  widespread  commercial  and  profes- 
sional uses  of  iodine  in  the  prophylactic  cam- 
paign against  the  development  of  goitre. 

In  1917  Kimball  began  the  routine  admin- 
istration of  iodine  in  the  goitre  district  around 
Cleveland.  In  a recent  report2  of  this  measure, 
he  stated  that  in  a series  of  2,659  cases  of  hy- 
perthyroidism  treated  by  him  during  the  fol- 
lowing four  years,  there  were  309  in  which  it 
appeared  that  the  symptoms  of  hyperthy- 
roidism had  been  precipitated  by  the  use  of 
iodine.  All  of  these  patients  were  past  forty 
years  of  age  and  in  each  case  the  gland  was 
clinically  or  microscopically  adenomatous.  Of 
this  number  2 per  cent  had  used  iodized  salt, 
12  per  cent  had  taken  self  medication  and  86 
per  cent  had  received  iodine  from  their  phy- 
sicians. The  gravity  of  this  situation  is  further 
borne  out  by  the  experiences  of  clinics  in  vari- 
ous sections  of  the  country.  The  following 
personal  communications  reflect  the  present 
status  of  iodine  therapy : 

Dr.  Geo.  W.  Crile3,  of  Cleveland,  writes: 
“We  have  never  seen  such  a series  of  induced 
toxic  adenomas  as  we  have  had  during  the 
past  eighteen  months.  This  has  resulted  from 
the  injudicious  use  of  Lugol’s  solution  and 
iodized  salt  as  well  as  syrup  of  ferrous  iodide 
in  cases  of  simple  adenoma  without  symp- 
toms.” 

Dr.  Willard  Bartlett3,  of  St.  Louis,  states: 
“I  am  more  and  more  perplexed  by  the  in- 
creasing number  of  toxic  adenoma.  So  far  as 
I can  see,  the  very  general  use  of  iodine  is  re- 
sponsible for  the  onset  of  toxicity  in  very  many 
of  these  patients  whose  goitres  apparently 
were  quite  benign  until  they  began  to  take  this 
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Incidence  of  simple  goitre  in  Virginia.  Plus  (+)  indicates  unusual  frequency,  plus — minus  (+)  mod- 
erately prevalent,  and  zero  (0)  only  an  occasional  case.  These  results  were  compiled  by  State  Board  of 
Health  and  are  reproduced  through  the  courtesy  of  Dr.  Ennion  G.  Williams,  Commissioner  of  Health,  of 
Virginia. 


drug  independently  or  at  the  suggestion  of 
some  physician  unable  to  make  a differential 
diagnosis  of  the  variety  of  goitre  present.” 

Dr.  Frank  Lahey3,  of  Boston:  “We  rarely 
see  a thyroid  now  that  has  not  been  on  fairly 
large  doses  of  iodine  and  we  feel  quite  sure 
there  is  an  increase  of  the  toxic  adenoma  from 
this  cause.  I do  not  believe  the  small  prophy- 
lactic doses  produce  the  toxicity  but  large  and 
persistent  doses.” 

Dr.  Dean  Lewis3,  of  Baltimore : “It  seems  to 
me  that  there  has  been  an  increasing  number 
of  toxic  adenomas  appearing  during  the  last 
few  months.  Physicians  do  not  have  clearly 
in  mind  what  they  are  dealing  with  and  give 
iodine  to  those  cases  which  are  undoubtedly 
made  worse.” 

The  third  problem  in  the  treatment  of  suit- 
able types  of  goitre  is  the  dosage  and  method 
of  iodine  administration.  Unquestionably 
there  has  been  an  universal  tendency  to  over- 
dosage. Although  some  persons  apparently 
have  a relative  immunity  to  iodine,  others  de- 
velop toxic  symptoms  on  minute  doses  over  a 
short  period  of  time.  Kimball  has  reported 
the  initiation  of  hyperthyroidism  in  an  adult 
following  the  administration  of  one-half  of  a 
grain  of  iodine  daily  for  one  hundred  days. 
It  is  generally  considered  that  10  mg.  daily  for 
short  periods  should  be  the  maximum  adult 
dose  and  a corresponding  reduction  for  chil- 
dren. Long  standing  benign  goitres  in  adults 
after  the  twenty-fifth  year  should  receive  no 
iodine  at  all  and  extreme  caution  should  be 


exercised  with  all  persons  over  twenty.  Clini- 
cal evidences  of  an  adenomatous  goitre  ab- 
solutely contraindicate  its  use  at  any  age  but 
fortunately  such  types  are  rare  under  thirty 
when  iodine  is  most  frequently  prescribed. 

Educational  Propaganda 

The  prophylactic  treatment  of  simple  goitre 
as  given  by  Marine  and  Kimball  has  proven 
eminently  satisfactory  so  far  as  children  and 
young  adults  are. concerned.  Entire  communi- 
ties have  been  practically  relieved  of  what  was 
previously  an  ever  present  menace  in  the  sec- 
tions where  there  was  an  iodine  deficit.  The 
only  debatable  point  has  been  the  best  method 
of  distributing  the  necessary  amount  of  iodine. 
The  most  effective  measure  has  apparently 
been  the  intensive  campaign  devoted  exclu- 
sively to  children  of  school  age  in  the  goitrous 
districts.  By  this  method  the  adult  popula- 
tion was  not  iodized  and  there  were  no  un- 
favorable reports  of  induced  hyperthyroidism. 
These  widespread  measures,  however  com- 
mendable they  may  be  in  themselves,  have  en- 
couraged a form  of  self  medication  which  has 
reached  a point  of  at  least  potential  danger. 
Newspapers  and  magazines  have  so  frequently 
published  articles  on  iodine  and  goitre  that  the 
laity  has  come  to  consider  one  a cure  for  the 
other.  Patent  medicine  concerns  have  taken 
advantage  of  this  propaganda  and  have  sup- 
plied the  public  with  various  iodine  compounds 
for  the  cure  of  goitre  without  regard  to  its 
type. 
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It  would  seem  from  these  observations  that 
a well  directed  educational  compaign  on  the 
part  of  the  medical  profession  is  imperative. 
It  is  reasonably  clear  that  a large  majority  of 
physicians  are  either  failing  to  differentiate 
the  various  types  of  goitre  or  are  entirely  too 
lax  in  the  administration  of  iodine.  Our  State 
Board  of  Health  has  sent  out  a creditable 
Bulletin4  on  simple  goitre  but  unfortunately  it 
leaves  the  reader  with  the  impression  that 
iodine  medication  is  often  a life  long  necessity 
especially  in  those  cases  showing  the  symptoms 
of  extreme  nervousness.  The  public  should  be 
taught  that  iodine  is  not  a harmless  drug  and 
that  even  in  minute  quantities  it  may  convert 
a simple  adenoma  into  a toxic  goitre.  Iodized 
salt  which  is  now  so  commonly  used  contains 
only  .01  per  cent  of  iodine  but  no  less  an 
authority  than  Kimball  believes  that  it  may 
precipitate  a thyrotoxicosis  and  has  recently 
reported  a case  to  that  effect. 

In  conclusion,  may  I add  that  the  medical 
treatment  of  simple  goitre  consists:  first,  in  a 
careful  selection  of  cases  with  due  regard  to 
age;  second,  the  use  of  minute  quantities  of 
iodine  over  short  periods  of  time,  and  third, 
the  necessity  of  close  observation  throughouf 
this  period. 

References 

1.  Marine,  David:  The  Importance  of  Our  Knowledge 

of  Thyroid  Physiology  in  the  Control  of  Thy- 
roid Diseases.  Arch.  Int.  Med.  Vol.  XXXII, 
Dec.,  1923,  p.  811. 

2.  Kimball,  O.  P.:  Induced  Hyperthyroidism.  J.  A. 

M.  A.,  Vol.  LXXXV,  Nov.,  1925,  p.  1709. 

3.  Personal  Communications.  December,  1925. 

4.  Simple  Goitre.  Virginia  Health  Bulletin,  Vol. 

XVII,  November,  1925. 

Medical  Arts  Building. 


THE  SURGICAL  TREATMENT  OF  NON 
PARALYTIC  STRABISMUS.* 

By  JOHN  H.  DUNNINGTON,  M.  D„  New  York  City. 

Before  considering  the  surgical  aspect  of 
this  subject,  let  me  remind  you  that  many 
cases  of  strabismus  respond  satisfactorily  to 
conservative  treatment.  This  treatment  con- 
sists in  the  correction  of  the  refractive  error: 
the  development  of  vision  in  the  squinting  eye ; 
and  the  use  of  orthoptic  exercises.  The  earlier 
this  treatment  is  started,  the  greater  the  chance 
for  success;  however,  there  are  cases  in  which 
these  measures  fail  and  it  is  to  the  correction 
of  these  that  I wish  to  direct  your  attention. 
No  case  should  be  considered  surgical  until  a 

•Read  before  the  Richmond  Society  of  Ophthalmology  and 
Oto- Laryngology,  May  18,  1925. 


thorough  trial  of  these  conservative  methods 
has  convinced  you  that  in  surgery  lies  the  only 
relief.  With  this  conviction  before  you  the 
decision  of  when  and  how  to  operate,  must  be 
reached. 

The  Time  of  Operation 

For  years  this  has  been  a mooted  question 
and  it  still  remains  one  in  which  there  is  a 
great  diversity  of  opinion.  The  pros  and  cons 
of  this  subject  are  familiar  to  all  of  you.  My 
opinion  can  not  be  better  expressed  than  in 
the  words  of  Duane1  who  in  1910  said,  “our 
decision  once  made,  I see  no  reason  for  waiting. 
Usually  the  longer  we  wait  the  more  unfavor- 
able for  operating  the  conditions  become.  To 
let  a child  go  on  for  years  with  a convergent 
squint,  simply  because  in  a small  percentage 
of  cases  the  operation  for  remedying  the  con- 
dition turns  out  ill,  seems  to  me  ill  advised 
timidity.” 

The  Choice  of  Operation 

The  intelligent  selection  of  the  type  of 
operative  procedure  indicated  in  strabismus 
requires  a knowledge  of  its  etiology. 

A lateral  strabismus  may  result  from: 

1.  A paresis  or  a spasm  of  one  of  the  extra- 
ocular  muscles. 

2.  An  anomaly  of  divergence. 

3.  An  anomaly  of  convergence. 

4.  A combination  of  any  two  or  all  three 
of  these  conditions. 

It  is  necessary  to  tell  which  one  of  these  fac- 
tors is  at  fault  and  for  this  differentiation  we 
must  know : 

1.  The  motility  of  the  eyes  in  the'  six  diag- 
nostic positions  of  gaze. 

2.  The  amount  of  deviation  at  twenty  feet 
and  at  thirteen  inches. 

3.  The  near  point  of  convergence. 

Normal  motility  of  the  eyes  in  the  six  diag- 
nostic positions  of  gaze  rules  out  any  paresis 
of  the  extra-ocular  muscles.  Since  lateral 
squints  are  sometimes  caused  bv  a paresis  of 
one  of  the  vertical  muscles  it  is  important  to 
make  the  patient  move  the  eyes  in  all  six  direc- 
tions of  gaze.  The  most  common  example  of 
this  type  of  case  is  a convergent  squint  result- 
ing from  a congenital  paresis  of  a superior 
rectus.  Here  the  diplopia  caused  by  the  pare- 
tic superior  rectus  is  readily  ignored  when  a 
secondary  spasm  of  convergence  makes  the 
images  have  a wide  lateral  separation.  Nature 
by  superimposing  this  convergence  spasm  gives 
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relief  from  the  vertical  diplopia.  The  conver- 
gent strabismus  may  so  overshadow  the  verti- 
cal deviation  that  the  latter  is  entirely  over- 
looked. Unless  the  vertical  error  is  corrected, 
anjr  operative  procedure  aiming  at  removal  of 
the  lateral  squint  will  result  in  only  a tem- 
porary improvement.  The  vertical  diplopia 
will  still  be  present  and  will  cause  a recurrence 
of  the  lateral  deviation. 

Estimation  of  the  amount  of  deviation  pres- 
ent at  both  twenty  feet  and  thirteen  inches 
tells  us  whether  the  squint  has  been  caused  by 
an  anomaly  of  divergence  or  convergence.  A 
deviation  most  pronounced  at  twenty  feet 
means  primarily  an  anomaly  of  the  diverging 
power,  whereas  one  that  is  greatest  at  thirteen 
inches  denotes  an  error  of  convergence.  The 
estimation  of  the  amount  of  strabismus  present 
at  both  distances  can  best  be  done  by  the  screen 
test.  By  this  simple  test  it  is  easy  to  measure 
any  deviation  (heterophoria  or  squint)  except 
one  occurring  in  a patient  who  has  lost  the 
power  of  central  fixation  in  one  eye.  Here 
we  can  only  get  an  approximate  idea  of  the 
amount  of  deviation  by  the  cruder  methods, 
e.  g .,  Hirschberg’s  corneal  reflex  test  or  the 
perimeter  test.  Usually  when  such  a high  de- 
gree of  amblyopia  is  present  the  squint  is  con- 
stant and  approximately  the  same  for  both  dis- 
tance and  near. 

The  patient’s  ability  to  converge  is  best  de- 
termined by  a careful  estimation  of  the  near 
point  of  convergence.  It  is  not  uncommon  in 
divergent  strabismus  to  find  a normal  near 
point  of  convergence,  showing  that  the  diver- 
gence is  not  the  result  of  any  weakness  of  con- 
vergence but  has  been  caused  by  an  over  active 
power  of  divergence.  In  convergent  squint  a 
spasmodic  inshoot  of  one  eye  on  taking  the 
near  point  of  convergence  indicates  a spasm  of 
convergence.  I find  the  most  satisfactory  test 
object  for  this  test  to  be  a dimmed  ophthalmo- 
scope light,  e.  g .,  the  May  ophthalmoscope 
with  its  head  and  cap  removed,  and  the  light 
at  its  lowest  intensity. 

Duane2  has  taught  us  that  most  lateral  devia- 
tions begin  as  an  anomaly  of  convergence  or 
of  divergence  and  that  having  started  in  this 
wray  they  gradually  become  constant  through  a 
secondary  involvement  of  the  originally  un- 
affected power.  Worth,3  on  the  other  hand, 
contends  that  the  deviation  is  the  direct  result 
of  a defective  power  of  fusion.  It  is  possible 
that  both  factors  enter  into  the  production  of 


a squint  but  I believe  the  predominant  cause 
to  be  a dysfunction  of  the  converging  or  di- 
verging power.  Therefore,  the  type  of  opera- 
tion employed  will  depend  not  so  much  upon 
the  direction  of  the  deviation  as  on  its  essen- 
tial nature. 

.V  non-paralytic  divergent  strabismus  may 
be  caused  by  a divergence  excess  or  conver- 
gence insufficiency.  In  divergence  excess,  the 
convergence  near  point  is  normal  and  the 
deviation  most  pronounced  at  twenty  feet. 
Here  the  operation  indicated  is  a complete 
tenotomy  of  one  or  both  external  recti ; usually 
both  externi  have  to  be  completely  tenotomized 
to  produce  a satisfactory  correction.  An  im- 
mediate over-correction  of  at  least  fifteen 
prism  degrees  is  desirable.  If  the  divergence 
is  most  pronounced  at  close  range  and  there 
is  an  inability  to  converge,  some  form  of 
shortening  of  the  internus  must  be  used.  When 
the  squint  is  the  same  for  both  twenty  feet 
and  thirteen  inches,  a combination  of  a tenot- 
omy of  an  external  rectus  and  a shortening  of 
an  internal  rectus  should  be  advised,  as  the 
patient  now  has  both  a divergence  excess  and 
a convergence  insufficiency. 

Non-paralytic  convergent  squints  are  caused 
b}^  either  an  excessive  power  of  convergence  or 
an  underactive  divergence.  Convergence  ex- 
cess shows  practically  normal  distance  findings 
but  a squint  at  close  range.  When  such  are 
our  findings  and  there  is  no  refractive  error 
(hyperopia)  to  account  for  the  squint,  the 
operation  to  be  used  is  a weakening  of  an  in- 
ternus. Most  convergent  squints  begin  in  this 
manner  but  occasionally  they  start  as  a di- 
vergence insufficiency  with  an  inward  devia- 
tion for  distance  but  none  for  near.  The  ex- 
terni must  be  shortened  to  correct  this  type 
of  squint.  F requently,  however,  we  are  con- 
fronted with  a squint  that  is  equal  in  amount 
at  both  twenty  feet  and  thirteen  inches  and 
uninfluenced  bv  the  proper  refraction,  then  we 
must  resort  to  the  combined  operation  of 
shortening  an  externus  and  weakening  an  in- 
ternus. 

With  such  different  etiological  factors  en- 
tering into  the  production  of  a squint,  it  is  evi- 
dent why  no  one  operation  is  suitable  for  all 
cases.  In  general,  our  operative  procedure 
consists  either  in  strengthening  or  in  weaken- 
ing a muscle.  There  are  numerous  methods 
in  vogue  to  accomplish  this  end,  and  each 
operator  considers  t hat  his  is  the  only  satis- 
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factory  technique  to  follow.  This  is  not  true 
for  good  results  can  be  accomplished  by  the 
use  of  any  one  of  several  techniques. 

The  two  methods  of  strengthening  a muscle 
with  which  I have  had  personal  experience  are 
Wootton’s  modification  of  Worth’s  advance- 
ment and  Reese  s resection.  Either  procedure 
works  well  but  I prefer  the  resection  because, 
it  is  simple  and  easy  and  does  not  leave  a lump 
of  tissue  at  the  limbus  which  after  an  advance- 
ment persists  for  many  weeks.  Furthermore, 
I believe  a resection  corrects  as  much  devia- 
tion as  an  advancement.  Tendon  tucking  has 
its  advocates  but  I can  see  no  reason  why  the 
piece  of  tendon  which  is  overlapped  should 
not  be  excised  and  the  cut  ends  sutured  to- 
gether. 

To  weaken  the  action  of  a muscle  we  have 
tln-ee  procedures  to  choose  from : 

1.  Complete  tenotomy. 

2.  Incomplete  tenotomy. 

3.  Recession. 

I reserve  the  complete  tenotomy  for  use  on 
the  external  rectus.  In  divergence  excess  it  is 
ideal  and  I see  no  reason  to  fear  a complete 
severance  of  this  muscle  providing  its  lateral 
attachments  are  not  unnecessarily  disturbed. 
It  is  unwise  completely  to  tenotomize  an  in- 
terims because  a secondary  divergent  squint  is 
liable  to  occur.  Should  it  appear,  a reattach- 
ment of  the  muscle  previously  tenotomized, 
while  slightly  more  difficult,  usually  results  in 
a satisfactory  correction. 

Incomplete  tenotomy  has  been  used  for  years 
with  fair  success.  It  is  practical^  always 
done  on  the  internal  rectus.  There  are  many 
ways  of  incompletely  tenotomizing  a muscle 
but  the  one  I have  found  most  practical  con- 
sists in  severing  all  but  the  uppermost  and 
lowermost  strands  of  the  tendon.  The  diffi- 
culty lies  in  judging  just  how  many  fibres  have 
to  be  left  to  prevent  a partial  paralysis  of  the 
muscle.  The  tendency  has  been  to  push  the 
tenotomy  too  far  in  order  to  increase  the  ef- 
fect. If  this  is  done  we  are  likely  to  get  a 
destruction  of  the  power  of  convergence, 
limited  inward  movement,  a sinking  of  the 
caruncle  and,  in  time,  a secondary  divergent 
squint. 

Since  Jameson4  in  1922  called  our  attention 
to  the  recession,  it  has  been  hailed  as  the  opera- 
tion above  all  others  to  be  used.  The  operation 
consists  in  a complete  tenotomy  plus  scleral 
anchorace.  The  muscle  attachment  is  com- 


pletely severed  and  reattached  to  the  scleral 
coat  by  means  of  sutures.  Jameson  in  the  de- 
scription of  his  operation  after  freeing  the 
muscle  uses  three  sutures  to  anchor  the  ten- 
don to  the  sclera.  Agatston5  and  others  have 
used  a single  stitch  in  the  recession.  I have 
employed  a single  double  armed  suture  to  fas- 
ten the  muscle  to  the  sclera  using  practicalllv 
the  same  technique  as  Agatston’s.  The  only 
difference  is  that  I prefer  to  close  the  con- 
junctival wound  with  interrupted  sutures.  My 
suture  in  the  sclera  is  brought  out  through  the 
conjunctiva  several  millimeters  from  the  cut 
edge  and  tied,  then  the  conjunctival  wound  is 
sutured  independently.  This  technique  I be- 
lieve gives  better  apposition  of  the  conjunctival 
edges  and  thereby  promotes  healing  by  pri- 
mary intention.  The  needles  are  small,  sharp 
and  full  curved,  twisted  silk  Nos.  1 and  2 is 
used.  As  the  sclera  is  less  then  1 m.m.  thick 
at  this  point,  the  sutures  must  be  placed  super- 
ficially in  it.  This  is  accomplished  by  keeping 
the  point  of  needle  visible  at  all  times;  the 
importance  of  this  manoeuvre  Jameson  has 
stressed. 

The  indications  for  recession  are  the  same 
as  those  for  tenotomy.  It  simply  gives  us  a 
safer  way  to  weaken  a muscle  without  paralyz- 
ing it.  Since  a paresis  practically  never  fol- 
lows a complete  tenotomy  of  an  external  rec- 
tus, I have  used  the  recession  only  in  conver- 
gent strabismus.  I have  substituted  it  for  the 
less  accurate  guarded  tenotomy  and  feel  that 
with  it  we  can  be  surer  of  our  results.  It  has 
its  limitations  as  well  as  its  usefulness  and  I 
can  not  agree  with  the  enthusiasts  who  now 
see  no  reason  for  ever  using  any  other  opera- 
tive procedure.  I believe  that  if  the  attach- 
ment of  a tendon  is  receded  more  than  4 m.m. 
there  is  a genuine  likelihood  of  a resultant 
partial  paralysis  of  that  muscle.  F urthermore, 
I doubt  if  we  will  ever  be  able  to  say  that  for 
every  m.m.  of  recession  we  will  invariably  get 
so  many  degrees  of  correction. 

Operative  Results 

Fifteen  years  ago  Duane1  said,  “No  one  can 
predict  with  certainty  what  the  ultimate  result 
of  a tenotomy  or  an  advancement  is  going  to 
be  although  in  most  cases  we  can  form  a pretty 
fair  idea.  We  should  have  this  tendency  to 
remote  failure  in  mind  and  try  to  obviate  it  by 
shaping  our  operation  accordingly.  But  in 
anv  event  we  should  not  be  deterred  from 
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operating  through  dread  of  these  remote  ill 
consequences,  which  occur  but  rarely,  and  can 
almost  always  be  remedied.”  This  is  a con- 
servative statement  of  the  operative  prognosis. 
The  results  seem  to  justify  a more  optimistic 
outlook  for  the  percentage  of  failures  is  ex- 
tremely small.  It  is  impossible  to  predict  with 
certainty  that  one  operation  will  entirely  cor- 
rect a deviation  for  it  may  be  necessary  to  re- 
peat the  procedure.  However,  if  the  proper 
type  of  operation  has  been  chosen  we  can  pro- 
ceed with  confidence  and  with  the  knowledge 
that  the  deviation  can  be  removed.  Post- 
operative diplopia  strikes  fear  in  the  hearts 
of  many  ophthalmologists.  It  does  occur  but 
usually  is  transitory  and,  if  permanent,  rarely 
causes  the  patient  much  annoyance.  We  can 
avoid  most  post-operative  diplopia  by  not 
tenotomizing  so  freely  that  we  produce  a 
paralysis  of  that  muscle.  We  must  not  be 
contented  with  eyes  that  appear  straight  in 
the  primary  position  but  manifest  a decided 
limitation  of  movement  in  certain  directions 
of  gaze.  We  must  preserve  the  power  of  con- 
vergence and  prevent  a retraction  of  the 
caruncle.  Abolition  of  convergence  will  cer- 
tainly follow  indiscriminate  tenotomy  of  the 
internal  rectus.  Before  deciding  upon  the  re- 
sult of  our  operative  endeavor,  it  is  well  to 
measure  the  amount  of  residual  squint  for  dis- 
tance and  near,  and  carefully  note  the  inward 
movement  of  the  operated  eye  both  in  con- 
vergence and  in  adduction.  Look  with  suspi- 
cion on  any  case  left  with  a poor  power  of 
convergence,  for,  in  time  a secondary  diver- 
gence is  likely  to  occur. 

Summary 

The  early  correction  of  a squint  is  advisable ; 
if  possible  remove  the  deviation  before  it  be- 
comes constant,  i.  e .,  while  it  is  still  periodic. 
Use  whatever  means  are  necessary  to  accom- 
plish this  end.  Operate  when  indicated  regard- 
less of  the  age.  No  one  operative  procedure  is 
ideal  for  all  cases.  The  selection  of  the  type 
of  operation  indicated  is  made  by  estimating: 

(a)  The  amount  of  deviation  present  at 
both  twenty  feet  and  thirteen  inches. 

(b)  The  near  point  of  convergence. 

(c)  The  motility  of  the  eyes  in  the  six  car- 
dinal directions  of  gaze. 

The  operative  techniques  which  the  writer 
has  found  most  satisfactory  are : 

(a)  Reese  resection  where  an  increase  in 
function  of  any  of  the  recti  is  desired. 


(b)  A recession  when  a decrease  in  function 
of  the  internal  rectus  is  wanted. 

(c)  An  open  complete  tenotomy  when  the 
external  rectus  is  to  be  weakened. 
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PATHOLOGY  OF  HEART-PAIN.* 

By  JAMES'  A.  WILKINS,  M.  D.,  Norfolk,  Va. 

Owing  to  the  fact  that  the  underlying 
pathology  of  heart-pain  is  so  manifold,  the 
anatomic  diagnosis  of  the  cause  of  this  condi- 
tion is  difficult  in  many  instances,  even  when 
the  internist  is  well  acquainted  with  the 
pathologic  changes  that  occur  in  the  heart  and 
blood  vessels.  Since  heart-pain,  either  with 
or  without  hypertension,  usually  gives  few 
clinical  signs,  the  electrocardiogram  and 
Roentgen-ray  are  often  of  value  in  diagnosis 
and  prognosis.  The  diagnosis  of  heart  dis- 
ease cannot  always  be  made  on  the  presence 
of  a murmur  alone,  nor  does  the  absence  of  a 
murmur  exclude  cardiac  pathology.  Of  the 
many  patients  with  marked  cardiac  hyper- 
trophy and  hypertension,  relatively  few  show 
a heart  murmur  on  examination.  It  has  been 
stated  that  the  study  of  a group  of  such  pa- 
tients in  the  stage  of  heart  failure  has  shown 
that  50  per  cent  have  no  constant  murmurs. 
It  is  a well-known  fact  that  if  we  were  to  rely 
on  the  presence  of  murmurs  alone,  true  heart 
disease  would  often  be  overlooked.  In  these 
cases  the  electrocardiogram  may  indicate 
pathologic  changes  in  the  heart  muscle,  such 
as  diffuse  fibrosis,  resulting  in  an  abnormal 
conduction  of  the  impulse.  However,  the  most 
important  thing  is  a careful  history  and  physi- 
cal examination,  with  a sufficient  period  of 
study  before  the  final  diagnosis  and  prognosis 
are  made.  The  electrocardiogram  cannot  take 
the  place  of  that.  In  addition  to  the  history, 
the  physical  examination,  and  the  period  of 
observation,  it  is  essential  that  the  examining 
physician  has  had  his  share  of  experience  with 
heart  cases,  and  sufficient  common  sense  to  ad- 
vise his  patient  intelligently,  and  not  be  mis- 
led by  an  elaborate  electrocardiographic  report 
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indicating  a bad  prognosis,  for  this  machine 
is  not  infallible  in  its  present  state  of  develop- 
ment. A brief  review  of  the  more  common 
pathology  causing  heart-pain  follows : 

Clinically,  heart-pain  is  almost  invariably 
associated  with  coronary  arteriosclerosis.  In  a 
review  of  86  cases  of  coronary  sclerosis,  both 
clinically  and  at  autopsy,  by  Willius  at  the 
Mayo  Clinic,  the  following  points  of  interest 
were  brought  out : 

First,  that  in  these  86  cases,  typical  angina 
pectoris  occurred  in  24  per  cent.  This  type 
included  those  patients  in  which  attacks  of 
retrosternal  pain  were  induced  by  cardiac 
strain.  The  seizures  were  usually  of  short 
duration,  and  they  were  generally  relieved  by 
rest  or  nitrites.  The  average  coronary  sclerosis 
in  this  group  was  very  marked  (3  plus  on  the 
basis  of  4),  and  in  66  per  cent  of  the  cases 
some  of  the  coronary  vessels  were  completely 
occluded.  In  14  per  cent  myocardial  infarc- 
tion had  occurred.  Besides  coronary  sclerosis, 
19  per  cent  of  the  patients  had  syphilitic 
aortitis,  one  had  an  aneurysm  of  the  root  of 
the  aorta,  and  another  had  a diffuse  aneurysm 
of  the  aortic  arch. 

The  second  group  of  the  86  cases  of  coronary 
sclerosis  was  classified  as  atypical  angina  pec- 
toris. By  this  is  meant  a syndrome  consisting 
of  attacks  of  pain  induced  by  heart  strain  and 
usually  located  in  the  upper  abdomen.  These 
symptoms  may  lead  to  confusion  with  surgical 
diseases  of  the  abdomen  requiring  surgical 
treatment.  Atypical  angina  occurred  in  about 
2 per  cent  of  the  cases. 

The  third  group  was  that  of  progressive 
myocardial  failure.  It  was  characterized  by 
the  absence  of  pain  and  the  presence  of  the 
ordinary  symptoms  of  a failing  heart,  such  as 
dyspnea,  orthopnea,  cyanosis,  cough,  and 
anasarca.  This  syndrome  occurred  in  26  per 
cent  of  the  cases.  The  average  coronary  sclero- 
sis in  this  group  was  moderate  (2  plus),  and 
coronary  occlusion  occurred  in  only  23  per  cent. 
Myocardial  infarction  was  present  in  14  per 
cent  of  these  cases. 

The  fourth  group  was  that  of  angina  pec- 
toris associated  with  progressive  myocardial 
failure.  In  this  group  the  symptoms  of  a 
failing  heart  were  present  in  addition  to  typi- 
cal attacks  of  angina  pectoris.  The  syndrome 
occurred  in  8 per  cent  of  the  86  autopsies.  The 
average  degree  of  coronary  sclerosis  in  this 
group  was  marked  (3  plus),  and  the  incidence 
of  occlusion  was  high  (57  per  cent).  Infarc- 
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tion  of  the  myocardium  occurred  in  only  14 
per  cent  of  the  cases. 

The  fifth  group  of  the  86  patients  with 
coronary  arteriosclerosis  was  that  of  occult  or 
clinically  unrecognized  coronary  sclerosis.  In 
40  per  cent  of  the  cases  coming  to  autopsy,  the 
diagnosis  of  coronary  sclerosis  was  not  made 
by  the  clinician.  A large  majority  of  these 
patients  were  old,  they  had  no  cardiac  symp- 
toms, and  the  coronary  sclerosis  was  a mani- 
festation of  advancing  years.  This  finding  in- 
dicates the  importance  of  appreciating  the  fact 
that  a considerable  degree  of  coronary  sclerosis 
may  exist  with  relatively  little  cardiac  insuffi- 
ciency or  other  evidence  of  organic  heart  dis- 
ease. The  average  degree  of  coronary  sclerosis 
was  moderate  (2),  and  occlusion  occurred  in 
only  15  per  cent  of  the  patients,  the  lowest 
incidence  in  any  of  the  five  groups. 

In  conclusion,  the  pathology  of  three  serious 
heart  conditions  will  be  mentioned  briefly,  for 
these,  in  addition  to  coronary  sclerosis  of  what- 
ever cause,  are  responsible  for  heart-pain  in 
the  great  majority  of  adults  when  there  is  an 
organic  basis  for  cardiac  symptoms. 

The  first  is  syphilitic  aortitis,  which  as  a 
rule  is  revealed  clinically  by  a faint  systolic 
blow  over  the  aortic  area.  This  murmur  can 
generally  be  heard  best  at  the  end  of  forced 
expiration  when  the  patient  is  recumbent.  At 
least  three  pathologic  processes  resulting  from 
syphilis  may  cause  this  murmur.  It  may  be 
due  to  sclerotic  plaques  in  the  root  of  the 
aorta;  it  is  sometimes  caused  by  an  organic 
dilatation  of  the  aortic  ring,  as  a part  of  the 
process  of  diffuse  dilatation  of  the  aorta,  which 
almost  invariably  occurs  in  cardiovascular 
syphilis;  or  it  may  at  times  result  from  syphi- 
litic thickening  of  the  aortic  leaflets.  In  pa- 
tients with  cardiovascular  syphilis  of  long 
duration,  the  coronary  arteries  are  frequently 
dilated  to  such  a degree  that  their  lumina  are 
even  twice  the  diameter  of  a normal  coronary, 
but  in  such  cases  the  coronary  orifices  in  the 
aorta  are  usually  almost  completely  obliterated 
by  arteriosclerosis. 

The  second  is  coronary  thrombosis.  The 
most  severe  heart-pain  may  occur  suddenly  as 
the  result  of  a thrombus  forming  in  an  arterio- 
sclerotic coronary  in  a person  who  has  pre- 
viously been  in  the  best  of  health.  If  a small 
branch  of  a coronary  artery  is  occluded,  the 
patient  may  recover  even  after  the  pain  has 
continued  without  remission  for  days.  The 
heart  muscle  distal  to  the  thrombus  becomes 
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softened,  infiltrated  with  leukocytes,  a mural 
thrombus  forms  over  the  site  of  myomalacia 
cordis,  and  a focal  area  of  transitory  peri- 
carditis can  sometimes  be  detected  clinically. 
In  time  this  area  of  dead  tissue  is  organized 
into  an  infarct  which  can  be  seen  as  a scar  in 
the  wall  of  the  heart.  If  this  process  occurs 
repeatedly  and  only  the  smallest  branches  of 
the  coronaries  are  thrombosed,  a diffuse  fibrosis 
of  the  myocardium  finally  results,  which  can 
be  recognized  with  the  microscope. 

The  third  serious  heart  affection  is  strep- 
tococcic endocarditis.  Recent  work  by  Ulrich 
and  Clawson  indicates  that  sub-acute  bacterial 
endocarditis  and  rheumatic  endocarditis,  two 
diseases  formerly  considered  as  separate  clin- 
ical entities,  are  different  clinical  types  of  the 
same  disease  which  is  caused  by  the  strepto- 
coccus viridans.  The  severe  form,  sub-acute 
streptococcic  endocarditis,  is  usually  associated 
with  persistent  heart-pain,  and  emboli  may  be 
swept  from  either  valvular  or  mural  thrombi. 
Late  manifestations  of  the  milder  form  of  this 
disease,  rheumatic  endocarditis,  result  from 
pathologic  changes  in  the  heart,  consisting  of 
fibrosis  and  contraction  of  the  mitral  cusps, 
with  shortening  of  the  chordae  tendineae,  and 
areas  of  circumscribed  fibrosis  in  the  heart 
muscle,  or  from  chronic  adhesive  pericarditis. 

There  is  no  type  of  pain  which  is  invariably 
characteristic  of  any  of  the  heart  pathology 
outlined  in  this  paper,  and  the  finding  at 
autopsy  will  often  humble  the  clinician  who 
tries  to  diagnose  the  anatomic  condition  of 
the  heart  by  the  symptom,  pain. 

611  Medical  Arts  Building. 
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PLEURISY.* 

By  MARSHALL  J.  PAYNE,  M.  D.,  Staunton,  Va. 

Pleurisy,  or  plouritis,  is  an  inflammation  of 
the  pleura  or  pleural  sac.  It  may  be  localized 
or  generalized,  and  is  dependent  upon  some 
infecting  organism.  Pleurisy  is  a definite 
pathological  entity.  It  is  a symptom  complex 
which  appears  its  an  intercurrent  phenomena 
associated  with,  or  the  result  of,  some  definite 
infection.  The  primary  infection  in  question 

*Read  at  the  meeting  of  the  Medical  Association  of  the 
Valley  of  Virginia,  in  Winchester.  September  24,  1925. 


has  a causative  and  positive  relation  to  the 
pleurisy,  though  the  infection  may  be  over- 
looked or  undiscoverable. 

Infection  of  the  pleural  sac,  like  that  of  all 
other  closed  or  serous  body  cavities,  is  possible 
only  when  pathogenic  bacteria  reach  the 
pleural  cavity  through  the  lymph  or  blood 
stream,  by  trauma,  as  through  an  open  wound 
involving  the  thoracic  wall,  by  direct  exten- 
sion from  a neighboring  organ  which  at  the 
time  is  the  seat  of  an  infection,  by  perforation 
of  some  viscus  into  the  pleural  cavity,  the  es- 
cape of  the  previously  infected  contents  of  the 
viscus  carrying  the  infecting  organism,  by  some 
specific  disease  as,  for  example,  syphilis,  or  by 
metastasis  of  malignant  disease,  by  typhoid 
fever  or  some  specific  defined  infection,  as  sep- 
tic infection,  or  pyemia.  Idiopathic  pleurisy 
is  an  impossibility. 

Pleurisy  may  be  associated  with  organic  vas- 
cular disease,  as  myocarditis,  arteriosclerosis 
and  Bright’s,  and  is  due  to  the  altered  con- 
dition of  the  blood  vessels  and  the  circulating 
fluid. 

I shall  not  further  review  the  causes.  I only 
desire  to  emphasize  the  relationship  existing 
betwreen  foci  of  infections  and  pleural  inflam- 
mation. The  occurrence  of  pleurisy  in  typhoid 
fever  is  not  to  be  forgotten.  In  a series  of 
cases  at  Munich,  8 per  cent  of  cases  dying  were 
found  at  autops}'  to  have  had  pleurisy. 

A primary  pleurisy  is  a symptom  complex 
which  interrupts  a period  of  apparent  or  sup- 
posed health,  and  calls  for  a searching  exami- 
nation in  order  that  the  cause  may  be  fully  dis- 
covered and,  if  possible,  removed.  By  pri- 
mary pleurisy  is  meant  an  inflammation  of  the 
pleura  in  which  an  associated  or  intercurrent 
process  upon  which  the  pleurisy  may  rest  is 
not  or  cannot  he  discovered.  The  very  nature 
of  the  thing,  therefore,  makes  a primary 
pleurisy  very  rare,  certainly  if  a well  ordered 
study  of  the  case  is  made. 

Secondary  pleurisy  is  well  understood  and 
calls  for  no  further  explanation  of  the  term 
than  to  illustrate,  as  for  example,  tonsillitis  or 
pulmonary  tuberculosis , originating  the  in- 
flammation of  the  pleura. 

In  times  past,  and  even  now  in  the  minds 
of  many  clinicians,  a prejudice  occurs,  to-wit, 
that  all  pleurisies  are  tubercular.  This  preju- 
dice to  my  mind  is  unwarranted  and  is  due  to 
the  fact  that  the  cause  is  not  always  diligently 
sought.  This  has  a very  important  bearing  on 
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the  after  life  of  the  applicant,  and  on  indus- 
trial relations  and  demands  that  all  cases  shall 
be  carefully  studied  in  order  that  the  cause,  or 
the  focus  of  the  infection,  may  be  discovered. 

From  the  clinical  standpoint  of  physical 
signs,  pleurisy  may  be  set  out  or  defined  as  dry, 
or  non-exudative,  including  the  rheumatic 
forms,  and  the  exudative  with  effusion  and,  at 
times,  gases,  the  latter  including  the  suppura- 
tive type,  hemorrhagic  types,  and  the  effusion 
due  to  passive  circulation  or  failing  circula- 
tion. It  is  well  known  indeed  that  practically 
all  lingering  diseases  are  attended  by  a collec- 
tign  of  more  or  less  fluid  in  the  closed  body 
cavities,  notably  the  pericardial,  the  pleural 
and  peritoneal  cavities. 

From  the  standpoint  of  etiology,  the  follow- 
ing plan  is  convenient,  when  the  associated  dis- 
ease is  known : 

Rheumatic,  attended  by  acute  joint  symp- 
toms. 

Tuberculous,  A ery  frequent,  recovery  at  time^ 
surprising. 

Purulent,  dependent  upon  streptococci, 
staphylococci,  facultative  parasites,  pneumo- 
cocci, typhosus  and  colon  bacilli. 

Traumatic,  stab,  gun  shot,  compound  frac- 
ture rib,  etc. 

Specific,  syphilitic. 

The  character  of  exudate  may  be  serous, 
purulent,  hemorrhagic  and  may  be  mixed  with 
gases. 

Symptomatology : Period  of  incubation  is 
indefinite  as  in  cases  of  latency.  In  cases  of 
trauma  it  may  develop  after  twelve  hours. 
The  prodromal  symptoms  are  absent. 

Mode  of  onset  and  course  of  disease:  It 
rarely  begins  with  a chill  or  chilly  feeling. 
Generally  there  is  pain  with  a stitch  in  the 
side.  This  pain  is  sharp  and  decidedly  de- 
pendent upon  respiration.  During  the  folloAV- 
ing  days — seldom  extending  over  a week — the 
symptoms  are  those  of  acute  infection.  Slight 
fever,  headache,  anorexia,  constipation.  The 
local  stitch  pain  and  friction  slowly  disappear, 
although  a painless  rub  may  be  present.  The 
patient  slowly  regains  health ; the  convales- 
cence is  usually  slow. 

The  objective  symptoms  are  rapid,  shallow 
breath,  pain,  the  patient  holds  his  affected  side 
immobile  and  carefully  a\mids  motion  of  the 
trunk;  he  leans  toward  the  affected  side  and 
presses  it  Avith  his  hand.  Cough  is  an  early 
symptom  and  it  is  present  in  71  per  cent  of 


the  cases,  according  to  Lord.  It  is  painful, 
short,  hacking  and  dry,  probably  pleural  in 
origin ; the  sputum  is  rarely  tinged  with  blood ; 
the  temperature  is  rarely  elevated  but  may 
reach  102  to  103.  The  pulse  is  in  proportion 
to  the  temperature  and  ranges  about  100  per 
minute. 

Subjective  symptoms:  Chilly  feelings  are 
rarely  present;  pain  in  the  side  as  a stitch  is 
common.  The  character  of  the  pain  is  short 
and  stabbing. 

On  inspection  there  is  lack  of  symmetry, 
disproportions  of  measurements,  Avith  bulging 
of  affected  side,  bulging  of  intercostal  spaces, 
and  in  case  adhesions  are  present  pulling  in- 
Avards  of  the  intercostal  space  on  inspiration 
may  be  noted. 

There  are  diminished  or  absent  respiratory 
movements  of  affected  side. 

Percussion  dullness  may  be  noted  with  de- 
scent of  diaphragm,  and  on  right  side  of  de- 
scent of  liver.  Have  patient  breathe  as  per- 
cussion is  made. 

Traube’s  space  is  obliterated  in  the  left  side 
or  with  effusion  pleurisy. 

Skoda’s  resonance  is  heard  below  the  clavicle 
in  medium  sized  effusion. 

Palpation  shows  an  absence  of  A'ocal  fremi- 
tus, and  displacement  of  heart  to  the  left  in 
right  side  and  to  the  right  in  left  side  pleurisy. 

The  evidences  obtained  by  auscultation  are 
the  most  significant.  There  may  be  noted  fric- 
tion sound  and  pleural  rub,  at  the  onset  and  in 
stage  of  resolution,  though  I have  not  obseiwed 
the  latter  personally. 

Diminution  or  absence  of  vesicular  breath 
sounds,  pleuritic  murmur,  egophony,  and  whis: 
pering  pectoriloquy  are  found  by  careful  aus- 
cidtation. 

Fluoroscopy  shows  a depression  and  immo- 
bility of  the  diaphragm,  and  displacements  of 
viscera.  X-ray  examination  should  not  be 
neglected,  as  it  Avill  sIioav  opacity  of  the  af- 
fected area. 

An  exploratory  puncture  may  be  made  to 
discover  if  fluid  is  present.  The  determina- 
tion of  the  presence  of  pleurisy,  and  the  pres- 
ence or  absence  of  fluid  is  not  sufficient,  how- 
ever, for  the  study  of  the  case  should  properly 
include  a determination  of  the  original  pro- 
cess, or  the  underlying  cause,  and  the  focus  or 
point  of  entrance  of  the  infection.  For  this 
reason,  a careful  study  of  the  case  is  essential. 

The  physical  and  X-ray  findings  should  be 
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carefully  correlated  and  the  laboratory  exami- 
nation should  be  thoroughly  and  exhaustively 
done.  Wassermann,  Widal  and  blood  culture 
should  always  be  included. 

The  most  important  laboratory  examination, 
perhaps,  is  the  sputum,  for  the  purpose  of  dis- 
covering the  specific  organisms.  The  test  for 
albumin  in  the  sputa  is  characteristic  and  diag- 
nostic for  tuberculosis,  even  in  the  absence  of 
the  bacillus  of  tuberculosis,  so  this  should  be 
included. 

The  diagnosis  should  not  rest  with  the  dis- 
covery of  the  pleuritic  condition  but  must  be 
extended  to  discover  the  cause. 

The  following  cases  are  cited  to  illustrate 
the  points  in  question : 

Mrs.  Wm.  J.  P.  Past  history:  illness  in 
chilhood  and  at  time  of  marriage  strongly  sug- 
gested tubercular  infection. 

First  seen  in  the  Fall  of  1924.  Diagnosis  at 
first  visit — activity  right  apex,  confirmed  by 
X-ray,  and  patient  was  advised  to  take  sana- 
torium treatment.  Entered  sanatorium,  and 
suffered  a grippal  infection  and,  from  that 
time  on,  the  progress  has  been  steadily  down- 
wards. Left  lung  clear,  reports  and  X-ray 
from  sanatorium.  AVas  advised  to  have  col- 
lapse of  lung,  right  side,  by  rib  resection,  but 
declined.  Quickly  following  this  advice  there 
developed  a left  sided,  acute,  violent,  pleurisy 
with  considerable  shock,  apnea,  and  prostra- 
tion. 

The  left  chest  was  aspirated  and  1200  c.c. 
serous  fluid  was  withdrawn.  Relief  was 
prompt  and  progress  satisfactory.  There  was 
no  reaccumulation  of  fluid  and  she  was  re- 
moved to  her  home.  Since  return  home  she 
has  improved.  No  recurrence  of  pleurisy. 
Numerous  attempts  were  made  in  this  case  to 
compress  right  lung  by  gas,  all  of  which  failed 
on  account  of  pleural  adhesions. 

It  is  interesting  to  consider  the  actual  cause 
of  the  pleurisy  of  the  left  side,  and  to  note 
that  it  apparently  has  subsided,  and  that  no 
recurrence  has  occurred  to  date.  The  right 
lung  is  functioning  perhaps  about  10  per  cent. 

The  only  interesting  feature  in  this  case  is 
the  apparent,  quick  and  continued  abatement 
of  a severe  pleurisy  in  the  presence  of  a known 
severe  and  well  advanced  pulmonary  tubercu- 
losis. I feel  warranted  in  saying  that  the  im- 
provement has  been  brought  about  by  the  ad- 
ministration of  para-thormone  hypodermi- 


cally. 1 would  have  you  contrast  this  clin- 
ical picture  with  the  following  case: 

Negro,  age  twenty,  married,  whose  family 
history  was  unimportant  and  whose  past  his- 
tory was  not  remarkable  except  for  influenza 
in  1918  followed  by  pneumonia  which  he 
thought  was  in  the  left  side.  He  was  taken 
sick  July  10, 1925.  He  complained  of  headache 
and  malaise,  but  continued  up  until  July  15th 
when  he  went  to  bed  with  temperature  of 
104.2°.  His  temperature  remained  elevated  un- 
til July  25th  when  it  began  to  subside  by  lysis. 
About  August  14th,  more  than  a month  after 
the  onset  of  his  disease,  he  had  a chill  and  de- 
veloped dyspnea  and  a very  slight  cough.  The 
cough  was  never  pronounced  and  the  expecto- 
ration was  scanty  or  absent.  August  22nd, 
when  he  was  admitted  to  the  hospital,  and  dur- 
ing his  stay  there  of  eleven  days,  his  tem- 
perature was  normal  or  subnormal  in  the  morn- 
ing, and  from  100.5°  to  102°  in  the  afternoon. 

Physical  examination:  In  the  early  part  of 
his  disease,  he  revealed  no  abnormality  except 
rapid  wasting  of  the  tissues,  sordes  of  the 
tongue,  and  elevation  of  temperature.  Rose 
spots  were  never  seen,  and  the  spleen  was  not 
palpable.  The  lungs  were  clear.  After  his 
chill,  flatness  and  bronchial  breath  sounds  ap- 
peared over  the  left  lower  lobe,  patchy  in  out- 
line, and  a diagnosis  of  bronchial  pneumonia 
was  made.  Several  days  later  the  heart  sounds 
were  not  heard  over  the  precordium,  but  were 
distinctly  heard  to  the  right  of  the  sternum. 

LTpon  admission  to  the  hospital,  August 
22nd,  the  right  border  of  the  heart  was  dis- 
placed an  inch  to  the. right  of  the  sternum.  The 
heart-rate  was  rapid,  and  the  sounds  were  not 
heard  in  the  natural  area  but  were  heard  well 
to  the  right  of  the  sternum  and  along  the 
sternal  border.  There  was  flatness  over  the 
left  lower  chest  anteriorly  and  posteriorly,  with 
absence  of  breath  sounds.  At  the  angle  of  the 
scapula,  increased  breath  and  voice  sounds  and 
tubular  breathing  were  heard,  also  a few  rales 
after  cough  were  heard  over  this  area.  A 
roentgenogram  of  the  chest  at  this  time  showed 
the  heart  displaced  slightly  to  the  right,  and 
cloudiness  over  the  entire  left  chest  suggestive 
of  fluid.  Paracentesis  was  done  the  following 
day,  about  1200  c.c.  of  bloody  fluid  being  re- 
moved. The  next  day  the  heart  sounds  were 
heard  to  the  left  of  the  sternum  and  peri- 
cardial friction  rub  appeared  at  the  base,  dis- 
appearing in  twenty-four  hours. 
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Laboratory  findings:  Widals  and  blood  cul- 
tures July  28th,  August  4th,  and  August  27th 
were  negative. 

Urinalysis,  August  31st  was  negative  save 
for  a decided  trace  of  albumin. 

Wassermann  August  27th  was  3 plus. 

Progress:  The  patient  was  discharged  from 
the  hospital  September  1st  and  put  on  potas- 
sium iodid  and  bichloride  of  mercury.  When 
last  seen  September  11th,  the  heart  was  still 
displaced  slightly  to  the  right  of  the  sternum. 
Breath  and  voice  sounds  were  absent  at  the 
left  base,  and  the  area  of  unresolved  pneu- 
monia at  the  angle  of  the  scapula  was  still  pres- 
ent. There  was  improvement  of  breath  and 
voice  sounds  posteriorly  over  the  left  lower 
lobe,  with  the  exception  of  the  base,  and  hearl 
sounds  were  heard  two  inches  to  the  left  of 
the  sternum. 

H.  R.  Case  No.  10332  admitted  June,  1925. 
He  was  sick  eight  weeks  before  admission.  On- 
set of  illness  gradual,  prodromal  symptoms, 
headache,  malaise,  fever,  weak,  pain  in  stom- 
ach. Had  taken  some  patent  medicine. 

Has  had  measles,  scarlet  fever,  typhoid  fever, 
and,  when  child  of  seven,  rheumatism.  No  in- 
juries, no  surgical  operation,  no  alcoholism,  no 
venereal  infection. 

Family  History : Father  dead,  age  and  cause 
unknown;  mother  forty-two  living  and  well; 
one  brother,  living  and  well ; no  sisters ; no 
hereditary  disease. 

The  clinical  course  of  the  preceding  disease 
• was  that  of  typhoid  fever,  the  temperature, 
pulse,  respiration,  curve,  tongue  and  abdomi- 
nal distention,  all  indicating  enteric  fever. 

A careful  examination  of  the  chest  at  the 
first  visit,  eight  weeks  prior  and  several  sub- 
sequent times  before  admission,  failed  to  dis- 
close evidences  of  chest  involvement.  A few 
coarse  moist  rales  were  present. 

There  was  pain  in  the  right  upper  abdo- 
men, two  weeks  prior  to  admission,  with  recur- 
rence one  week  later.  This  was  attended  by 
pleural  rub,  and  evidences  of  fluid  in  the  chest. 
X-ray  examination  was  made  June  4th,  and 
report  was  as  follows: 

Left  chest  negative,  large  amount  of  fluid 
in  right,  compressing  all  lobes  of  the  right 
lung.  The  heart  is  pushed  to  the  left.  The 
density  of  the  fluid  indicates  fluid  is  serous  or 
beginning  seropurulent. 

Urine  showed  small  amount  of  albumin,  1 
hyaline  and  granular  cast  to  field. 


Blood  R.  B.  C.  3,744,000,  W.  B.  C.  6,000. 
Hbg.  60,  Neut.  80,  small  mononuclears  20. 
sputum  showed  usual  pneumococcus  and 
staphylococcus,  but  was  negative  for  tuberculo- 
sis. Skin  test  O.  T.  Negative. 

Fluid  from  chest  negative  for  tuberculosis 
and  negative  for  typhoid  agglutination. 

Wassermann  negative.  Widal  and  blood 
culture  for  typhoid  negative. 

June  4,  1925,  the  chest  was  aspirated  on 
right  side,  sixth  interspace  anterior  to  the 
axillary  line  and  1250  c.c.  of  fluid  withdrawn. 

Throughout  the  case  did  not  cough. 

Five  aspirations  showed  no  infection;  total 
fluid  withdrawn  was  8615  c.c. 

Guinea  pig  injected.  Report  was  negative 
for  tuberculosis. 

Fluid  was  always  clear,  serous,  no  flakes, 
each  specimen  was  tested  for  bacterial  con- 
tents; no  growth. 

Air  was  deliberately  injected  into  the  pleural 
sac  at  fourth  and  fifth  aspirations. 

Physical  Examination:  September  17,  1925. 
Air  enters  to  right  base,  no  rales,  but  evidence 
of  thickened  pluera,  and  evidences  of  restricted 
movements  of  chest  of  the  right  side. 

Impression:  Clinical  typhoid  fever,  compli- 
cated by  exudative  pleurisy.  This  opinion  is 
sustained  by  absence  of  response  to  all  reason- 
able tests  in  the  presence  of  a true  clinical 
typhoid,  even  though  negative  Widal  and  nega- 
tive blood  culture  were  found. 

Convalescence:  Patient  is  gaining  weight 
and  strength,  and  appears  well.  Recovery  was 
entirely  too  rapid  for  tuberculosis.  The  heart 
is  still  a trifle  fast. 

The  treatment  of  pleurisy  is  well  worked  out 
and  should  seek  to: 

1.  Remove  the  cause,  if  possible. 

2.  Relieve  pain;  morphia  may  be  required, 
in  early  stages.  Strapping  of  chest  is  advis- 
able. 

3.  Meet  the  indications  in  the  case,  as  may 
be  required. 

4.  Careful  observation  for  presence  of  fluid 
in  chest,  and  prompt  removal  of  fluid,  not 
waiting  for  the  fluid  to  collect  in  enormous 
amounts.  This  is  especially  important  when- 
ever purulent  exudate  is  present. 

5.  Hypertonic  sugar  solution,  i.  e.,  glucose 
solution  intravenously  and  injection  of  satu- 
rated solution  of  ordinary  white  sugar  intra- 
muscularly daily  are  advisable.. 
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6.  Aspiration  or  drainage  of  pleural  sac, 
in  presence  of  exudate. 

7.  Purposeful  injection  into  the  pleural 
cavity  of  air  or  nitrogen  gas.  I am  sure  I have 
seen  the  admission  of  air  benefit  the  process 
of  pleurisy. 


Analyses,  Selections,  Etc. 

Physical  Defects  as  Revealed  by  Periodic 

Health  Examinations. 

In  the  American  Journal  of  Medical 
Sciences , for  October,  1925,  there  appears  an 
article  by  Louis  I.  Dublin,  Eugene  Lyman  Fisk 
and  Edwin  W.  Kopf,  of  New  York,  under  the 
above  caption. 

This  study  describes  the  principal  bindings 
in  the  examination  of  16,662  white  males, 
policy-holders  of  the  Metropolitan  Life  In- 
surance Company,  examined  by  the  Life  Ex- 
tension Institute  in  1921.  The  group  examined 
represented  the  average  type  of  insurance 
policy-holder.  The  examinations  were  carried 
out  by  a selected  group  of  physicians  corre- 
sponding closely  to  the  higher  type  of  general 
practitioner.  The  examinations  were  volun- 
tary health  examinations  and  not  for  the  pur- 
pose of  obtaining  insurance.  The  age  inci- 
dence varied  from  below  25  to  over  55.  Oc- 
cupation was  not  determined  in  all  cases,  most 
of  them  being  clerical,  mercantile  or  executive. 
From  the  above  mentioned  facts  it  is  reason- 
able to  conclude,  that  the  findings  would  be 
representative  of  what  one  would  find  in  adult 
males  in  the  usual  run  of  general  practice. 


TABLE  No.  I — Errors  in  Hygiene  by  Age  Groups. 


All 

Ages 

35 

to  44 

45 

to  54 

55  & 
Over 

Too  high  protein  diet 

37.6 

36.9 

38. 

34. 

Too  little  water  consumed.... 

36.9 

37.7 

38.2 

35.9 

Too  much  tea  and  coffee 

40.7 

42.3 

44.6 

47.8 

Excessive  alcohol 

.7 

.6 

1. 

.9 

Excessive  tobacco 

33.3 

33.2 

32. 

25.8 

Hours  of  work  too  long 

26.4 

29.2 

28.6 

24.6 

Lack  of  exercise 

60.8 

63.9 

58.2 

42.8 

Table  No.  I shows  that  60.8  per  cent  of  the 
group  took  insufficient  exercise.  Over  37  per 
cent  were  taking  too  much  protein.  The  same 
proportion  consumed  too  little  water  and  over 
40  per  cent  partook  of  an  excess  of  tea  and 
coffee.  As  a whole  this  table  shows  that  a very 
high  percentage  of  those  examined  were  com- 
mitting serious  errors  in  hygiene. 


TABLE  No.  II — Percentage  of  Persons  showing  Physical 
impairment. 

Age  Group 


All 

Ages 

35 

to  44 

45 

to  54 

55  & 
Over 

Over  20%  underweight 

2.4 

2.3 

1 . 5 

2.1 

Over  20%  overweight 

12.9 

14.4 

18.9 

19.8 

Defective  vision  uncorrected 

29.5 

30. 

29.4 

31.8 

Enlarged  septic  or  buried 

tonsils 

26.2 

25.6 

17.1 

13. 

Heavy  dentistry 

41.6 

44.2 

43.5 

38.8 

Mitral  Stenosis.  

.2 

.1 

.2 

.4 

Aortic  Regurgitation. 

. 1 

.1 

Pulse  above  90 

8.3 

8.2 

8.6 

6.7 

Slight  arterial  thickening 

14.3 

14.9 

18.2 

24. 

Blood  Pressure,  20-40  mm. 

Hg.  above  normal 

6.2 

4.9 

8.3 

16.4 

Constipation 

39.7 

40.4 

40. 1 

40.3 

Hemorrhoids... 

12.3 

12.8 

17.7 

16.3 

Headaches 

15.4 

16.6 

13.7 

10. 

Albumin  in  urine,  slight  trace 

12.9 

12.4 

14.2 

15.8 

Sugar,  trace 

3.6 

3.6 

4.1 

4.2 

Table  No.  II  brings  to  light  certain  facts 
which  are  not  generally  appreciated  by  the 
medical  profession  as  a whole.  Of  all  ages 
one-eighth  were  more  than  20  lbs.  overweight; 
nearly  30  per  cent  had  defective  vision  un- 
corrected; 26.2  per  cent  had  buried  or  septic 
tonsils;  14.3  per  cent  slight  arterial  thick- 
ening; nearly  40  per  cent  with  constipation; 
12.3  per  cent  hemorrhoids;  15.4  per  cent  with 
headaches;  12.9  per  cent  with  slight  trace  of 
albumin,  and  3.6  per  cent  with  slight  trace  of 
sugar.  Nearty  20  per  cent  of  the  total  group 
had  defective  posture  and  over  16  per  cent  had 
flat  feet. 

A special  study  was  made  of  the  overweight 
group  and  comparison  made  witli  those  of  nor- 
mal weight. 


TABLE  No.  Ill — Percentage  Age  Grouping  of  Norma! 
and  20%  Overweight. 


Age  Division, 
Years 

Normal 

5%  Underweight  to 
5%  Overweight 

Over  20% 
Overweight 

All  ages 

25.8 

12.9 

Under  25 

31.7 

4.9 

25  to  34 

27.3 

8.1 

35  to  44 

25.1 

14.1 

45  to  54 

23.1 

18.9 

55  and  over._. 

23.9 

19.8 

Table  III  shows  the  age  incidence  of  the 
normal  and  overweight  groups.  It  illustrates 
the  well  known  fact  that  overweight  is  more 
common  with  advancing  years.  In  those  un- 
der 25  years,  31.7  per  cent  are  of  normal 
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weight;  over  55  years,  23.9  per  cent  normal. 
Under  the  age  of  25  years,  only  4.9  per  cent 
are  over  20  per  cent  overweight,  whereas  at  the 
age  of  55  years  and  over  the  incidence  runs 
up  to  19.8  per  cent. 


ably  the  number  of  cardiac  and  renal  involve- 
ments, which  today  follow  in  the  train  of  ex- 
cessive alimentation.” 

Rose  is  quoted  as  having  observed  “an  al- 
most uniform  and,  in  the  majority  of  cases, 


TABLE  No.  IV — -Comparison  of  overweight  and  normal  weight  groups,  with  respect  to  blood  vessels  and 

blood  pressure. 


Impairments  in  Weight  Classes 

All  Ages 

Under  25 

25-34 

35^4 

45-54 

55  & Over 

OVERWEIGHT  GROUPS 

Slight  arterial  thickening 

14.1 

8.4 

15. 

16.3 

20.7 

Moderate  arterial  thickening 

3.8 

2.4 

2.5 

2.2 

4.6 

11.1 

Blood  pressure,  20-40  mm.  above 

12.8 

5.1 

10.1 

9.8 

17.9 

20.3 

NORMAL  WEIGHT  GROUPS 

Slight  arterial  thickening 

14.5 

6.6 

11.8 

15.2 

18.7 

24.4 

Moderate  arterial  thickening.. 

4.6 

2.6 

2.9 

3.8 

7.3 

14.5 

Blood  pressure,  20-40  mm.  above 

5.2 

5.6 

4.3 

3.4 

6.8 

17.3 

A study  of  Table  IV  shows  that  blood  pres- 
sure 20-40  mm.  Hg.  above  normal  is  more 
common  (12.8  per  cent)  in  the  overweight 
group  than  in  the  group  of  normal  weights 
(5.2  per  cent).  Arterial  changes  on  the  con- 
trary are  higher  in  the  normal  group  than  in 
the  overweights.  The  authors  do  not  attempt 
to  explain  this  but  suggest  that  difficulty  in 
palpating  the  artery  in  the  overweight  group 
may  have  something  to  do  with  it. 

“It  follows  therefore,  that  the  detection  of 
overweight  in  early  life  and  the  correction  of 
this  defect  through  dietary  and  other  hygienic 
counsel  would  materially  reduce  the  number  of 
persons  in  the  general  population  having 
hypertension.  This  would  consequently  post- 
pone serious  embarrassment  of  the  circulatory 
apparatus  and  would  eventually  effect  favor- 


satisfactory  reduction  of  high  blood  pressure 
during  the  process  of  weight  reduction  through 
dietary  control.  Thereby  the  accompanying 
symptoms,  notably  shortness  of  breath,  palpi- 
tation, oedema  of  lower  extremities,  albumin- 
uria (due  to  congestion  of  kidneys),  headache, 
distention  vTith  gas,  difficult  locomotion  and 
painful  feet  are  quickly  relieved.” 

Table  V shows  definitely  that  overweight 
impairs  the  urinary  function,  especially  in  ad- 
vanced years. 

Circulatory  System:  In  the  examination  of 
the  heart  and  arteries  the  most  important  facts 
noted  were : organic  murmurs  present  in  1 per 
cent,  enlargement  of  heart  2.7  per  cent,  rapid 
pulse  (above  90)  in  8.3  per  cent,  slow  pulse 
(below  58)  in  1.4  per  cent  and  abnormal  blood 
vessel  in  22.6  per  cent. 


TABLE  No.  V — Percentage  of  Normal  and  Overweight  Persons,  showing  Urinary  Impairment  by  Age  Groups. 


Impairments  in  Weight  Classes 

All  Ages 

Under  25 

25-34 

35-44 

45-54 

55  & Over 

OVERWEIGHT  GROUPS 

Albumin,  slight  trace 

14.3 

9.8 

12.9 

13.6 

14.8 

19.5 

Albumin,  definite  trace 

3.8 

3.8 

2.6 

3.1 

11.2 

Sugar,  trace 

4.6 

2.4 

2.9 

4.7 

6.1 

4.9 

Pus 

3.3 

3.1 

3.3 

3.3 

3.9 

Casts,  granular  and  epithelial 

.9 

.9 

.6 

1.3 

1.0 

Casts,  hyaline 

6.3 

4.9 

4.9 

5.3 

7.2 

10.7 

NORMAL  WEIGHT  GROUPS 

Albumin,  slight 

12.4 

12.3 

11.9 

11.9 

13.9 

14.1 

Albumin,  definite  trace 

2.1 

3.2 

1.9 

1.7 

2.0 

4.4 

Sugar,  trace 

3.1 

4.8 

3.0 

2.5 

3.5 

3.6 

Pus 

2.8 

1.6 

2.5 

2.5 

3.5 

4.8 

Casts,  granular  or  epithelial 

.4 

.2 

.3 

.9 

.8 

Casts,  hyaline 

3.5 

4.0 

2.2 

3.3 

5.1 

6.8 
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TABLE  No.  VI— Study  of  1,021  Cases  of  High  Blood 
Pressure,  compared  with  13,308  Cases  of  Normal  Blood 
Pressure. 


Physical  defects  and  in- 
fluential living  habits. 

Normal  Blood 
Pressure  13,- 
308  white  males. 
(20  above-15 
below). 

High  Blood 
Pressure  in  1021 
white  males. 
(20-40  mm.) 
above  standard. 

High  protein  diet 

38.4 

38.5 

Excess  of  tea  and  coffee.. 

40.8 

44.3 

Alcohol  (moderate) 

6.9 

8.8 

Alcohol  (excess) 

.6 

1.1 

Tobacco,  temperate.- 

12.1 

13.8 

Tobacco,  excess 

33.1 

31. 

Functional  heart  signs 

5.6 

9.6 

Valvular  defects 

.8 

2.4 

Hypertrophy 

2.2 

7.8 

Rapid  pulse  (over  90) 

7.7 

18.7 

Arterial  changes 

17.8 

35.2 

Tonsils  (defective) 

26.5 

26.9 

Caries  of  teeth 

8.1 

9.7 

Constipation 

39.2 

38.4 

Albuminaria 

14.7 

18.1 

Pyuria 

2.7 

3.5 

Glycosuria.. 

3.8 

5.0 

Overweight,  10-15% 

9.3 

11.0 

Overweight,  15-20% 

7.5 

9.5 

Overweight,  over  20%.... 

12.6 

25.5 

Table  VI,  which  is  a study  of  the  relation 
of  certain  hygienic  errors  and  physical  defects 
to  blood  pressure  readings,  is  most  illuminat- 
ing. Some  of  the  inferences  conveyed  are  at 
least  contrary  to  the  fixed  opinion  of  a large 
percentage  of  practicing  physicians.  High 
protein  diet  has  long  been  considered  as  one 
of  the  chief  causes  of  high  blood  pressure. 
The  figures  from  Table  VI  would  tend  to  show 
that  this  is  not  the  case.  Recent  research  along 
the  same  lines  gives  similar  conclusions. 
(Strouse  and  Mosenthal). 

In  the  high  blood  pressure  group,  44.3  per 
cent  are  given  as  using  an  excess  of  tea  and 
coffee  as  against  40.8  per  cent  in  the  normal 
group.  Just  what  importance  to  give  this  is 
hard  to  say.  An  excess  of  tea  or  coffee  de- 
pends not  only  on  the  number  of  cups  .con- 
sumed per  diem  but  also  on  the  strength  of 
the  beverage. 

Tobacco:  The  high  pressure  group  shows 

31  per  cent  using  tobacco  in  excess  as  against 
33.1  per  cent  of  normal  blood  pressure  group. 
This  is  in  accordance  with  previous  studies 
and  shows  us  that  tobacco  in  excess,  if  any- 
thing, tends  to  lower  the  blood  pressure. 

Functional  Heart  Signs:  Functional  heart 
signs,  such  as  “sinus  arrhythmia,”  “extra- 
systole,” so-called  “haemic  murmur,”  have  in 
the  past  generally  been  considered  of  no  signifi- 


cance. The  high  blood  pressure  group  shows 
an  incidence  of  9.6  per  cent  having  functional 
heart  signs  as  compared  with  5.6  in  the  nor- 
mal pressure  group.  This  difference  of  4 per 
cent  is  at  least  worthy  of  note. 

Rapid  Pulse:  The  high  pressure  group 

showed  18.7  per  cent  with  rapid  pulse  (over 
90).  Normal  pressure  group  7.7  per  cent. 
This  marked  difference,  11  per  cent,  corrobo- 
rates past  observation  of  the  common  incidence 
of  rapid  pulse  with  high  blood  pressure. 

Tonsils:  There  was  no  appreciable  differ- 

ence in  the  percentages  of  the  two  groups  hav- 
ing infected  tonsils.  This  fact  is  important. 
Infected  tonsils  have  had  their  day,  as  did  the 
appendix,  infected  teeth  and  other  various 
conditions,  of  being  blamed  for  numerous  ail- 
ments. This  study  would  tend  to  show  that 
they  are  not  a big  factor  in  the  production  of 
high  blood  pressure. 

Teeth:  Amongst  the  defects  of  the  teeth, 

“recession”  and  “pyorrhoea”  show  an  appreci- 
able higher  percentage  amongst  the  high  pres- 
sure group. 

Constipation:  Since  Lane’s  work  on  resec- 

tion of  the  colon,  constipation  has  come  into 
prominence  as  a supposed  cause  for  many 
physical  impairments.  The  figures  given  in 
this  study  would  make  us  at  least  hesitate 
before  quoting  it  as  a cause  of  high  blood  pres- 
sure. 

Overweight : The  case  against  overweight 

has  been  definitely  proven.  In  all  three  classi- 
fications, i.  e.,  10-15  per  cent  group,  15-20  per 
cent,  and  over  20  per  cent  overweight,  there  is 
an  appreciable  higher  percentage  in  the  high 
pressure  group  than  in  the  normal.  The  differ- 
ence in  the  “over  20  per  cent  overweight”  group 
is  most  marked,  12.9  per  cent.  These  figures 
should  be  particularly  borne  in  mind.  Weight 
reduction  today  is  being  done  chiefly  by  sana- 
toria or  special  institutions  for  that  purpose. 
The  amount  that  is  done  by  the  general  prac- 
titioner is  very  small.  In  view  of  the  import- 
ance of  weight  reduction,  it  is  high  time  that 
the  profession  at  large  took  this  matter  up  in 
earnest. 

Respiratory  System:  Examination  of  the 

respiratory  system  showed  a surprisingly  low 
incidence  of  lung  conditions.  Incipient  tuber- 
culosis showed  4 per  cent.  Advanced  pul- 
monary tuberculosis  shows  only  six  cases  in 
the  series.  The  upper  respiratory  tract  showed 
a high  percentage  of  defects.  Tonsils  enlarged, 
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septic  or  buried,  showed  an  incidence  of  26.2 
per  cent. 

Digestive  System:  Fifty-five  per  cent  had 
teeth  defects.  Forty-one  per  cent  had  had  ex- 
tensive dental  work  done.  Fifty-four  per  cent 
had  some  form  of  stomach  or  abdominal  trou- 
ble, and  39.7  per  cent  gave  a history  of  con- 
stipation. 

Genito -Urinary  System:  A summary  of  the 
findings  shows  that,  in  12.9  per  cent  of  cases, 
a slight  trace  of  albumin  was  present,  in  2.4 
per  cent  marked  amounts.  In  both  the  over- 
weight and  high  blood  pressure  groups  the 
percentage  of  cases  showing  either  albumin  or 
sugar  was  higher  than  the  normal.  History  of 
gonorrhea  was  given  in  6.3  per  cent  of  the 
cases.  Rheumatism,  gout,  heart  murmurs, 
heart  enlargement,  albumin  and  pus  in  the 
urine,  were  much  more  common  in  those  giv- 
ing history  of  previous  gonorrhea. 

There  was  nothing  of  special  interest 
brought  to  light  regarding  the  nervous  system. 

Endocrine  System:  Disturbances  of  in- 

ternal secretions  were  found  in  2.3  per  cent  of 
cases.  Enlarged  thyroids  in  2.1  per  cent. 

Miscellaneous:  Frequent  headache  was  re- 

ported in  15.4  per  cent  of  cases  examined,  de- 
fective vision  in  54.9  per  cent,  and  defective 
hearing  in  15.4  per  cent.  About  9 per  cent  of 
the  total  group  were  in  the  habit  of  using 
patent  medicines  and  over  17  per  cent  suffered 
from  frequent  colds. 


Conclusions. 

This  study  gives  us  a clear  conception  of 
the  enormous  amount  of  latent  or  unrecognized 
physical  impairments  which  are  harboured  by 
the  adult  male  population  of  an  average  com- 
munity. 

The  part  which  attempts  to  correlate  faulty 
hygiene  and  certain  habits  with  high  blood 
pressure  and  impaired  urinary  function  is 
most  unique  and  interesting.  It  should  at 
least  teach  us  to  base  our  opinions  on  proven 
scientific  facts  rather  than  on  hearsay  and 
rumor.  Further  study  of  this  nature  will  un- 
doubtedly bring  forth  new  light  on  the  etiology 
of  chronic  diseases.  The  early  stages  of  most 
chronic  diseases  are  accompanied  by  no  alarm- 
ing symptoms  and  only  by  periodic  health 
examinations  will  these  conditions  be  discov- 
ered. 

The  facts  shown  in  this  study  should  be 
sufficient  to  awaken  an  interest  in  preventive 
medicine  in  adults  by  the  profession  as  a whole. 


The  medical  journals  are  at  present  advocating 
the  adoption  of  periodic  health  examinations 
as  part  of  a physician’s  duty.  There  is  no 
doubt  as  to  their  merit.  Let  Virginia  lead 
in  this  forward  movement  for  better  health. 

H.  G.  Grant,  M.  D., 
Bureau  of  Epidemiology , 
State  Board  of  Health. 


The  Significance  and  Prevention  of  Blind- 
ness Due  to  Intranasal  Disease.* 

Nasal  accessory  sinus  disease  is  responsible 
for  defective  vision  and  blindness  more  often 
than  is  supposed,  according  to  M.  J.  Gottlieb, 
in  the  Laryngoscope  for  November,  1925.  Be- 
cause of  the  anatomical  relationship  existing — 
the  commissure  often  directly  over  the  sphe- 
noid and  the  optic  nerve  as  it  goes  forward 
being  in  intimate  contact  with  the  ethmoid  for 
about  half  its  length — infection  in  these  two 
sinuses  is  often  the  etiological  factor  in  cases 
of  retrobulbar  optic  neuritis. 

The  optic  canals  vary  in  shape  and  size  in 
the  same  and  in  different  individuals — the 
average  normal  diameter  being  5.35  mm.  and 
in  twenty-five  cases  of  this  trouble  it  was  4.68 
mm.  The  cases  with  a canal  of  4 mm.  or  less 
require  an  immediate  ventilation,  those  of  4.5 
mm.  allow  more  time  for  study  and  those  of 
5 mm.  or  over  usually  recover  from  an  acute 
attack. 

The  microscopical  findings  are  a function- 
less over-growth  of  supporting  tissues.  That 
is  also  found  in  cases  with  no  optic  nerve  in- 
volvement : and  it  is  possible  that  this  predis- 
poses and  that  an  infection  excites  an  edema 
which  compresses  the  nerve  in  its  unyielding 
canal.  Even  in  cases  with  frank  pus  exuding, 
the  findings  were  fibrosis  and  cell  infiltration, 
and  microscopical  study  does  not  furnish  a 
reliable  source  of  information. 

X-rays  are  of  no  value  in  these  cases  and 
the  nasal  mucosa  and  turbinates  may  appear 
to  be  normal.  In  the  cases  with  negative  find- 
ings after  all  other  means  have  failed  these 
sinuses  should  be  opened  and  as  time  is  prec- 
ious, one  is  justified  in  doing  so  without  fur- 
ther investigation. 

In  acute  cases  prompt  recovery  follows  the 
removal  of  the  cause  and  in  the  chronic  cases 
recovery  is  slower  and  less  certain.  In  these 
cases  the  middle  turbinate  should  always  be 

•Abstract  from  Current  Literature  on  Eye,  Ear,  Nose  and 
Throat  Diseases,  read  at  the  meeting  of  the  Richmond  Oph- 
thalmological  and  Oto-Laryngological  Society,  December  15,  1925. 
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sacrificed  and  because  of  the  impossibility  of 
opening  all  ethmoid  cells  a guarded  prognosis 
should  be  the  rule. 


In  this  connection  I might  mention  that  suc- 
tion or  the  use  of  negative  pressure  in  the  nose 
in  nasal  accessory  sinus  infection  is  being  em- 
ployed on  an  increasing  scale  and  the  reports 
on  its  use  are  very  favorable.  In  many  acute 
and  subacute  cases  its  use  has  made  operation 
unnecessary  and  it  is  also  an  important  factor 
in  the  treatment  of  chronic  cases.  This  has 
been  our  experience  in  a large  number  of  cases. 


Our  knowledge  of  glaucoma  has  increased 
very  little  in  the  last  fifty  years  and  we  are 
still  in  the  dark  as  to  the  etiological  factor  ox- 
factors  and  as  to  which  type  of  operation  to 
employ,  in  any  given  case.  It  is  still  a hard 
matter  to  decide  just  when  an  operation  is 
ixeeded,  but  it  is  well  known  that  the  conges- 
tive type  always  requires  it.  And  I believe 
that  in  the  majority  of  cases  the  process,  in 
spite  of  operative  work,  goes  on  and  the  in- 
evitable result,  blindness,  ensues.  Iridectomy 
is  still  the  most  popular  operation.  Many  of 
the  non-congestive  cases  do  well  under  miotic 
treatment  and  some  of  them  retain  good  vision 
for  many  yeai’s. 

Neilson  H.  Turner. 


Proceedings  of  Societies 

The  Wise  County  Medical  Society, 

At  its  annual  meeting  in  Norton,  February 
24th,  elected  Dr.  W.  B.  Barham,  of  Big  Stone 
Gap,  president,  and  re-elected  Dr.  C.  B. 
Bowyer,  Stonega,  secretary-treasurer. 

The  Elizabeth  City  County  Medical  Society 
Held  a re-organization  meeting  in  January 
at  which  time  Dr.  J.  Wilton  Hope,  Hampton, 
was  elected  pi'esident,  and  Dr.  Geo.  W.  McAl- 
lister, also  of  Hampton,  secretary.  It  was  de- 
cided to  hold  meetings  on  the  first  and  third 
Mondays. 

The  Giles  County  Medical  Society, 

After  being  inactive  since  1918,  has  re-or- 
ganized and  will  hold  meetings  on  the  last 
Monday  in  each  month.  Dr.  J.  W.  Miller, 
Pembroke,  was  elected  president;  I)r.  W.  D. 
Woolwine,  Pearisburg,  vice-president;  and 
Dr.  W.  0.  Caudill,  Pearisburg,  secretary-treas- 
urer. 


The  Albemarle  County  Medical  Society, 

At  its  annual  meeting  in  January,  elected 
Dr.  T.  II.  Daniel,  Charlottesville,  president; 
Dr.  W.  E.  Bray,  University,  vice-president; 
and  re-elected  Dr.  F.  C.  McCue,  Charlottes- 
ville, secretary-treasurer.  At  this  meeting. 
Dr.  T.  R.  Pratt,  of  Blue  Ridge  Sanatorium. 
Charlottesville,  was  elected  a member. 

The  Augusta  County  Medical  Association 

Held  its  regular  tri-monthly  meeting  in 
Staunton,  on  February  3rd,  at  which  time  in- 
teresting papers  were  presented  by  Drs.  C. 
W.  Putney,  A.  Hume  Sprinkel,  and  Alex.  F. 
Robertson,  all  of  Staunton.  Dr.  J.  L.  Alex- 
ander, Staunton,  is  president,  and  Dr.  H.  G. 
Middlekauff,  Weyers  Cave,  secretary  of  the 
Association. 

There  was  a great  deal  of  favorable  discus- 
sion of  the  paper  by  Dr.  Robertson,  on  the 
subject  of  “Periodic  Health  Examinations,” 
and  much  interest  was  manifested  in  the  sub- 
ject. 

The  Lynchburg  and  Campbell  County  Medi- 
cal Society, 

At  its  annual  meeting,  elected  Dr.  W.  S. 
Ferguson  president;  Dr.  A.  W.  Terrell,  vice- 
president;  and  re-elected,  Dr.  F.  Musgrave 
Howell,  secretary-treasurer.  All  officers  are 
of  Lynchburg. 


The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our 
letter  of  December  26,  1925,  the  following  have  been 
accepted: 

Swan-Myers  Company 

Bermuda  Grass  Concentrated  Pollen  Extract — 
— Swan-Myers;  Costal  Sagebrush  Concentrated 
Pollen  Extract — Swan-Myers;  Johnson  Grass 
Concentrated  Pollen  Extract — Swan-Myers;  Red- 
Root  Pigweed  Concentrated  Pollen  Extract — 
Swan-Myers;  Sunflower  Concentrated  Pollen  Ex- 
tract— Swan-Myers;  Sweet  Vernal  Grass  Concen- 
trated Pollen  Extract — Swan-Myers. 

NEW  AND  NONOFFICIAL  REMEDIES 

Special  Pertussis  Vaccine. — A pertussis  bacillus 
vaccine  (New  and  Nonofticial  Remedies,  1925,  p.  353) 
marketed  in  5 c.c.  vials.  Cutter  Laboratory,  Berke- 
ley, Cal. 

Coco-Quinine. — Each  100  c.c.  contains  quinine  sul- 
phate 2.19  Gm.  (10  grains  per  fluid  ounce),  suspended 
in  a syrup  flavored  with  chocolate,  yerba  santa  and 
vanillin,  and  containing  sodium  benzoate,  0.18  Gm. 
per  100  c.c.  and  alcohol,  4 per  cent.  Eli  Lilly  & Co., 
Indianapolis. 

Concentrated  Culture  of  Bacillus  Acidophilus. — 
P.  D.  L. — A milk  culture  of  Bacillus  acidophilus  sup- 
plied in  vials  containing  8 c.c.  It  contains  not  less 
than  300  million  viable  organisms  (B.  acidophilus) 
per  c.c.  at  the  time  of  sale.  For  a discussion  of 
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actions  and  uses,  see  Lactic  Acid-Producing  Or- 
ganisms and  Preparations  (New  and  Nonofficial 
Remedies,  1925,  p.  191).  Physicians  Diagnostic 
Laboratories,  Berkeley,  Cal.  (Jour.  A.  M.  A.,  Jan. 
2,  1926,  p.  37). 

Scarlet  Fever  Streptococcus  Antitoxin  Concen- 
trated.— A scarlet  lever  streptococcus  antitoxin 
(Jour.  A.  M.  A.,  May  2,  1925,  p.  1,338)  prepared  by 
the  method  of  Drs.  Dick  by  license  of  the  Scarlet 
Fever  Committee,  Inc.  It  is  marketed  in  packages  of 
one  syringe  containing  6 c.c.  (prophylactic  dose)  and 
in  packages  of  one  syringe  containing  12  c.c.  (thera- 
peutic dose).  E.  R.  Squibb  & Sons,  New  York. 

Scarlet  Fever  Immunity  Test. — The  toxin  of  the 
hemolytic  streptococcus  of  scarlet  fever  is  used  to 
determine  those  persons  who  are  susceptible  to  scar- 
let fever.  The  toxin  is  first  standardized  on  human 
beings  and  diluted  so  that  0.1  c.c.  represents  a skin 
test  dose.  The  test  dose  is  injected  intracufaneously 
on  the  forearm  and  the  degree  of  susceptibility  is 
determined  at  the  end  of  from  22  to  24  hours.  The 
toxin  is  used  also  for  active  immunization.  For  this 
purpose  it  is  injected  subcutaneously  at  weekly  in- 
tervals; from  three  to  five  doses  of  increasing 
strength  are  given. 

Scarlet  Fever  Streptococcus  Toxin  for  Dick  Test — 
Squibb. — It  is  prepared  by  the  method  of  Drs.  Dick 
by  license  of  the  Scarlet  Fever  Committee,  Inc.  Mar- 
keted in  packages  of  one  vial  containing  sufficient 
toxin  for  ten  tests;  in  packages  of  one  vial  containing 
sufficient  toxin  for  100  tests.  E.  R.  Squibb  & Sons, 
New  York. 

Scarlet  Fever  Streptococcus  Toxin — Squibb. — It  is 
prepared  by  the  method  of  Drs.  Dick  by  license  of 
the  Scarlet  Fever  Committee,  Inc.  Marketed  in  pack- 
ages of  five  vials  of  toxin  containing  increasing 
doses;  in  packages  of  fifty  vials,  representing  ten 
immunizations.  E.  R.  Squibb  & Sons,  New  York. 

Sulpharsphenamine  — Mallinckrodt.  — A brand  of 
sulpharsphenamine  (New  and  Nonofficial  Remedies. 
1925,  p.  55).  It  is  marketed  in  ampules  containing, 
respectively,  0.1,  0.2,  0.3,  0.4,  0.5  and  0.6  Gm.  Mal- 
linckrodt Chemical  Works,  St.  Louis.  (Jour.  A.  M.  A., 
Jan.  16,  1926,  199.) 

Pollen  Extracts — Arlco. — In  addition  to  the  prod- 
ucts listed  in  New  and  Nonofficial  Remedies,  1925,  p. 
288,  the  following  have  been  accepted:  Acacia 

(Scap.)  Pollen  Extract — Arlco;  Alfalfa  Pollen  Ex- 
tract— Arlco;  Ash  Pollen  Extract — Arlco;  Box  Elder 
Pollen  Extract — Arlco;  Burning  Bush  Pollen  Extract 
— Arlco;  California  Walnut  (Black)  Pollen  Extract 
— Arlco;  Cocklebur  Pollen  Extract — Arlco;  Cosmos 
Pollen  Extract — Arlco;  Fleabane  (Common)  Pollen 
Extract — Arlco;  Goose  Foot  Pollen  Extract — -Arlco; 
Hemp  Pollen  Extract— Arlco ; Indian  Rice  Pollen  Ex 
tract — Arlco;  Indian  Wormwood  Pollen  Extract — 
Arlco;  Live  Oak  Pollen  Extract — Arlco;  Marsh  Elder 
Pollen  Extract — Arlco;  Meadow  Fescue  Pollen  Ex- 
tract— Arlco;  ' Mugwort  Pollen  Extract — Arlco;  Oaf 
Grass  Pollen  Extract — Arlco;  Olive  Pollen  Extract — 
Arlco;  Pine  Pollen  Extract — Arlco;  Plantain  Pollen 
Extract — Arlco;  Prairie  Sage  Pollen  Extract — Arlco; 
Poplar  Pollen  Extract — Arlco;  Privet  Pollen  Extract 
— Arlco;  Red  Fescue  Pollen  Extract — Arlco;  Rye 
Grass  Pollen  Extract — Arlco;  Slender  Ragweed  Pol- 
len Extract — Arlco;  Sweet  Clover  Pollen  Extract — 
Arlco;  Sweet  Vernal  Grass  Pollen  Extract — Arlco; 
Sycamore  Pollen  Extract — Arlco;  Thistle  Pollen  Ex- 
tract— Arlco;  Velvet  Grass  Pollen  Extract — Arlco; 
Western  Cottonwood  Pollen  Extract — Arlco;  West- 
ern Ragweed  (Giant)  Pollen  Extract — Arlco;  Winter 
Fat  Pollen  Extract — Arlco;  Yellow  Daisy  Pollen  Ex- 
tract— Arlco.  Arlington  Chemical  Co.,  Yonkers,  N.  Y. 


Pollen  Extracts — Cutter. — Liquids  obtained  by  ex- 
tracting the  dried  pollen  of  plants. — For  a discus- 
sion of  the  actions  and  uses,  see  Allergic  Protein 
Preparations  (New  and  Nonofficial  Remedies,  1925, 
p.  278).  Pollen  extracts — Cutter  are  used  both  for 
diagnosis  and  treatment.  They  are  marketed  in 
capillary  tubes  and  in  packages  of  five  vials  repre- 
senting graduated  concentrations.  The  following 
preparations  have  been  accepted:  Annual  Salt  Bush 
Pollen  Extract — Cutter;  Arizona  Ash  Pollen  Extract 
— Cutter;  Bermuda  Grass  Pollen  Extract — Cutter; 
Black  Walnut  Pollen  Extract — Cutter;  Canary  Grass 
Pollen  Extract — Cutter;  Careless  Weed  Pollen  Ex- 
tract— Cutter;  Coast -Sagebrush  Pollen  Extract — Cut- 
ter; Cocklebur  Pollen  Extract — Cutter;  Common 
Ragweed  Pollen  Extract — Cutter;  Cottonwood  Pol- 
len Extract — Cutter;  False  Ragweed  Pollen  Extract 
— Cutter;  Giant  Ragweed  Pollen  Extract — Cutter; 
Johnson  Grass  Pollen  Extract — Cutter;  June  Grass 
Pollen  Extract — Cutter;  Lamb’s  Quarters  Pollen  Ex- 
tract— Cutter;  Live  Oak  Pollen  Extract — Cutter; 
Marsh  Elder  Pollen  Extract — Cutter;  Mugwort  Pol- 
len Extract — Cutter;  Olive  Pollen  Extract — Cutter; 
Orchard  Grass  Pollen  Extract — Cutter;  Plantain  Pol- 
len Extract — Cutter;  Rabbit  Bush  Pollen  Extract- 
Cutter;  Red  Root  Pigweed  Pollen  Extract — Cutter; 
Red  Top  Pollen  Extract — Cutter;  Russian  Thistle 
Pollen  Extract — Cutter;  Rye  Grass  Pollen  Extract — 
Cutter;  Sagebrush  Pollen  Extract — Cutter;  Shad- 
scale  Pollen  Extract — Cutter;  Sheep  Sorrel  Pollen 
Extract — Cutter;  Timothy  Pollen  Extract — Cutter; 
Velvet  Grass  Pollen  Extract — Cutter;  Western  Rag- 
weed Pollen  Extract — Cutter;  White  Oak  Pollen 
Extract — Cutter;  Wild  Oat  Pollen  Extract — Cutter; 
Yellow  Dock  Pollen  Extract — Cutter.  Cutter  Labora- 
tory, Berkeley,  Cal. 

Concentrated  Pollen  Extracts — Swan-Myers.  In 
addition  to  the  products  listed  in  Journal  A.  M.  A., 
May  30,  1925,  p.  1,634,  the  following  have  been  ac- 
cepted: Mixed  Ragweed  Concentrated  Pollen  Ex- 
tract— Swan-Myers.  Swan-Myers  Co.,  Indianapolis. 

Protein  Extracts  Diagnostic — P.  D.  & Co. — In  ad- 
dition to  the  products  listed  in  New  and  Nonofficial 
Remedies,  1925,  p.  289,  the  following  have  been  ac- 
cepted: Aster  Pollen  Protein  Extract  Diagnostic — 

P.  D.  & Co.;  Barnyard  Grass  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Bermuda  Grass  Pollen  Pro- 
tein Extract  Diagnostic — P.  D.  & Co.;  Burweed 
Marsh  Elder  Pollen  Protein  Extract  Diagnostic — P. 
D.  & Co.;  Chestnut  Pollen  Protein  Extract  Diagnos- 
tic— P.  D.  & Co.;  Cocklebur  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Common  Ragweed  Pollen 
Protein  Extract  Diagnostic — P.  D.  & Co.;  Corn  Pol- 
len Protein  Extract  Diagnostic — P.  D.  & Co.;  Cosmos 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
Crab  Grass  Pollen  Protein  Extract  Diagnostic — P. 
D.  & Co.;  Dahlia  Pollen  Protein  Extract  Diagnostic 
— P.  D.  & Co.;  Dandelion  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Halberd-Leaved  Orache 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
Giant  Ragweed  Pollen  Protein  Extract  Diagnostic — 
P.  D.  & Co.;*  Indian  Hair  Tonic  Pollen  Protein  Ex- 
tract Diagnostic — P.  D.  & Co.;  Johnson  Grass  Pollen 
Protein  Extract  Diagnostic — P.  D.  & Co.;  June  Grass 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
Maple  Pollen  Protein  Extract  Diagnostic — P.  D.  & 
Co.;  Marigold  Pollen  Protein  Extract  Diagnostic— 
P.  D.  & Co.;  Orchard  Grass  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Plantain  Pollen  Protein 
Extract  Diagnostic — P.  D.  & Co.;  Prairie  Sage  Pol- 
len Protein  Extract  Diagnostic — P.  D.  & Co.;  Rose 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.: 
Rough  Marsh  Elder  Pollen  Protein  Extract  Diagnos- 
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tic — P.  D.  & Co.;  Sage  Brush  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  Western  Ragweed  Pollen 
Protein  Extract  Diagnostic — P.  D.  & Co.;  Western 
Water  Hemp  Pollen  Protein  Extract  Diagnostic — P. 
D.  & Co.;  Wheat  Pollen  Protein  Extract  Diagnostic 
— P.  D.  & Co.;  White  Clover  Pollen  Protein  Extract 
Diagnostic — P.  D.  & Co.;  White  Goose  Foot  Pollen 
Protein  Extract  Diagnostic — P.  D.  & Co.,  Willow 
Pollen  Protein  Extract  Diagnostic — P.  D.  & Co.; 
Wormwood  Sage  Pollen  Protein  Extract  Diagnostic 
— P.  D.  & Co.;  Yarrow  Pollen  Protein  Extract  Diag- 
nostic— P.  D.  & Co.;  Yellow  Dock  Pollen  Protein 
Extract  Diagnostic — P.  D.  & Co.  Parke,  Davis  & Co., 
Detroit. 

Group  Protein  Extracts  Diagnostic — P.  D.  & Co. — 
In  addition  to  the  products  listed  in  New  and  Non- 
official Remedies,  1925,  p.  294,  the  following  have 
been  accepted:  Protein  Extracts  Diagnostic — P.  D. 
& Co.  Group  28  (Bermuda  Grass,  Johnson  Grass, 
Orchard  Grass,  Red  Top,  Timothy) ; Protein  Extracts 
Diagnostic — P.  D.  & Co.  Group  29  (Halberd-Leaved 
Orache,  Russian  Thistle,  Western  Water  Hemp, 
White  Goose  Foot,  Yellow  Dock) ; Protein  Extract 
Diagnostic — P.  D.  & Co.  Group  30  (Burweed  Marsh 
Elder,  Cocklebur,  Common  Ragweed,  Giant  Ragweed, 
Rough  Marsh  Elder,  Western  Ragweed) ; Protein  Ex- 
tracts Diagnostic — P.  D.  & Co.  Group  31  (Indian 
Hair  Tonic,  Mugwort,  Prairie  Sage,  Sage  Brush, 
Wormwood  Sage).  Parke,  Davis  & Co.,  Detroit. 
(Jour.  A.  M.  A.,  Jan.  23,  1926,  p.  277.) 

PROPAGANDA  FOR  REFORM 

The  Hoxide  Cancer  Cure. — There  is  being  exploited 
from  the  town  of  Taylorville,  Illinois,  a “cancer  cure” 
put  out  by  one  Harry  M.  Hoxsey  and  sponsored  by 
the  Chamber  of  Commerce  of  Taylorville.  The  treat- 
ment is  a secret  one,  of  course,  and  is  administered 
by  a concern  calling  itself  the  Hoxide  Institute.  The 
Hoxide  Cure  is  essentially  the  escarotic  treatment 
with  arsenic  as  the  base.  Specimens  of  the  stuff 
examined  in  the  A.  M.  A.  Chemical  Laboratory  when 
the  Hoxsey  outfit  was  in  Chicago,  showed  the  pres- 
ence of  arsenic  in  large  quantities.  What  happens 
when  the  “cure”  is  used  can  easily  he  imagined  by 
physicians.  Unfortunately  the  public  has  no  such 
knowledge.  In  the  case  of  some  of  the  patients  that 
were  treated  in  Chicago  by  the  National  Research 
Cancer  Institute  and  Clinic,  the  arsenic  applied  to 
the  malignant  tissue  ate  into  the  blood  vessels  and 
the  patients  bled  to  death.  (Jour.  A.  M.  A.,  Jan  2, 
1926,  p.  55.) 

The  Anemias  Due  to  Radioactive  Substances. — Re- 
ports have  been  published  on  the  dangers  of  radio- 
active substances  and  warn  against  subtle  menaces 
that  represent  practically  a heretofore  unrecognized 
form  of  occupational  poisoning.  These  reports  bring 
out  that  the  ingestion  of  radioactive  substances  may 
act  as  irritants  to  the  adjacent  erythroblastic  and 
leukoblastic  centers  and  may  produce  a severe 
anemia  and  stimulate  pernicious  anemias  of  the  re- 
generative and  aplastic  types.  The  demonstrated 
cell-destructive  potency  of  radioactive  substances 
and  the  unsuspected  late  effects  which  they  may 
initiate  should  serve  as  a vigorous  warning  to  all 
who  promote  radioactivity  as  a therapeutic  measure. 
(Jour.  A.  M.  A.,  Jan.  9,  1926,  p.  121.) 

Trepol  and  Neotrepol  Not  Acceptable  for  N.  N.  R. — 
The  Council  on  Pharmacy  and  Chemistry  reports 
that  Trepol  and  Neotrepol,  bismuth  preparations  for 
use  in  the  treatment  of  syphilis,  marketed  by  the 
Anglo-French  Drug  Co.,  are  not  acceptable  for  New 
and  Nonofflcial  Remedies.  Trepol,  offered  in  the  form 
of  ampules  claimed  to  contain  basic  tartrobismuthate 
of  potassium  and  sodium,  was  rejected  because  the 


product  does  not  represent  a “tartrobismuthate  of 
potassium  and  sodium”  but  is  instead  substantially  a 
basic  bismuth  tartrate,  and  because  no  adequate  tests 
for  the  control  of  its  identity  and  uniformity  are 
furnished.  Neotrepol,  supplied  in  the  form  of  am- 
pules containing  metallic  bismuth  in  suspension,  was 
rejected  because  the  amount  of  active  ingredient 
claimed  to  be  contained  in  the  ampules  is  not  in  ac- 
cord with  the  amount  declared  to  be  present.  (Jour. 
A.  M.  A.,  Jan.  9,  1925,  p.  135.) 

Loeser’s  Intravenous  Solution  of  Calcium  Chloride 
and  Loeser’s  Intravenous  Solution  of  Sodium  Thio- 
sulphate.— An  explanation. — Some  time  ago  the  Coun- 
cil reported  that  Loeser’s  Intravenous  Solution  of 
Calcium  Chloride  and  Loeser’s  Intravenous  Solu- 
tion of  Sodium  Thiosulphate  had  been  found  in- 
eligible for  New  and  Nonofficial  Remedies.  The 
New  York  Intravenous  Laboratory  objected  to  these 
reports.  It  particularly  resented  that  part  of  the 
heading  of  these  reports  which  declared  the  products 
“Not  Accepted”  for  New  and  Nonofficial  Remedies, 
because  it  did  not  request  consideration  of  these 
products.  Since  the  firm  expressed  the  belief  that 
readers  of  the  reports  may  be  led  to  assume  that  it 
had  requested  the  Council  to  consider  these  prepa- 
rations, the  Council  explains  that  the  firm  did  not 
take  this  stop.  (Jour.  A.  M.  A.,  Jan.  16,  1926,  p.  217.) 

Some  More  Medical  Frauds. — The  postal  authori- 
ties have  recently  barred  a piece  of  asthma  cure 
quackery  and  two  lost  manhood  fakes  from  the 
use  of  the  mails.  The  first  is  the  Asthma-Tab 
Laboratories  Inc.,  of  Kansas  City,  Mo.,  which  ex- 
ploited a product  to  the  public,  shown  by  the  A.  M. 
A.  Chemical  Laboratory  to  be  essentially  potassium 
iodide  and  arsenic  trioxide.  The  two  lost  manhood 
concerns  were  Hart  & Co.  which  put  out  a device 
called  the  Perfection  Developer  and  B.  & V.  S. 
Manufacturing  Co.  which  exploited  the  “Burt 
Vacuum  Tube.”  (Jour.  A.  M.  A.,  Jan.  16,  1926,  p. 
218.) 

Manola — Hymosa — Phytoline — Succus  Cineraria. — 
“Medical  Suggestions”  is  a pamphlet  issfled  by  the 
Walker  Pharmacal  Co.  and  The  Manola  Co.,  which 
apparently  are  subsidiaries  to  the  Luyties  Pharma- 
cal Co.,  St.  Louis.  The  publication  contains  articles 
which  are  puffs  for  the  products  sold  by  these  com- 
panies, together  with  testimonials  from  physicians 
who  say  that  they  have  used  them.  Manola  has 
been  exploited  as  a “tonic,  reconstructive,  and  tis- 
sue builder.”  It  now  contains  some  strychnine  and 
arsenic  which  takes  it  out  of  the  class  of  homeo- 
pathic nostrums,  but  certainly  does  not  justify  the 
promiscuous  use  which  is  advocated.  Hymosa  was 
found  to  be  essentially  a solution  of  salicylates  ex- 
ploited as  a remedy  for  rheumatism.  Phytoline  is 
a preparation  of  pokeberry  juice  advertised  as  a 
powerful  antifat.  Succus  Cineraria  Maritima 
(Walker)  is  recommended  for  use  in  cataract  by  the 
Walker  Chemical  Co.  which  in  1916  pleaded  guilty 
to  the  charge  that  the  claims  for  this  nostrum  were 
false  and  fraudulent.  (Jour.  A.  M.  A.,  Jan.  16,  1925. 

p.  220.) 

Vitalait  Starter  Omitted  From  N.  N.  R. — The 
Council  on  Pharmacy  and  Chemistry  announces  that. 
Vitalait  Starter  of  the  Vitalait  Laboratory,  Newton 
Center,  Mass.,  has  been  omitted  from  New  and  Non- 
official Remedies  because  the  preparation  was  used 
as  a means  of  advertising  an  unacceptable  prepa- 
ration. (Jour.  A.  M.  A.,  Jan.  23,  1926,  p.  294.) 

Streptococcus  Vaccine  and  Mixed  Staphylococcus- 
Acne  Vaccine  Omitted  From  N.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  announces  that  all 
streptococcus  vaccines  and  all  vaccine  mixtures 
containing  staphylococci  and  acne  bacilli  have  been 


800 


VIRGINIA  MEDICAL  MONTHLY. 


[March, 


omitted  from  New  and  Nonofficial  Remedies  be- 
cause experience  with  these  preparations  has  not 
established  the  value  which  it  was  hoped  they 
possessed  and  because  recognized  experts  to  whom 
the  Council  looks  for  help  have  concluded  that  these 
preparations  have  no  field  of  usefulness.  (Jour. 
A.  M.  A.,  Jan.  23,  1926,  p.  294.) 

Restriction  of  the  Sale  of  Barbital  (Veronal).— 
While  no  laws  have  been  passed  in  the  U.  S.  against 
the  sale  of  barbital,  the  New  York  sanitary  code 
prohibits  its  sale  without  a prescription,  in  Useful 
Drugs  it  is  stated  that  many  cases  of  poisoning, 
some  fatal,  occur  from  the  indiscriminate  use  of 
barbital  by  the  laity.  (Jour.  A.  M.  A.,  Jan.  23,  1926, 
p.  297.) 

Crystalline  Insulin. — In  a significant  address — the 
sixth  annual  Pasteur  lecture — recently  given  before 
the  Chicago  Institute  of  Medicine,  John  J.  Abe' 
made  public  announcement  that  he  had  obtained  a 
crystalline  form  of  insulin.  The  chemical  and  medi- 
cal world  will  await  with  great  interest  further  de- 
velopments, particularly  the  proof  of  the  identifica- 
tion and  chemical  constitution  of  the  product.  The 
crystallization  of  the  pure  principle  “insulin,”  or  a 
compound  of  it,  may  well  be  considered  an  out- 
standing accomplishment  in  the  life  of  a man  al- 
ready distinguished  by  his  conquests  in  biochemis- 
try. (Jour.  A.  M.  A.,  Jan.  30,  1926,  p.  350.) 

Amosol  Declared  a Fraud. — The  Postoffice  De- 
partment has  denied  the  use  of  the  mails  to  the 
concern  known  as  Strong  Laboratories,  Liberty, 
Mo.,  which  was  engaged  in  fraudulent  exploitation 
of  a pyorrhea  “cure”  amosol  through  the  mails. 
Henry  Strong  Smith,  one  of  the  proprietors,  ad- 
mitted that  the  preparation  he  sold  as  a new,  scien- 
tific discovery,  the  result  of  years  of  study  and  re- 
search, was  in  reality  what  is  commercially  known 
as  “stock  dip.”  (Jour.  A.  M.  A.,  Jan.  30,  1926,  p. 
366.) 

Burnsides  Purifico. — Purifico  comes  in  the  form 
of  three  liquids:  “Purifico  No.  1,”  in  addition  to 

10  per  cent  alcohol  with  sugar  and  a small  amount 
of  glycerin,  contains  potassium  iodide,  cinchona 
alkaloids,  piperine  and  probably  senna.  “Purifico 
No.  2”  is  essentially  the  same  thing,  minus  the 
senna.  “Purifico  No.  3”  contains  14  per  cent  al- 
cohol, sugars,  valerian,  piperine  and  tannic  acid.  In 
1917  the  government  prosecuted  the  promoters  of 
“purifico”  on  the  charge  that  the  claims  that  this 
stuff  would  cure  cancer  was  fraudulent.  They 
pleaded  guilty  and  were  fined.  In  1924  the  pro- 
moters were  debarred  from  the  use  of  the  mails. 
Purifico  now  appears  to  be  handled  by  the  Chau- 
tauqua Chemical  Corporation  of  Ashville,  New 
York,  and  all  direct  reference  to  cancer  has  been 
omitted  from  the  advertising.  This  concern  states 
that  it  does  not  claim  Purifico  a specific  and  does 
not  guarantee  a cure.  It  is  obvious,  however,  that 
the  claims  made  for  many  years  that  Purifico  is  a 
cure  for  cancer  are  still  being  traded  on.  (Jour. 
A.  M.  A.,  Jan.  30,  1926,  p.  368.) 

Ethylene  and  Nitrous  Oxide  as  Anesthetics. — 
Ethylene  produces  greater  relaxation  than  nitrous 
oxide,  also  much  higher  percentages  of  oxygen  can 
be  administered  with  it,  and  therefore,  cyanosis  is 
not  produced  as  with  nitrous  oxide.  According  to 
New  and  Nonofficial  Remedies  the  advantages  over 
nitrous  oxide  are  equally  rapid  but  more  pleasant 
induction,  satisfactory  relaxation  without  cyanosis 
or  sweating,  and  rapid  recovery.  The  disadvan- 
tages of  ethylene  are  the  odor,  the  "inflammability 
of  the  gas,  and  an  apparently  increasing  oozing  of 
the  wound  during  its  use.  (Jour.  A.  M.  A.,  Jan.  30, 
1926,  p.  368.) 


Book  Announcements 


Potter’s  Compound  of  Materia  Medica,  Therapeutics 
and  Prescription  Writing,  with  Especial  Reference 
to  the  Physiological  Action  of  Drugs.  Based  on 
the  Tenth  Revision  of  The  U.  S.  Pharmacopoeia, 
Including  also  Many  Unofficial  Remedies.  By  A. 
D.  BUSH,  B.  S.,  M.  D.,  Professor  of  Pharmacology, 
Emory  University.  Ninth  Edition,  Revised.  Phila- 
delphia. P.  Blakiston’s  Son  and  Company.  1012 
Walnut  Street.  12mo.  262  pages.  Cloth.  Price 
$2.00  net. 

Nephritis.  By  HERMAN  ELWYN,  M.  D.,  Assistant 
Visiting  Physician,  Gouverneur  Hospital,  New 
York,  N.  Y.  New  York.  The  Macmillan  Company. 
1926.  8vo.  347  pages.  Cloth. 

The  Pharmacopoeia  of  the  United  States  of  America. 

Tenth  Decennial  Revision  (U.  S.  P.  X.)  By 
authority  of  the  UNITED  STATES  PHARMACO- 
POEIAL  CONVENTION  held  at  Washington,  D. 
C.,  May  11,  1920.  Prepared  by  the  Committee  of 
Revision  and  Published  by  the  Board  of  Trustees. 
OFFICIAL  FROM  JANUARY  1,  1926.  Agent,  J.  B. 
Lippincott  Company.  Philadelphia,  Pa.  8vo.  626 
pages.  Cloth. 

Ophthalmic  Neuro-Myology.  A Study  of  the  Normal 
and  Abnormal'  Actions  of  the  Ocular  Muscles  from 
the  Brain  Side  of  the  Question.  By  G.  C.  SAVAGE. 
M.  D.,  LL.D.,  Professor  of  Ophthalmology  in  Medi- 
cal Department  of  Vanderbilt  University,  from 
1886  to  1911;  Ex-President  of  the  Tennesses  State 
Medical  Association;  Ex-Chairman  of  the  Section 
of  Ophthalmology  of  the  A.  M.  A.,  etc.  Second 
Edition.  Published  by  the  Author,  167  Eighth 
Avenue,  North,  Nashville,  Tennessee.  Printed  by 
McQuiddy  Printing  Company,  Nashville,  Tenn., 
1926.  Small  8vo.  227  pages,  with  39  full  page 
plates  and  12  illustrative  figures.  Cloth.  Price 
$3.00. 

Psychonanalysis  and  Beyond  Psychoanalysis.  By 
LEONARD  L.  LANDIS,  M.  D.,  Formerly  Assistant 
Clinical  Instructor  at  Post-Graduate  Hospital  and 
the  University  of  New  York  Internal  Medicine  De- 
partment, Present  National  Chairman  of  the 
American  Association  of  Independent  Physicians, 
etc.  1924.  American  Association  of  Independent 
Physicians.  Small  8vo  of  212  pages.  Cloth. 

The  Johns  Hopkins  Hospital  Reports.  Volume  XXII, 
Fasciculus  I.  Baltimore.  The  Johns  Hopkins 
Press.  1926.  Studies  on  Bacterial  Infective  Cardi- 
tis by  William  S.  Thayer.  185  pages. 


Cheer  up  my  friend  and  don’t  be  blue, 
The  world  is  mighty  good  to  you; 
There  is  no  time  to  fret  and  grieve, 

For  sometimes  you  will  have  to  leave 
This  place — and  go  elsewhere  to  dwell, 

It  will  be  Heaven — but  might  be  h — 1; 

So  fill  the  hours  with  joy  and  cheer 
The  while  that  you  are  staying  here; 
Let  not  one  hour  be  lost  in  tears 
Of  all  life’s  many  changing  years, 

Be  gay,  be  happy — always  smile, 

’Twill  pay  thru  the  long  afterwhile. 

— Selected. 
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Editoral 

Cerebral  Hemorrhage  and  High-Blood  Pres- 
sure. 

General  practitioners,  internists  and  neurol- 
ogists are  necessarily  interested  in  these  grave 
phases  of  vascular  disease.  Chronic  hyperten- 
sion and  cerebral  hemorrhage  are  sympto- 
matic phenomena  of  arterial  disease;  the  two 
conditions  express  in  different  ways  arterial 
disease.  High  blood  pressure  precedes  cere- 
bral hemorrhage;  the  bleeding  vessel  in  the 
brain  follows  a train  of  pathology  of  which 
hypertension  is  an  antecedent  expression. 
Many  humans  die  because  of  disease  of  the 
arteries:  indeed  a majority  of  deaths  in 
chronic  maladies  are  due  directly  or  indirectly 
to  disease  in  the  arteries.  Cerebral  hemor- 
rhage may  result  in  immediate  death ; in  a 
slow  manner  of  death,  with  a prolonged  last- 
illness: in  a long  drawn  out  unconsciousness 
followed  by  a slow  recovery  to  consciousness 
and  attended  by  paralysis  of  one  sort  and  an- 
other; in  a partial  recovery  to  a state  of  phy- 
sical and  mental  lameness;  or  in  an  apparent 
as-good-as-before  condition.  Each  instance  is 
attended  by  an  ever  threatening  second  stroke. 
General  practitioners  and  internists  find  a call 
for  a consideration  of  the  etiology  and  pathol- 
ogy of  arterial  disease  that  is  characterized  by 
high  tension,  because  many  patients'  display- 
ing this  symptom  are  observed  in  the  fourth, 
fifth  and  sixth  decades.  A review  of  so  com- 
mon a clinical  association  as  high  blood  pres- 
sure and  cerebral  hemorrhage,  therefore, 
seems  not  inappropriate. 

High  blood  pressure  should  be  considered 


first.  The  phenomenon  of  hypertension  is  met 
with  in  chronic  diseases:  in  cardiac,  renal  and 
vascular  disease.  High  blood  pressure  is  as- 
sociated with  well-known  grave  sjmdromes 
such  as,  convulsions,  coma,  dsypnoea,  and 
paralysis.  High  blood  pressure  is  a part  of 
advancing  age:  it  is  a companion  of  dimness 
of  vision,  difficulty  of  hearing,  dizziness,  ver- 
tigo, weakness.  High  blood  pressure  is  found 
in  the  alcoholic,  in  the  syphilitic  and  the  obese. 


We  may  divide  ?ases  of  chronic  hyperten- 
sion in  three  general  groups.  (1)  Essential 
hypertension  cases,  (2)  arteriosclerosis  cases, 
(3)  chronic  nephritis  cases  with  cardiovascu- 
lar disease. 

Chronic  Essential  Hypertension 
One  is  forced  to  consider,  in  chronic  essen- 
tial vascular  hypertension,  the  probable  evolu- 
tion of  the  process.  Especially,  as  one  thinks 
of  high  blood  pressure  with  cerebral  hemor- 
rhage, one  must  think  of  a vascular  system 
under  strain  and  stress  and  degeneration. 
Strange  as  it  may  seem  the  pathogenesis  of 
hypertension  and  vascular  disease  is  not  clearly 
understood  even  today  after  decades  of  active 
study  of  it.  The  causation  and  pathology  is 
still  not  agreed  upon.  One  may  be  right  in 
saying,  however,  that  this  lack  of  agreement 
may  be  due  to  the  fact  that  there  is  no  one 
cause  or  pathogenesis  for  all  cases  of  hyper- 
tension. It  is  more  likely  true  that,  as  the  pro- 
cess takes  up  its  pathogenesis,  first  causes 
bring  into  operation  one  or  more  contributory 
causes.  These  causes  interlocked,  and  accumu- 
lative, gather  with  avalanche-like  force  to  ef- 
fect the  evidence  of  hypertension  and  vascular 
disease.  To  particularize,  a chronic  infection 
may  serve  to  set  up  a primary  essential  hyper- 
tension by  producing  a mere  impermeability 
of  the  kidney.  So,  the  daily  intake  of  protein 
and  daily  quota  of  endogenous  protein  will  be 
stopped  or  hindered,  and  retention  of  urinary 
elements  begun.  Again,  the  habit  of  excess  in 
food,  particularly  protein,  together  with  the 
urge  and  stress  of  modern  life,  may  produce, 
also,  hypertension  in  vascular  field,  particu- 
larly in  the  small  capillary  field  without  signs 
of  massive  arterial  disease,  by  producing 
spasm  and  constriction  of  arterial  capillaries. 
This  probably  starts  the  process  of  high  ten- 
sion in  the  arterial  system.  But  we  must  say 
that  essential  hypertension  is  caused  by  fac- 
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tors  not  always  discoverable  and,  for  a cer- 
tainty, the  primary  causes  are  really  unknown. 
Only  by  circumstantial  evidence,  often,  are 
causes  and  processes  of  the  early  signs  of  high 
blood  pressure  discovered  or  identified.  But 
one  may  turn  to  the  physiology  of  the  meta- 
bolism of  protein  for  an  illustration  of  the 
action  of  the  metabolites  upon  blood  pressure. 
The  blood  being  the  medium  of  transportation 
of  the  food-protein  amino-acids  and  also  the 
medium  of  elimination  through  renal  blood  of 
the  rejected  amino-acids,  the  first  thought  may 
naturally  be  that  a failure  of  elimination  of 
amino-acid  may  be  a cause  of  retention  which 
may  become  noxious.  It  seems  probable  that 
it  is  along  this  line  of  investigation  that  Major 
has  done  suggestive  investigation. 

Major*  reported,  in  the  proceedings  of  the 
Association  of  American  Physicians,  some 
work  along  this  line.  He  called  attention  to 
the  fact  that  for  some  time  studies  of  the 
known  metabolites  of  the  urine  suggest  a rela- 
tion to  hypertension.  The  pressor  effects  of 
the  guanidin  base  Avere  particularly  impressive. 
Major  reported  injections  of  guanidin  in  dogs 
which  were  followed  by  gradual  increased 
blood-pressui-e  that  was  sustained  for  four  to 
five  hours.  He  found  that  in  decerebrated 
dogs  a marked  rise  in  blood-pressure  was  ob- 
tained by  intravenous  injection  of  methyl- 
guanidin  sulphate.  He  found  that  such  a 
marked  vaso-constriction  occurred  in  rabbits 
that  it  was  impossible  to  get  blood  from  the 
animal’s  ear.  So  the  jugular  vein  or  heart 
were  employed  in  order  to  get  blood.  He 
found  that  the  renal  vessels  also  showed 
marked  vaso-constriction.  The  observations 
suggested  that  the  peripheral  action  of  vascu- 
lar spasm,  due  to  guanidin,  may  be  the  cause 
of  human  arterial  hypertension. 

Majorf  also  studied  patients  with  arterial 
hypertension  with  reference  to  guanidin  elimi- 
nation. He  found  that  patients  with  arterial 
hypertension  usually  had  a lower  excretion  of 
these  bases  than  normal  persons  or  than  those 
suffering  from  other  diseases.  But,  however, 
in  essential  hypertension  and  chronic  nephri- 
tis, Major  failed  to  encounter  any  constant  in- 
crease in  blood  guanidin.  So  animal  experi- 
mentation was  conducted  in  order  to  explain 
this  important  missing  link  in  the  evidence. 
From  these  experiments  he  got  the  suggestion 
that  this  failure  to  find  increase  in  blood  guani- 

*J.  A.  M.  A.,  Vol.  84,  No.  22,  1691. 

fJ.  A.  M.  A.,  Vol.  83,  No.  2,  page  83. 


din  is  due  to  rapid  excretion  of  guanidin;  or  to 
storage  in  some  tissue,  or  transformation  into 
some  other  substance  that  has  a prolonged 
pressor  effect,  or  to  a rapid  saturation  with 
destruction  of  the  excess. 

Major  summarizes  his  interesting  clinical 
observations  by  noting  that  normal  persons 
will  show  a daily  average  excretion  of  guani- 
din bases  of  100  mg.  while  patients  with  hy- 
pertension will  show  a marked  diminution  of 
excretion  of  guanidin  bases.  Cases  with  essen- 
tial hypertension  and  cases  with  chronic  neph- 
ritis with  hypertension  show  marked  diminu- 
tion of  excretion  of  guanidin  bases.  It  is 
interesting  to  note  that  chronic  nephritics  are 
unable  to  excrete  properly  urea,  uric  acid, 
creatin  and  creatinin  and  the  “undertermined 
group  of  substances  resulting  from  protein 
metabolism,  classes  under  non-protein  nitro- 
gen, which  includes  the  guanidin  compounds.” 
But  it  is  significant  that  urea,  uric  acid,  crea- 
ting and  creatinin  produce  no  effect  on  blood- 
pressure  but  that  guanidin  has  a decided  pres- 
sor effect. 

Major  concludes  suggestively  by  saying  it 
seems  quite  possible  that  kidneys  badly  dam- 
aged by  chronic  nephritis,  by  small  vessel 
sclerosis,  by  arteriosclerosis,  may  be  unable  to 
excrete  properly  these  substances  having  such 
a marked  pressor  effect.  Such  a retention  of 
guanidin  bases,  unless  they  were  utilized  or 
destroyed  may  result  in  an  elevation  of  blood- 
pressure.  On  some  such  foundation  one  may 
attempt  to  build  the  structure  of  the  etiology 
of  incipient  hypertension. 

In  this  connection,  Fishberg’s*  study  on 
anatomic  findings  is  that  essential  hyperten- 
sion indicates  that  hypertension  cannot  be  due 
to  general  arteriosclerosis.  In  seventy-two 
cases  of  hypertension  studied  by  him  there 
was  no  kidney  involvement:  in  a study  of  the 
arteries  in  different  parts  of  the  body  he  found 
that  sclerosis  of  the  small  arteries  occurred 
only  in  the  kidney,  frequently  the  liver,  spleen 
and  pancreas,  rarely  the  brain  and  heart,  and 
only  a little  in  the  vascular  area  of  the  muscu- 
lar and  cutaneous  system.  As  a true  general 
arteriosclerosis  does  not  exist,  essential  hyper- 
tension can  not  be  caused  by  it.  One  has  to 
fall  back  upon  the  hypothesis  of  Gull  and 
Sutton  for  the  statement  that  disease  of  the 
arterioles  is  primarily  the  cause  of  hyperten- 

•Anatomic  Findings  in  Essential  Hypertension,  Arch.  Int. 
Med.  36:  660,  May,  1925,  J.  A.  M.  A.,  Vol.  84,  No.  2,  page 
1826. 
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sion  by  mechanically  narrowing  the  peri- 
pheral strained  vessels;  this  is  supplemented 
by  Johnson's  suggestion  (1868)  that  excretory 
products  retained  induce  spasm  in  the  peri- 
pheral arteries. 

Whether  or  not  cerebral  hemorrhage  may 
occur  in  essential  hypertension  we  are  not  pre- 
pared to  answer.  One  case  which  was  classi- 
fied as  essential  hypertension,  however,  last 
year,  had  a cerebral  hemorrhage.  This  case 
had  never  shown  a tension  of  greater  than 
160  mm.  hg.  She  was  sixty-eight  years  of  age, 
and  renal  function  was  only  slightly  below 
normal.  Her  blood  chemistry  was  not  far 
from  normal.  The  morning  of  her  stroke  she 
showed  190  pressure,  which  quickly  fell  when 
she  was  bled.  Since  then  her  pressure  taken 
daily  for  more  than  a vear  has  not  been  above 
160. 

Arteriosclerosis 

Arteriosclerosis,  associated  with  heart  anti 
renal  disease,  is  a more  obvious  cause  of  hy- 
pertension and  it  is  a more  direct  cause  of  hy- 
pertension. In  this  causes  are  definitely  due 
to  chronic  infections,  alcoholism,  over-eating, 
over- work,  stress  and  strain  of  modern  life. 
In  the  early  stage  the  causes  operate  to  pro- 
duce degenerative  changes  in  the  vessel  walls, 
particularly  the  intima.  In  more  advanced 
stages  of  the  disease  pronounced  degenerative 
changes  occur.  In  diffuse  arteriosclerosis  the 
process  is  widespread  throughout  the  body 
from  aorta  to  small  arteries. 

The  media  and  intima  undergo  necrotic  and 
hyaline  changes  and  the  muscular  coat  first 
undergoes  hypertrophic  changes  and  later  hya- 
line and  calcareous  degeneration. 

Chronic  Nephritis 

Chronic  neiphritis  is  another  general  cause 
of  hypertension  and  is  associated  with  cere- 
bral apoplexy. 

Chronic  Bright’s  disease,  causing  the  reten- 
tion of  the  urinary  solids  in  the  blood,  and 
creating  a uremic  state  of  long  standing, 
superinduces  the  degenerative  changes  in  the 
vascular  system.  This  produces  increased  ten- 
sion in  the  arterial  system  which  ultimately 
brings  about  a rupture  of  the  cerebral  artery 
in  the  case  of  apoplexy.  In  connection  with 
ateriosclerosis  and  nephritis  a patient  is  re- 
called who  suffered  a stroke  of  apoplexy  two 
and  a half  years  ago.  The  patient  had  been 
under  professional  care  for  ten  years  before 


the  stroke  of  apoplexy.  In  1913  he  weighed 
191  pounds  and  had  a systolic  blood  pressure 
of  160  mm.  hg.  His  urine  showed  positive  al- 
bumin and  hyalin  casts.  In  1914,  1915,  1916 
and  1917,  the  urine  showed  distinct  traces  of 
albumin  and  granular  casts.  In  September, 
1917,  his  tonsils  were  removed  and  his  weight 
was  177  pounds  with  the  same  urine  findings. 
In  1919,  1920  and  1921  his  weight  remained 
around  175.  In  1922  urine  examination 
showed  granular  and  hyaline  casts.  In  spite 
of  more  or  less  constant  medical  direction,  the 
weight  and  blood  pressure  became  excessive. 

After  the  stroke,  October  9,  1923,  he  was 
weighing  190  pounds,  his  blood  pressure  was 
190  systolic,  his  urinary  findings  were  the 
same.  At  the  time  of  his  stroke,  he  was  dis- 
covered walking  about  his  bedroom,  after 
midnight,  unable  to  speak,  and  seemingly  un- 
conscious of  his  movements.  He  was  brought 
to  the  hospital,  and  lapsed  into  unconscious- 
ness which  persisted  for  three  days.  Gradu- 
ally consciousness  returned,  but  he  was  unable 
to  speak  at  first.  After  five  weeks  in  the  hos- 
pital he  was  able  to  command  a few  words. 
He  has  improved  from  this  condition  in  two 
and  a half  years.  Blood  urea  was  26  mgms. 
per  100  c.c.  of  blood,  renal  function  45  per 
cent  of  total  dye  in  two  hours,  Wassermann 
was  negative,  and  his  urine  showed  hyalin  and 
granular  casts. 

When  he  left  the  hospital  he  weighed  177 
pounds  and  his  blood  pressure  was  168  sys- 
tolic. From  that  time  to  the  present  his 
highest  systolic  reading  has  been  230  systolic 
and  his  lowest  has  been  150  systolic.  His 
weight  lias  mounted  to  204  and  his  last  blood- 
pressure  reading  was  196  systolic. 

During  these  thirteen  years  of  observation 
he  has  been  examined  and  instructed  rather 
regularly  every  few  weeks.  Today  he  has  a 
slight  aphasia,  as  the  resulting  disability  of 
the  vascular  accident. 

One  may  look  for  associated  cardiac  hyper- 
trophy in  these  cases.  Such  a chronic  state  of 
renal  dysfunction  with  its  blood  chemistry 
marked  by  a high  degree  of  non-protein-nitro- 
gen  and  low  renal  function,  is  conducive  to 
vascular  crises. 


This  condition  is  not  an  infrequent  back- 
ground for  the  syndrome  of  cerebral  hemor- 
rhage. 
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Apoplectic  Stroke 

The  brain  receives  blood  from  the  internal 
carotid  arteries,  the  vertebral  arteries,  and  a 
bit  from  spinal  arteries.  In  an  anastomosis 
within  the  skull  is  the  circle  of  Willis.  In 
cerebral  hemorrhage  from  high  blood  pres- 
sure and  vascular  disease,  the  bleeding  is  in- 
tra-cerebral and  most  frequently  in  the  neigh- 
borhood of  the  corpus  striatum,  usually  to- 
ward the  ante-section  of  the  lenticular  nucleus. 
Bleeding  may  be  small  and  limited  to  the 
lenticular  body,  the  thalamus  and  the  internal 
capsule.  The  marked  anatomy  of  the  vessels 
involved  is  probably  due  to  degeneration  of 
the  media,  although  formerly  the  intima  was 
thought  to  be  more  frequently  the  cause  pro- 
ducing miliary  aneurysm-like  degeneration. 
On  the  other  hand  there  may  be  only  diffuse 
degeneration  of  the  cerebral  vessels.  It  is 
doubtful  whether  a normal  cerebral  artery 
ever  ruptures;  arterial  disease  and  high  ten- 
sion seem  to  be  prerequisites  of  apoplexy. 
Cerebral  hemorrhage  rarely  occurs  before 
forty,  except  in  the  case  of  sxrphi litic  arteries, 
when  it  may  occur  early  in  life. 

One  need  hardly  cite  the  symptoms.  Warn- 
ings of  the  apoplectic  stroke  are  consonant 
with  symptoms  of  hypertension.  Although 
the  attack  may  occur  without  warning  and  in 
some  cases  with  evidence  of  the  usual  signs  of 
hypertension : numbness,  tingling,  pains  in  the 
limbs,  dizziness,  vertigo,  visual  disturbances 
may  be  cited  as  prodromata,  but  yet  these  are 
not  invariably  present  nor  uniformly  experi- 
enced. The  term  apopletic  stroke  is  appropri- 
ate in  some  instances,  for  the  patient  is  struck 
by  a sudden  attack  of  unconsciousness,  or  by 
a partial  paralysis.  In  some  cases  there  is 
deep  unconsciousness,  the  face  is  congested  or 
cyanotic,  pupils  vary,  being  usually  dilated, 
though  some  times  unequal  but  inactive.  If 
the  hemorrhage  irritates  the  nucleus  of  the 
third  nerve  the  pupils  are  contracted,  indicat- 
ing hemorrhage  into  the  pons  or  ventricles. 
Respirations  may  be  slow,  noisy  and  stertor- 
ous; they  may  be  Cheyne-Stokes  in  rhythm. 
The  cheeks  of  the  affected  side  balloon  on 
expiration.  The  pulse  under  tension  is  full, 
bounding  but  slow,  convulsions  are  not  un- 
common.  Hemiplegia  is  present  usually  to  a 
more  or  less  degree.  If  an  arm  or  leg  is  lifted, 
it  drops  as  a dead  weight. 

The  patient  may  not  have  so  sudden  or  pro- 
found an  onset.  Its  symptoms  may  be  more 


gradual  in  coming  on.  One  patient  only  a 
week  ago  was  seen  with  paralysis  of  upper 
lip  and  side  of  the  face  with  a blood  press- 
ure of  200  systolic.  In  a few  hours  the 
paralysis  involved  the  whole  of  the  left  side, 
but  his  consciousness  was  not  greatly  affected. 
There  are  numerous  possibilities  in  the  matter 
of  onset.  Hemiplegia  may  persist  due  to  uni- 
lateral paralysis  from  pressure  upon  the  motor 
area  of  the  pyramidal  tract  in  any  part  of  its 
course.  The  lesion  may  be  at  the  motor  cor- 
tex, the  pyramidal  fibres  in  the  corona  radiata 
and  internal  capsule,  in  the  cerebral  peduncle 
or  pons  varolii. 

The  continuations  of  hemiplegic  manifesta- 
tions and  the  probable  location  of  the  lesion 
bringing  about  such  paralysis  border  more 
upon  the  neurologic  side  of  the  subject  than 
it  is  our  intent  to  comment  upon.  No  one  can 
exceed  Osier  in  his  clear  description  of  these 
hemiplegic  eventualities.  To  this  author  our 
foregoing  observations  may  be  accredited. 

Apoplexy  is  a neurologic  catastrophe  which 
is  brought  about  by  a chronic  malady  of  the 
arterial  system.  An  accidental  rupture  of  an 
arteriosclerotic  cerebral  blood  vessel  with  ex- 
travasation of  blood  and  oedema,  either  or 
both,  results  in  the  neurologic  lesion  and 
permanent  or  transitory  loss  of  function. 

The  real  problems  involved  in  apoplexy  are. 

(1)  the  management  of  the  stage  of  cerebral 
hemorrhage  and  its  immediate  by-effects,  to 
rescue  the  patient  from  death,  to  salvage  for 
him  as  much  normal  pyramidal  nerve  conduc- 
tions as  possible,  and  to  restore  brain  function, 

(2)  to  study  the  problems  of  internal  medicine 
which  are  related  to  the  pathogenesis  and 
maintenance  of  hypertension  arterial  disease, 
in  order  to  prevent  a second  stroke,  and  to  re- 
tard the  downward  course  of  chronic  vascular 
disease. 


News  Notes 


Dates  Set  for  Annual  Meeting  of  the  Medical 

Society  of  Virginia. 

The  Executive  Council  of  the  Medical  So- 
ciety of  Virginia,  at  a meeting  held  the  middle 
of  February,  selected  October  12th.  13th,  14th. 
and  15th  as  the  dates  for  our  fifty-seventh  an- 
nual meeting  to  be  held  in  Norfolk. 

All  our  membei’S  who  have  attended  Nor- 
folk meetings  will  want  to  go  there  again. 
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Now  is  the  time  for  the  others  to  find  out  what 
a fine  place  Norfolk  is  for  a meeting. 

The  Tri-State  Medical  Association  of  the 

Carolinas  and  Virginia 

Held  its  regular  meeting  in  Fayetteville, 
N.  C.,  February  16th  and  17th,  under  the 
presidency  of  Dr.  W.  Lowndes  Peple,  of  Rich- 
mond. Va.  The  meeting  was  well  attended, 
a number  of  new  members  were  received,  and 
altogether,  it  was  considered  one  of  the  best 

0 7 _ 

meetings  in  the  history  of  the  organization. 
On  the  first  evening,  Dr.  and  Mrs.  R.  L.  Pitt- 
man tendered  a reception  to  the  members  and 
the  ladies  accompanying  them.  In  addition  to 
many  small  entertainments,  a trip  was  enjoyed 
to  Ft.  Bragg. 

Dr.  A.  J.  Crowell,  Charlotte,  was  elected 
president;  Drs.  L.  T.  Price,  Richmond,  Va., 
H.  S.  Black,  Spartanburg,  S.  C.,  and  Seavy 
Highsmith,  Fayetteville,  N.  C.,  vice-presi- 
dents, and  Dr.  James  K.  Hall,  Richmond,  was 
re-elected  secretary-treasurer. 

New  councilors  elected  are : Drs.  M.  H. 
Wyman,  Columbia,  S.  C.,  Douglas  Murphy, 
Rutherfordton,  N.  C.,  and  Warren  1 . 
Vaughan,  Richmond,  Va.  Councilors  holding 
over  are:  Drs.  W.  B.  Porter,  Roanoke,  Va., 
F.  B.  Johnson,  Charleston,  S.  C.,  and  E.  S. 
Boice,  Rocky  Mount,  N.  C.,  for  one  year;  and 
Drs.  Z.  G.  Smith,  Marion,  S.  C.,  William 
Allan,  Charlotte,  N.  C.,  and  H.  S.  Belt,  South 
Boston,  Va.,  for  two  years. 

Columbia,  South  Carolina,  was  selected  for 
the  1927  place  of  meeting. 

American  Medical  Association. 

Official  call  has  been  issued  for  the  seventy- 
seventh  annual  session  of  the  Association  in 
Dallas,  Texas,  April  19th  to  23rd,  inclusive. 
The  House  of  Delegates  will  convene  on  Mon- 
day the  19th,  while  the  Scientific  Assembly 
will  open  with  the  general  meeting  on  the 
evening  of  the  20th  at  8:30  P.  M.  The  vari- 
ous sections  will  commence  on  the  21st  at  9 
A.  M.  Dr.  William  D.  Haggard,  Nashville, 
Tenn.,  is  president  and  Dr.  Wendell  C. 
Phillips,  New  York  City,  president-elect. 

Reduced  railroad  rates  may  be  secured  on 
the  certificate  plan.  Dallas  has  a number  of" 
good  hotels  and  is  prepared  to  handle  the 
crowd,  but  it  is  always  well  to  make  hotel 
reservations  in  advance.  Dallas  will  be  at 
her  loveliest  at  this  season  and  a good  time 
may  be  anticipated  by  all  who  attend. 


Hospitals  for  Rural  Communities. 

The  Commonwealth  Fund,  a philanthropic 
foundation  with  offices  at  1 East  57th  Street, 
New  York  City,  announces  an  initial  appro- 
priation of  $350,000  to  be  expended  for  the 
construction  of  two  hospitals  in  rural  com- 
munities. This  appropriation  marks  the  be- 
ginning by  the  Fund  of  a new  project  which 
will  involve  the  building  of  two  such  hospitals 
a year. 

Farmville,  Virginia,  has  been  selected  from 
among  more  than  fifty  applications  as  the  lo- 
cation of  the  first  of  these  hospitals,  follow- 
ing a special  study  by  Henry  C.  Wright,  hos- 
pital consultant  and  former  deputy  commis- 
sioner of  the  New  York  City  Department  of 
Public  Welfare.  James  Gamble  Rogers  and 
Henry  C.  Pelton,  Associated,  are  preparing 
plans  for  their  first  unit. 

On  March  first  the  Fund  established  a Di- 
vision of  Rural  Hospitals  under  the  direction 
of  Mr.  H.  J.  Southmayd,  at  present  hospital 
consultant  to  the  Cleveland  Welfare  Federa- 
tion. The  Department  plans  to  receive  appli- 
cations from  rural  communities  unnder  cer- 
tain conditions,  chief  of  which  is  that  the 
F und  will  in  the  case  of  approved  applications 
contribute  two-thirds  of  the  cost  of  construc- 
tion and  equipment  of  the  hospital,  while  the 
local  community  must  contribute  one-third. 
The  community  must  also  meet  operating  and 
maintenance  costs. 

Referring  to  this  new  project,  the  annual 
report  of  the  Fund  states  that  rural  communi- 
ties, despite  certain  natural  advantages,  fre- 
quently afford  a less  satisfactory  opportunity 
for  healthful  living  than  many  of  our  cities. 

This  is  partly  due  to  lack  of  a sufficient 
number  of  competent  physicians  in  rural  com- 
munities. The  need  of  facilities  with  which 
to  work,  absence  of  stimulus  and  of  means  to 
improve  both  knowledge  and  technique  makes 
physicians  find  little  incentive  to  remain  in 
rural  districts. 

A modern  and  well-equipped  hospital  is  one 
of  the  most  important  needs  in  many  such 
communities.  It  is  hoped  that  this  new  work 
by  the  Commonwealth  Fund  may  help  to  im- 
prove conditions  of  rural  medical  practice. 

The  Commonwealth  Fund,  established  in 
1918  by  Mrs.  Stephen  V.  Ilarkness  and  char- 
tered to  carry  on  work  “for  the  benefit  of 
mankind,”  has  just  announced  additional  gifts 
from  Mrs.  Harkness  which  increase  its  total 
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endowment  to  $38,000,000.  The  annual  in- 
come, amounting  last  year  to  $1,339,000,  is 
expended  for  a variety  of  educational,  scien- 
tific, and  humanitarian  activities.  The  Fund 
has  devoted  special  attention  to  child  welfare 
work  and  its  demonstration  programs  for  the 
prevention  of  juvenile  delinquency  and  for  the 
promotion  of  child  health  have  until  now  re- 
ceived the  major  share  of  its  annual  appro- 
priations. 


It  is  announced  that  the  $60,000  required 
from  Farmville,  Va.,  and  the  surrounding  dis- 
trict is  nearly  subscribed.  The  Common- 
wealth Fund  then  gives  $120,000  for  the  hos- 
pital. It  is  expected  that  contract  will  be  let 
about  April  1st  for  the  Southside  Community 
Hospital. 

Dr.  Garnett  Nelson 

Has  been  re-elected  president  of  the  Rich- 
mond Tuberculosis  Association  for  this  year. 

Dr.  T.  K.  McKee, 

Saltville,  Va.,  has  been  spending  some  time 
at  Hot  Springs,  Ark. 

Dr.  R.  W.  Browne, 

Formerly  of  Norfolk,  Va.,  has  been  trans- 
ferred from  Lake  City,  Florida,  to  the  U.  S. 
Veterans’  Hospital  No.  65,  St.  Paul,  Minn. 

Health  Notes  From  Virginia. 

It  seems  that  the  bulletins  recently  issued 
by  the  State  Department  of  Health  have  been 
of  unusual  interest. 

Early  last  month,  an  instructive  lecture  was 
given  over  WRVA  radio  to  the  people  of 
the  State  on  how  to  avoid  catching  colds, 
grippe  and  pneumonia,  which  have  been  so 
prevalent.  These  are  every  day  truths  to  the 
physician  but  are  worth  passing  on  to  the  lay- 
man. 

Later,  a letter  was  sent  the  doctors  of  the 
State  calling  attention  to  the  method  for  vac- 
cination against  smallpox,  recommended  by 
the  U.  S.  Public  Health  Service-.  Simple  as 
vaccination  seems  to  the  regular  practitioner, 
it  is  never  amiss  to  be  advised  as  to  the  best 
means  for  the  best  results.  The  State  Health 
Department  will  gladly  send  copies  of  the 
letter  to  any  interested  doctors,  or,  if  re- 
quested, will  send  some  one  to  demonstrate  the 
best  methods  for  vaccinating  to  any  local  so- 
ciety or  group  of  doctors. 

Following  this,  a letter  was  sent  out  calling 


attention  to  the  fact  that  the  quarantine 
period  for  scarlet  fever  has  been  reduced  from 
four  to  three  weeks.  Copies  of  the  regulation 
have  been  sent  all  Virginia  doctors,  but  others 
will  be  sent  on  request. 

So  far  reaching  have  been  the  good  results 
of  the  work  of  our  State  Board  of  Health  that 
there  should  be  no  question  on  the  part  of 
our  General  Assembly  as  to  continuing  the 
appropriation  which  has  been  allowed,  but, 
every  effort  should  be  made  to  expand  the 
work  of  our  health  guardians  by  increasing 
the  amount  of  money  now  given  this  depart- 
ment as  far  as  can  be  done  in  reason. 

Members  of  Health  and  Sanitation  Com- 
mittee. 

Di's.  H.  W.  Blanton,  W.  T.  Graham  and 
Charles  H.  Phillips  have  been  appointed  mem- 
bers of  the  Health  and  Sanitation  Committee 
of  the  Richmond  Chamber  of  Commerce. 

Dr.  E.  P.  White, 

Of  Odd,  Va.,  has  been  elected  president  of 
the  First  National  Bank  of  Poquoson.  Va. 

Dr.  and  Mrs.  H.  W.  Porter, 

Of  Louisa,  Va.,  were  recent  visitors  in 
Washington,  D.  C. 

End  of  Volume. 

This  issue  of  the  journal  completes  the 
fifty-second  annual  volume  of  the  Monthly. 
With  ups  and  downs  it  has  continued  its 
career  and  we  feel  justly  proud  of  the  fact  that 
in  all  these  years  it  has  been  recognized  as  one 
of  the  good  journals  of  the  country. 

Let’s  all  work  for  its  continued  success  in 
the  coming  year— remember  this  is  your  jour- 
nal-— contribute  to  its  columns  and  patronize 
its  advertisers. 

Fund  Given  New  York  University  for  Re- 
search in  Prevention  and  Cure  of  Pneu- 
monia. 

Announcement  has  just  been  made  of  a gift 
to  New  York  University  from  Lucius  N. 
Littauer,  wealthy  glove  manufacturer,  the 
funds  to  be  used  for  research  studies  in  the 
prevention  and  cure  of  pneumonia.  It  was 
stated  that  this  work  to  be  under  the  control 
of  Dr.  William  H.  Park,  who  has  been  profes- 
sor of  bacteriology  and  hygiene  in  New  York 
University  and  Bellevue  Hospital  Medical  Col- 
lege since  1897,  and  director  of  the  Bureau  of 
Laboratories  of  the  New  York  City  Depart- 
ment of  Health  since  1894. 
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The  American  Society  of  Clinical  Pathol- 
ogists 

Will  hold  its  annual  meeting  in  Dallas, 
Texas,  April  15-l7th,  just  prior  to  to  the 
meeting  of  the  American  Medical  Association. 
Dr.  Frederick  E.  Sondern,  of  New  York  City, 
is  president,  and  Dr.  Ward  Burdick,  of  Den- 
ver, Col.,  secretary-treasurer. 

Dr.  and  Mrs.  Perry  H.  Wiseman, 

Avondale,  N.  C.,  recently  visited  relatives  in 
Richmond.  Dr.  Wiseman  is  a member  of  the 
class  of  ’25,  Medical  College  of  Virginia,  and 
Mrs.  Wiseman,  formerly  Miss  Grace  Furrh. 
was  superintendent  at  Hygeia  Hospital,  this 
city. 

Progress  of  State  Society  Journals. 

Under  the  above  caption,  the  Journal  of  the 
A.  M.  A.,  in  a recent  editorial,  tells  of  how  the 
Co-operative  Medical  Advertising  Bureau  has 
assisted  the  state  society  journals  in  reaching 
a degree  of  uniformity  which  hardly  seemed 
conceivable  when  the  Bureau  was  organized. 
Upon  the  suggestion  of  the  editors  of  several 
state  journals,  the  Bureau  entered  upon  its 
work  in  1913,  about  the  time  when  the  cost  of 
publishing  medical  journals  in  many  of  the 
states  was  becoming  almost  prohibitive.  To 
reduce  cost,  many  were  being  printed  on  poor 
paper  and  were  carrying  advertisements  which 
were  of  doubtful  value.  It  is  stated  that  a 
collection  of  state  journals  at  that  time  failed 
to  demonstrate  “even  the  two-by-two  uniform- 
ity of  the  passengers  of  Noah’s  Ark,”  in  any 
particular. 

This  central  advertising  bureau  deserves 
great  credit  for  the  way  in  which  it  has  co- 
operated with  the  state  journals,  assisting 
them  to  overcome  obstacles.  Thirty  state  jour- 
nals are  now  numbered  in  the  family  of  this 
Bureau.  All  of  these  carry  reputable  adver- 
tising, are  being  printed  on  good  paper,  are 
uniform  in  size,  and  ever  strive  to  better  them- 
selves in  everj1-  way,  with  the  aid  of  the 
Bureau. 

Dr.  Weaver  Shot  by  Patient. 

Dr.  Delmar  F.  Weaver,  of  Somerset,  Va., 
was  shot  three  times  by  a patient  when  sum- 
moned to  her  home  to  attend  her  child  the  last 
of  February.  She  then  attempted  to  take  her 
own  life.  Dr.  Weaver  was  taken  to  University 
of  Virginia  Hospital.  At  last  reports,  it  was 
hoped  that  his  injuries,  while  serious,  may  not 
be  fatal. 


The  American  College  of  Surgeons, 

Maryland,  Virginia,  West  Virginia  and  Dis- 
trict of  Columbia  Section,  held  its  annual 
meeting  in  Cumberland,  Maryland,  March 
2nd  and  3rd.  The  attendance  was  good  and 
the  meeting  was  of  unusual  interest  in  every 
way.  The  State  Executive  Committee  for 
Virginia,  for  the  coming  year,  is  as  follows: 
Chairman,  Dr.  Wilson  E.  Di'iver,  Norfolk; 
secretary,  Dr.  S.  S.  Gale,  Roanoke;  counselor, 
Dr.  Frank  Johns,  Richmond. 

The  Tubercle  Bacillus  Under  Investigation. 

Dr.  William  Charles  White,  of  the  U.  S. 
Public  Health  Service,  in  an  address  before 
the  annual  meeting  of  the  Virginia  Tubercu- 
losis Association,  in  Richmond,  February  5th. 
told  of  the  organized  research  which  is  being 
carried  on  in  an  effort  to  know  more  of  the 
nature  of  the  tubercle  bacillus  and  the  cure 
of  the  disease  it  causes. 

Dr.  White,  Chairman  of  the  Committee  on 
Medical  Research  created  by  the  National 
Tuberculosis  Association,  told  of  the  methods 
pursued  by  this  committee,  which  unlike  most 
research  bodies  is  not  working  in  a single  en- 
vironment  but  is  using  the  great  laboratories 
of  several  universities  and  also  the  facilities 
of  two  large  commercial  firms  manufacturing 
bacteriological  products.  In  this  way,  the 
foremost  scientists  of  the  country  have  been 
enlisted  and  are  working  simultaneously  on 
different  phases  of  the  same  problem. 

Dr.  White  stated  that  while  the  tubercle 
bacillus  is  the  best  known  and  first  discovered 
germ,  it  is  still  the  most  illusive  and  because 
of  lack  of  knowledge  on  the  subject,  is  still 
causing  the  death  of  100,000  Americans,  an- 
nually. He  said  that  in  round  figures  the  cost 
to  the  United  States  is  about  five  hundred 
millions  a year,  costing  more  than  the  army, 
nearly  twice  as  much  as  the  navy,  a third  more 
than  the  Veteran’s  Bureau,  and  only  being  ex- 
ceeded by  one  department  of  the  Government, 
namely,  the  interest  on  our  public  debt. 

Dr.  White  remarked  that  it  was  peculiarly 
fitting  that  the  National  Tuberculosis  Asso- 
ciation, the  largest  and  most  powerful  na- 
tional and  international  association  against 
any  disease,  should  be  the  organizer  of  this 
new  field  of  research  for  better  methods  of 
controlling  tuberculosis.  It  raises  its  funds 
through  the  sale  of  Christmas  Seals  by  the 
State  and  local  tuberculosis  associations  and  is 
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founded  for  human  welfare  with  altruism  as 
its  sole  purpose. 

Dr.  Dean  B.  Cole,  Richmond,  and  Dr.  J.  B. 
Nicholls,  Catawba  Sanatorium,  were  among 
new  members  elected  to  the  Board  of  Directors 
of  the  Virginia  Tuberculosis  Association  at 
this  meeting. 

Captain  W.  W.  Baker,  was  elected  honorary 
president,  Dr.  C.  R.  Grandy,  Norfolk,  presi- 
dent,'and  Dr.  Roy  Iv.  Flannagan,  Richmond, 
secretary  of  the  board. 

Dr.  T.  H.  Massey, 

Who  has  practiced  for  the  past  seven  years 
in  Smithfield,  Va.,  has  moved  to  Suffolk, 
Va.,  where  lie  will  continue  the  practice  of  his 
profession.  Dr.  Massey  has  offices  in  the  Na- 
tional Bank  Building  of  that  place. 

How  to  Care  for  Needles  and  Syringes. 

A pamphlet  has  been  issued  by,  Becton, 
Dickinson  & Company,  Rutherford,  N.  J.,  on 
“Standardizing  on  Sizes  and  Makes  of  Hypo- 
dermic Syringes  and  Needles.”  This  pamph- 
let, besides  suggesting  the  proper  gauges  and 
lengths  of  needles  and  the  proper  size  syringes 
for  the  various  operations,  outlines  the  com- 
parative merits  and  cost  of  steel,  niekeloid, 
gold  and  platinum-iridium.  It  also  gives 
valuable  information  regarding  the  care  and 
sterilization  of  needles  and  syringes. 

Any  physician  interested  can  secure  a com- 
plimentary  cop}'  by  writing  the  above  named 
company. 

Dr.  Tom  A.  Williams 

Has  moved  from  Washington,  D.  C.,  to 
Florida,  with  offices  at  46  Northeast  Fifth 
Street,  Miami.  He  is  limiting  his  work  to  the 
nervous  and  endocrine  systems.  Dr.  Williams 
has  his  home  at  Helene  Apartments,  Miami 
Beach. 

Several  Volumes  of  Virginia’s  War  History 

Ready. 

The  Virginia  War  History  Commission  an- 
nounces the  completion  of  the  first  four 
volumes  of  the  Virginia  War  History  which 
has  been  prepared  by  the  Commission. 
Volumes  V and  VI  are  in  the  hands  of  the 
printer  and  orders  are  also  being  taken  for 
them.  These  six  volumes  may  be  obtained  at 
a cost  of  $2.00  each  for  cloth-bound  copy  or 
$1.50  for  paper-bound  copy.  Orders  with 
checks  should  be  sent  to  the  Publication  De- 
partment, Virginia  War  History  Commission. 
State  Capitol,  Richmond. 

Dr.  Martin  B.  Hiden, 

After  practicing  for  some  time  at  Water 
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ford,  Va.,  has  now  located  at  Warrenton,  Va., 
for  the  practice  of  his  pi'ofession. 

The  Southwestern  Virginia  Medical  Society 
Will  hold  its  regular  semi-annual  meeting 
at  the  Patrick  Henry  Hotel,  Roanoke,  March 
30th  and  31st,  under  the  presidency  of  Dr.  J. 
M.  Miller,  of  Wytheville.  Dr.  E.  G.  Gill, 
Roanoke,  is  secretary-treasurer  of  the  Society. 
In  addition  to  the  voluntary  papers,  there  will 
be  a symposium  on  Appendicitis,  and  papers 
by  three  invited  guests — Dr.  Joseph  Blood- 
good,  of  Baltimore,  and  Dr.  O.  H.  Perry  Pep- 
per and  Dr.  Lewis  H.  Clerf,  both  of  Philadel- 
phia. 

Dr.  George  H.  Snead, 

Formerly  of  Fork  Union,  Va.,  has  moved 
to  Richmond,  Va.,  and  has  offices  at  the  West 
End  Clinic  Building,  2618  Grove  Avenue.  He 
will  limit  his  work  to  diseases  of  the  eye,  ear, 
nose  and  throat. 

The  District  of  Columbia  Public  Health  As- 
sociation 

Was  organized  in  Washington,  on  February 
8th,  the  special  purpose  of  which  will  be  to 
take  an  active  interest  in  public  health  affairs 
in  the  District.  The  following  officers  were 
elected : President,  Dr.  Victor  C.  Vaughan ; 
vice-presidents,  Drs.  George  M.  Kober  and 
William  C.  Fowler;  secretary,  Dr.  James  A. 
Tobey,  and  treasurer,  Dr.  W.  C.  Cox. 

The  National  Committee  for  the  Prevention 
of  Blindness, 

Which  now  includes  in  its  membership  more 
than  14,000  men  and  women,  has  moved  its 
headquarters  to  the  building  occupied  by  the 
other  active  members  of  the  National  Health 
Council  at  370  Seventh  Avenue,  New  York 
City.  Thirteen  other  health  organizations  are 
housed  in  this  building.  This  Committee  has 
aided  greatly  in  the  fight  for  safeguarding  the 
sight  of  children  at  birth,  for  conserving  the 
eyes  of  school  children,  and  for  protecting  the 
eyes  of  industrial  woi'kers. 

Dr.  Hunter  McClung 

Has  been  elected  president  of  the  Golf  Club 
of  Lexington,  Va. 

Dr.  W.  O.  Smith, 

Altavista,  Va.,  was  a recent  visitor  in  Rich- 
mond. 

Congratulations  to  the  Taylor  Instrument 
Companies! 

The  January  Bulletin  published  by  the  Tay- 
lor Instrument  Companies,  of  Rochester,  N. 
Y.,  announces,  with  1926,  the  seventy- fifth  an- 
niversary of  that  organization.  They  tell  of 
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their  beginnings  on  small  capital  but  with 
high  ideals.  The  “quality”  and  “service” 
given  by  the  Taylor  Instrument  Companies 
today  is  but  evidence  of  the  truth  of  that  old 
adage — “Great  oaks  from  little  acorns  grow.” 

We  extend  this  Compnay  our  congratula- 
tions and  best  wishes  for  continued  success. 
The  Virginia  Society  of  Oto-Laryngology 

and  Ophthalmology 

Will  hold  its  regular  meeting  in  Peters- 
burg, April  27th.  Several  invited  guests  will 
present  papers  and  the  meeting  promises  to  be 
an  interesting  one.  Dr.  H.  S.  Hedges,  Char- 
lottesville, is  president,  Dr.  Clifton  Miller, 
Richmond,  vice-president,  and  Dr.  E.  U.  Wal- 
lenstein, Richmond,  secretary  and  treasurer. 
Directors  in  Boat  Club. 

Dr.  J.  Henry  Rawlings  and  Dr.  James  R. 
Gorman  are  among  the  directors  who  have 
been  elected  for  the  Lynchburg,  Va.,  Boat 
Club. 

Dr.  James  Morrison, 

Lynchburg,  Va.,  has  been  elected  president 
of  the  Boy  Scout  Council  of  that  city,  for  this 
year. 

Dr.  A.  B.  Graybeal, 

Recently  of  Grant,  Va.,  has  moved  to 
Marion,  Va. 

New  Superintendent  at  Lynchburg  Hospital. 

Miss  Alberta  V.  Terrell  has  been  appointed 
superintendent  of  the  Lynchburg,  Va.,  Hos- 
pital, vice  Miss  Florence  Wells,  resigned.  Miss 
Wells  has  returned  to  her  home  in  Chase  City, 
Va. 

Dr.  Guy  R.  Harrison, 

Richmond.  Va.,  recently  attended  a joint 
meeting  of  the  Raleigh  Dental  Society  and  the 
Raleigh  Academy  of  Medicine,  at  which  time 
he  read  a paper  on  “Dental  Problems  of  In- 
terest to  the  Physicians.” 

Many  Products  Improved  Through  Food 

and  Drugs  Act. 

A report  issued  by  the  chief  of  the  Bureaus 
of  Chemistry,  U.  S.  Department  of  Agricul- 
ture, tells  of  some  noticeable  improvements 
brought  about  during  the  past  year  by  the  en- 
forcement of  the  food  and  drugs  act.  It  is 
stated  that  “although  much  improvement  is 
brought  about  through  prosecution  of  viola- 
tors, the  bureau  regards  the  law  as  a correc- 
tive rather  than  a punitive  measure.  The 
specialists  of  the  bureau  assist  manufacturers 
and  others  in  obtaining  information  that  will 


enable  them  to  so  conduct  their  process  of 
manufacturing,  packing,  storing  and  shipping 
that  their  products  will  meet  the  require- 
ments of  the  law.  The  extensive  information 
developed  by  their  researches  * * * is 

made  available  to  all  who  desire  to  improve 
their  processes  or  the  quality  of  their  prod- 
ucts. Information  is  also  furnished  regarding 
the  labeling  requirements  in  order  that  each 
manufacturer  may  devise  truthful  and  inform- 
ing labels  for  his  products.” 

Dr.  Bernard  H.  Kyle, 

Of  Lynchburg,  Va.,  recently  held  a clinic 
for  crippled  children  at  the  Chesapeake  and 
Ohio  Hospital  at  Clifton  Forge,  Va. 

Dr.  T.  S.  Hening 

And  family,  of  Jefferson,  Va.,  spent  a short 
vacation  recently  with  friends  in  Nelson 
County,  Va. 

Elizabeth  Buxton  Hospital  has  Anniversary. 

On  February  23rd,  Elizabeth  Buxton  Hos- 
pital, Newport  News,  Va.,  celebrated  its 
twentieth  anniversary  and  open  house  was 
kept  all  day,  light  refreshments  being  served 
the  many  visitors.  Among  the  callers  was  the 
first  patient  of  the  hospital,  who  was  operated 
on  in  1906.  The  guest  of  honor  was  Mrs. 
Elizabeth  P.  Buxton,  mother  of  Dr.  Buxton, 
for  whom  the  hospital  was  named. 

When  started  twenty  years  ago,  the  hospital 
had  seventeen  beds.  With  the  new  wing  which 
was  opened  for  inspection,  on  this  anniver- 
sary, it  can  now  care  for  approximately  one 
hundred  patients.  It  is  general  in  its  work, 
admitting  medical,  obstetrical  and  surgical 
cases.  A training  school  for  nurses  is  oper- 
ated in  connection  with  the  hospital.  Miss 
Elizabeth  Buxton,  daughter  of  Dr.  Buxton,  D 
superintendent. 

An  impressive  feature  of  the  day  was  the 
presentation  by  the  hospital  staff  of  a 
memorial  tablet  to  the  late  Dr.  E.  M.  Newsom. 
Tribute  to  Etfrly  Ophthalmologist. 

At  the  January  meeting  of  the  Section  on 
Ophthalmology  of  the  College  of  Physicians 
of  Philadelphia,  Dr.  Hunter  H.  McGuire,  of 
Winchester,  Va.,  by  invitation,  delivered  an 
historical  sketch  on  the  work  of  his  grand- 
father, Dr.  Hugh  H.  McGuire,  in  ophthalmic 
surgery. 

Dr.  McGuire,  on  this  occasion,  presented  the 
Section  on  Ophthalmology  with  an  old  set  of 
couching  needles  which  were  used  by  his 
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grandfather  between  the  years  1822  and  1850, 
in  performing  the  operation  for  cataract. 

Dr.  William  Price  Bittinger, 

Of  the  class  of  ’23,  Medical  College  of  Vir- 
ginia, after  a short  time  in  Huntington,  W. 
Va.,  has  located  at  Rich  wood,  W.  Va. 

The  American  Proctologic  Association 

Meets  in  Indianapolis,  Ind.,  the  Friday  and 
Saturday  before  the  meeting  of  the  American 
Medical  Association,  so  that  members  may  go 
from  this  meeting  to  Dallas.  Dr.  D.  C. 
McKenney,  Buffalo,  is  president,  and  Dr. 
William  Rolfe,  Boston,  secretary  of  the  As- 
sociation. 

Dr.  William  F.  Drewry, 

City  manager  of  Petersburg,  Va.,  has  been 
re-appointed  to  the  Governor’s  Advisory 
Board  on  Mental  Hygiene  for  the  purpose  of 
examining  the  mental  condition  of  patients. 
This  will  be  the  third  Governor  under  whom 
Dr.  Drewry  has  served  in  this  capacity. 

Narcotic  Tax  Reduced. 

The  Federal  Tax  Reduction  Bill,  which 
passed  the  Senate  in  February,  carried  the 
provision  already  passed  by  the  House  of  Rep- 
resentatives, reducing  the  annual  registration 
fee  of  physicians  under  the  Harrison  Narcotic 
Act  from  $3.00  to  $1.00. 

Dr.  Mendelsohn  111. 

As  we  go  to  press,  Dr.  Ludwig  Mendelsohn, 
of  Norfolk.  Va.,  is  reported  as  being  seriously 
ill. 

Dr.  and  Mrs.  G.  B.  Barrow, 

Clarksville,  Va.,  were  recent  visitors  in 
Richmond,  having  come  to  attend  the  mar- 
riage of  a friend. 

The  Physician’s  Home. 

The  Physicians’  Home  idea  is  growing  in 
interest  and  it  is  hoped  shortly  to  have  suffi- 
cient funds  in  hand  to  organize  one  section 
and  make  a success  of  it  and  then  to  expand 
so  as  to  have  several  of  these  homes  in  the 
various  sections  of  the  country.  The  idea  de- 
veloped about  five  years  ago  in  one  of  the 
New  York  Medical  Societies.  These  homes  are 
to  be  established  to  care  for  the  physician  who 
is  incapacitated  in  his  old  age,  so  that  he 
may  pass  his  latter  days  in  the  modest  com- 
fort and  quiet  which  he  deserves.  The  secre- 
tary of  the  Physicians’  Home,  Inc.,  22nd 
Floor,  Times  Building,  New  York  City,  will 
give  any  information  requested. 


The  Navy’s  Human  Accountability. 

This  is  the  subject  of  an  article  by  W.  Armis- 
tead  Gills,  M.  D.,  U.  S.  Navy  (retired),  of 
Richmond,  Va.,  which  appeared  in  a recent 
issue  of  The  Nation’s  Health.  Dr.  Gills  has 
published  several  similar  articles,  recently,  in 
various  magazines,  and  they  furnish  much 
food  for  thought. 

Tri-State  Medical  Association  of  West  Vir- 
ginia, Ohio  and  Kentucky. 

Dr.  Thomas  W.  Moore,  Huntington,  W.  Va., 
has  been  elected  president  of  this  association, 
which  has  been  recently  organized,  and  Dr. 
F.  O.  Marple,  also  of  Huntington,  secretary- 
treasurer. 

Dr.  E.  M.  Wilkinson, 

Of  Welch,  W.  Va.,  of  the  class  of  ’23,  Medi- 
cal College  of  Virginia,  has  returned  home 
after  a visit  to  his  parents,  Dr.  and  Mrs.  R.  E. 
Wilkinson,  at  McKenney,  Va. 

American  Health  Congress. 

For  the  first  time  in  the  history  of  public 
health  in  America,  those  who  are  engaged  in 
this  work  will  meet  together  in  Atlantic  City, 
N.  J.,  May  17-22.  Sixteen  national  organiza- 
tions will  participate  under  the  auspices  of 
the  National  Health  Council,  of  370  Seventh 
Avenue.  New  York  City.  Among  the  promi- 
nent speakers  are  Sir  Arthur  Newsholme, 
who  has  been  prominently  identified  with 
health  work  in  England,  Professor  C.  E.  A. 
Winslow,  President  of  the  American  Public 
Health  Association,  Dr.  Ray  Lyman  Wilbur, 
President  of  Stanford  University,  and  Dr. 
George  E.  Vincent,  President  of  the  Rocke- 
feller Foundation. 

The  exhibits  will  form  one  of  the  most  edu- 
cational health  displays  that  this  country  has 
ever  seen.  Headquarters  for  the  meeting  will 
be  at  the  Steel  Pier. 

Special  railroad  rates  from  all  parts  of  the 
country  have  been  secured  for  the  estimated 
7,000  people  who  will  attend. 

Dr.  and  Mrs.  O.  T.  Amory, 

Of  Newport  News,  Va.,  left  the  middle  of 
February  for  a short  visit  to  Dr.  Amory’s 
brothers  in  Miami  and  Ft.  Lauderdale,  Fla. 

Dr.  H.  D.  Ribble, 

Of  Blacksburg,  Va.,  is  now  at  Mount  Hope, 
W.  Va.,  where  he  will  remain  until  the  first 
of  May. 
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Size  of  Families  by  Occupations  of  Hus- 
bands. 

According  to  statistics  which  have  been 
compiled  by  the  Department  of  Commerce,  in 
twenty  states,  in  1924,  there  were  270,045 
women  between  the  ages  of  35  and  44  years 
who  became  mothers  and  who  had  husbands 
engaged  in  gainful  occupations.  The  total 
number  of  children  ever  born  to  these  mothers, 
including  the  1924  births  was  on  an  average 
of  6.7  per  cent  per  mother.  The  highest 
average  number  of  children  appears  for  the 
wives  of  mine  operatives  and  the  lowest  per- 
centage for  the  wives  of  chemists,  assayers  and 
metallurgists,  dentists,  physicians  and  surg- 
eons, technical  engineers,  lawyers,  judges  and 
justices. 

1926  Officers  of  Staff  of  St.  Peter’s  Hospital. 

Dr.  John  H.  Tucker  has  been  elected  presi- 
dent of  the  staff  of  St.  Peter’s  Hospital,  Char- 
lotte, N.  C.,  for  1926;  Dr.  William  M.  Strong 
was  elected  vice-president,  and  Dr.  Lucius  G. 
Gage,  secretary-treasurer. 

Dr.  Robert  L.  Carter, 

Formerly  of  Dunbar,  Va.,  is  now  located  at 
4017  McColla  Avenue,  Knoxville.  Tenn. 

Dr.  J.  A.  Strickland, 

Who  practiced  in  Norfolk,  Va.,  for  some- 
time, has  located  in  St.  Petersburg,  Fla.,  with 
offices  in  the  Power  and  Light  Building. 

Dr.  A.  M.  Byrd, 

Who  has  been  for  some  time  at  Richlands, 
Va.,  has  returned  to  Bath  County,  and  is  lo- 
cated at  Mountain  Grove,  Va. 

Medical  Missionaries  in  Foreign  Fields. 

According  to  the  Journal  of  the  A.  M.  A., 
we  note  that  there  are  1,014  medical  mission- 
aries from  the  United  States  and  the  British 
Empire,  there  being  460  from  Great  Britain, 
forty-eight  from  Canada,  and  eight  from  Aus- 
tralia and  New  Zealand,  while  the  United 
States  has  498.  Most  of  these  are  distributed 
in  China,  Japan  and  India. 

Dr.  Paul  Redd 

Has  returned  to  his  home  at  Yorktown, 
Va.,  after  a pleasure  trip  to  Florida. 

U.  S.  Civil  Service  Examinations. 

The  U.  S.  Civil  Service  Commission,  Wash- 
ington, D.  C.,  announces  open  competitive  ex- 
aminations for  technical  assistant  in  sanitary 
engineering,  receipt  of  applications  to  close 
March  27th;  and  for  physiotherapy  aide,  and 


physiotherapy  assistant,  receipt  of  applica- 
tions to  close. April  17th  and  May  15th. 

Full  particulars  and  application  blanks  may 
be  obtained  from  the  above  named  Commis- 
sion. 

Work  Schools,  Hungary. 

Nine  work  schools  for  children  above  twelve, 
the  school-leaving  age,  have  been  opened  in 
Budapest  and  two  neighboring  townships  by 
the  Save  the  Children  Fund.  Here  the  chil- 
dren are  taught  some  gainful  occupation  and 
receive  small  pay  for  their  work.  The  Uni- 
versity and  city  clinics,  the  school,  and  the 
Government  have  co-operated  in  providing 
medical  care,  clothing,  and  teachers. 

Children  in  Institutions,  New  York. 

Of  the  27,815  children  who,  on  December  31, 
1924,  were  being  cared  for  in  institutions 
super vised  by  the  New  York  State  Board  of 
Charities,  only  eight  per  cent  were  orphans, 
according  to  the  bulletin  of  the  board.  Nearly 
half  had  both  parents  living. 

Hard-of-Hearing  Children,  Chicago. 

Fourteen  thousand  and  four  hundred  Chi- 
cago children  have  ear  disease  and  1,000  are 
sufficiently  deaf  to  need  instruction  in  lip 
reading,  if  conditions  found  in  six  Chicago 
schools  hold  good  in  the  city  as  a whole. 
7,538  children  were  examined,  and  of  this  num- 
ber 3.6  per  cent  were  suffering  from  ear  dis- 
ease in  some  form. 

For  Sale. 

A doctor’s  home  in  growing  suburban  com- 
munity,  one  mile  north  of  Alexandria,  Vir- 
ginia, and  three  miles  south  of  Washington, 
D.  C.  Large  ten-room  house,  containing  two- 
room  office,  spacious  lawn  and  shade  and  fruit 
trees.  Two-car  garage.  An  ideal  location  for 
a doctor.  For  terms  and  particulars,  address 
Paul  B.  Yates  (administrator),  810  Mount 
Vernon  Avenue,  Potomac,  Alexandria,  Va. 
(Adv.) 

For  Sale. 

At  a bargain.  Owners  offer  one  Scheidel 
Western  X-ray  transformer  with  control  board 
and  one  Victor  Horizontal  Fluoroscopic  table. 
$275.00  cash  gets  both.  Address  Box  34. 
Lynchburg,  Va.  (Adv.) 

Position  Wanted. 

Woman  experienced  in  electro-therapeutics. 
X-ray,  laboratory  and  secretarial  work  wants 
position  in  physician’s  office.  Address  No.  463. 
care  this  journal.  (Adv.) 
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Obituary 


Dr.  Philip  Turner  Southall, 

A prominent  physician  of  Southside  Vir- 
ginia, died  at  his  home  in  Amelia,  Va,,  Febru- 
ary 16th.  He  was  seventy-five  years  of  age 
and  had  been  in  bad  health  for  some  time. 
He  was  a native  of  Amelia  County  and  prac- 
ticed in  that  county  for  the  greater  part  of 
the  time  after  his  graduation  from  Medical 
College  of  Virginia  in  1873.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia 
since  1887  and  was  president  of  Amelia 
County  Medical  Society.  He  was  at  one  time 
a member  of  the  Amelia  County  Board  of 
Health  and  the  Board  of  Supervisors  of  that 
county  and  was  formerly  a member  of  the 
Board  of  Directors  of  Eastern  State  Hospital 
at  Williamsburg.  He  is  survived  by  his  wife 
and  two  daughters. 

Dr.  Lawrence  Ingram, 

A well  known  Richmond  physician,  died  at 
his  home  in  this  city,  February  19th,  after  a 
brief  illness.  He  was  born  in  Lunenburg 
County,  Va.,  sixty  years  ago,  and  upon  com- 
pletion of  his  academic  education  took  up 
medicine,  receiving  his  diploma  from  Medical 
College  of  Virginia  in  1886.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia 
since  1888.  Dr.  Ingram  was  president  of  the 
Manchester  Board  of  Health  and  was  also 
adjunct  professor  of  practice  of  surgery  at 
the  former  University  College  of  Medicine  in 
this  city.  His  wife  and  several  children  sur- 
vive him. 

John  Cropper  Ayres, 

Son  of  Dr.  and  Mrs.  J.  H.  Ayres,  of  Acco- 
mac,  Va.,  and  member  of  the  class  of  ’26,  Uni- 
versity of  Virginia  Medical  School,  died 
January  4th,  at  Trudeau,  N.  Y.  After  gradu- 
ating from  Virginia  Military  Institute  with 
the  degree  of  bachelor  of  science  in  1922, 
Cropper  at  once  entered  the  Department  of 
Medicine  at  University  of  Virginia,  where  he 
proved  himself  a tireless  worker  until  over- 
taken by  ill  health.  He  was  a member  of  the 
Phi  Delta  Theta  fraternity,  of  two  medical 
fraternities,  and  had  received  many  social 
honors  in  his  college  career. 

We  can  but  regret  the  untimely  passing  of 
this  popular  young  man. 


Dr.  Edward  Roland  Hart, 

Of  Suffolk,  Va.,  died  January  22nd,  at  the 
age  of  forty-six  years.  He  was  born  in  North 
Carolina  and  graduated  in  medicine  from  the 
University  of  Maryland,  Baltimore,  in  1901. 
For  some  time  after  this,  he  practiced  in 
Suffolk,  later  going  to  North  Carolina  and 
had  only  just  returned  to  Suffolk  shortly  be- 
fore his  death.  When  he  lived  in  Virginia, 
formerly,  he  was  a member  of  the  Medical 
Society  of  Virginia. 

Dr.  Charles  Alexander  Pfender, 

Prominent  roentgenologist  of  Washington, 
D.  C.,  died  in  that  city,  February  17th.  He 
was  forty-eight  years  of  age  and  graduated 
from  George  Washington  University  Medical 
School,  Washington,  D.  C.,  in  1905.  At  the 
time  of  his  death  he  was  professor  of  Roent- 
genology and  Electrotherapeutics  in  George- 
town University  School  of  Medicine. 

Dr.  William  R.  Siron, 

For  years  a practicing  physician  at 
McDowell,  Va.,  died  at  his  home  at  that  place, 
February  17th,  at  the  age  of  sixty-one  years. 
He  had  been  in  failing  health  for  some  time. 
Dr.  Siron  graduated  from  the  Medical  School 
of  the  University  of  Maryland  in  1891.  His 
wife  and  a large  family  connection  survive 
him. 

Dr.  James  Marvin  Prichard, 

A garduate  of  the  Eclectic  Medical  Institute, 
Cincinnati,  in  1874,  died  at  his  home  at  Olin- 
ger,  Va.,  January  9th.  He  was  seventy-four 
years  of  age. 

Dr.  Elmer  E.  Bowman, 

Of  Mount  Jackson,  Va.,  died  at  his  home  at 
that  place,  January  7th,  aged  fifty-two  years. 
He  graduated  in  1900  from  University  of  the 
South,  Medical  Department,  Sewanee,  Tenn. 

Dr.  George  Earl  McCorkle, 

Of  Keysville,  Va.,  died  at  his  home  in  that 
place  February  21st,  after  a short  illness,  aged 
sixty-one  years.  He  was  a native  of  Iowa,  but 
came  to  Virginia  about  fifteen  years  ago.  He 
graduated  in  medicine  from  Rush  Medical 
College,  Chicago,  in  1888.  His  wife  and  sev- 
eral children  survive  him. 

Charles  Bernard  Pritchett,  Jr., 

Son  of  Dr.  and  Mrs.  C.  B.  Pritchett,  of 
Danville,  Va.,  died  February  18th,  as  the  re- 
sult of  burns  received  earlier  in  the  day.  H<» 
was  three  years  of  age  and  the  only  child. 
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Increasing  the 
Nourishment  Yeild 
of  Infants9  Milk 

VERY  physician  knows  that  the 

delicate  infant  organism  is  fre- 
quently unable  to  properly  digest  the 
casein  and  the  fat  of  cow’s  milk.  This 
necessitates  various  forms  of  modifica- 
tion. 

Through  clinical  tests  and  observa- 
tions, supplemented  by  exhaustive  bio- 
chemical research  at  the  Mellon  In- 
stitute of  Pittsburgh,  it  was  proven  that 
1%  of  pure,  unflavored  Gelatine  dis- 
solved and  added  to  cow’s  milk  will 
largely  prevent  regurgitation,  gas,  colic, 
diarrhea,  and  malnutrition  resulting 
from  the  excessive  curdling  of  the 
casein  by  the  enzyme  rennin  and  hydro- 
chloric acid  of  the  gastric  juices. 

This  protective  colloidal  ability  of 
Knox  Sparkling  Gelatine  increases  the 
nourishment  obtainable  from  the  milk 
by  about  23%  (which  is  also  of  great 
value  in  the  strength  restoration  of 
adults). 

The  approved  method  of  adding:  gelatine 
to  milk  is  as  follows: 

Soak,  for  ten  minutes,  one  level  tablespoonful 
of  Knox  Sparkling  Gelatine  in  one-half  cup  of 
cold  milk  taken  from  the  baby’s  formula ; cover 
while  soaking ; then  place  the  cup  in  boiling 
water,  stirring  until  gelatine  is  fully  dissolved : 
add  this  dissolved  gelatine  to  the  quart  of  cold 
milk  or  regular  formula. 

NOTE: — Knox  Gelatine  blends  with  all  milk  formulas. 
The  protective  colloidal  and  emulsifying  action  promotes 
digestion  and  absorption  of  the  milk  nutrients. 

KNOX 

SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health" 

From  raw  material  to  finished  product  Knox  Sparkling 
Gelatine  is  constantly  under  chemical  and  bacteriological 
control,  and,  furthermore,  is  never  touched  by  human 
hand.  


COUPON 


Send  This  Coupon 

Register  your  name  with 
this  coupon  for  the  lab- 
oratory reports  on  the 
dietetic  value  of  Knox 
Sparkling  Gelatine 


KNOX  GELATINE  LABORATORIES 
441  Knox  Avenue,  Johnstown,  N.  Y. 

Please  register  my  name  to  receive,  without  charge, 
results  of  past  laboratory  tests  with  Knox  Sparkling 
Gelatine,  and  future  reports  as  they  are  issued. 
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Capital  $1,000,000  Surplus  Earned  $1,000,000 

ESTABLISHED  1892 

To  act  as  Executor,  Guardian  and  Trustee 
$30,000,000 

of  investments  held  in  Trust 


Confidential  Interviews  Invited. 


NEW  YORK  EYE  AND  EAR  INFIRMARY 


2nd  Ave.,  Corner  13th  Street,  New  York,  N.  Y. 
SPECIAL  COURSES  OF  POST  GRADUATE  INSTRUCTION  IN 


Operative  Surgery  of  the  Eye  and  Ear 

Refraction 

Muscle  Anomalies 

Ophthalmoscopy 

Anatomy  of  the  Ear 


External  Eye  Diseases 
Functional  Testing  of  the  Eye 
Minor  Otology 
Histology 


Address  WEBB  W.  WEEKS,  M.  D„  Secretary. 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 

(ORGANIZED  1881) 

( The  Pioneer  Post-Graduate  Medical  Institution  in  America.) 


WE  ANNOUNCE 

COURSES  IN  THE  FOLLOWING: 

For  the  General  Practitioner:  Internal  medicine  and  the  medical  spec- 

ialties. 

Gastroenterology:  and  allied  subjects. 

General  Surgery:  and  all  its  branches. 

Urology:  and  allied  subjects. 

Proctology:  and  allied  subjects. 

Eye,  Ear,  Nose  and  Throat  : combined  course. 

Cadaver  Courses:  in  all  branches  of  surgery. 

Short  Time  Personal  and  Special  Courses  in  all  medical  and  surgical 
specialties. 


FOR  INFORMATION  ADDRESS 

THE  DEAN,  345  West  50th  Street,  NEW  YORK  CITY 
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